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(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  saler  than  the  amphetamines,  use  with  great  coution  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing lirst  trimester  ol  pregnoncy  unless  potential  benelils  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enaugh  to  require  discontinuotion  of  Iheropy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotlvely  low  Incidence.  As  is  chorocterlstic  of  sympolhomimetic  agents.  It  may 
occasionally  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o few  epi 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  c 
vascular  effects  reported  include  ones  such  as  fochycardlo,  precordial 
orrhylhmia,  palpitation,  and  Increosed  blood  pressure.  One  published 
described  T-wave  changes  In  the  ECG  of  a healthy  young  male  ofter  Inges 
diethylpropion  hydrochloride;  this  wos  on  isoloted  experience,  which  hos  no 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  a . j 
urticorio,  ecchymosis,  and  erythema.  Gasiroinleslinol  effects  such  as  dici 
constipotion,  nauseo,  vomiting,  and  abdomlnol  discomfort  have  been  retf 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone 
depression,  agranulocytosis,  ond  leukopenia.  A voriety  of  miscellaneous  c!.' 
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The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
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providing  proper  dosage  regardless  of 
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complete  directions  for  use,  precautions 
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low  back  pain 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, '-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions3-5...but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^BLo 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precaution 
E.xercise  caution  in  patients  with  known  allergies  or  history  • 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  su; 
gestive  of  liver  dysfunction  are  observed,  the  drug  should  1 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzinei 
lightheadedness,  malaise,  overstimulation  or  gastrointestin 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rash( 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylac 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pc 
sibly  have  been  associated  with  gastrointestinal  bleeding.  Wh 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prc 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxic: 
in  approximately  eighteen  patients,  it  was  not  possible  to  stf 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Ad 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tabic 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A,  J.:  Fed.  Proc.  i.4:316,  1 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Th 
peutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestlei 

C.,  and  Gyurik,  J.:  Industr.  Med.  S 
21  :372,  1962.  4.  F'orster,  S-,  et  al.:  A 
J.  Orthop.  2:285,  1960.  5.  Friend,  D 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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EXPECTORANT 


Each  fluidounce  contains:  80  mg.  Benadryl^  ( diphenhydramine' 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 graih^ 
sodium  citrate;  2 grains  chloroform;  ll  10  grain  menthol;  and  5%  alcol. 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration  of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  rede 
...soothes  irritated  throat  membranes.  And  its  not-too-swe^t,  pkrSsant\ 
raspberry  flavor  makes  BENYLIN  expectorant  easy  to  take. 
PRECAUTIONS;  Persons  who  have  become  drowsy  on  this  or  other 
aniihistamine-cohtaining  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  expectorant  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions. 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mai  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS^  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

equanil: 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


Contraindications  Edema,  danger 
of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer,  renal, 
hepatic  or  cardiac  damage,  history 
of  drug  allergy,  history  of  blood 
dyscrasia  The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated in  glaucoma 

Warning  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer,  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a blood 
count  Patients  should  not  exceed 
recommended  dosage,  should  be 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gam  (water  retention),  skin  reac- 
tions, black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may  ^ 
minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of 
diuretics.  In  elderly  patients  and 
in  those  with  hypertension  the  dru( 
should  be  discontinued  with  the  ap 
pearance  of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic 
ulcer. The  patient  should  be  in- 
structed to  take  doses  immediately 
before  or  after  meals  or  with  milk  t>  I 
minimize  gastric  upset.  Drug  rash 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  derma 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness... and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka  & 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


:itis,  Stevens-Johnson  syndrome, 
-yell's  syndrome  (toxic  necrotizing 
3pidermolysis),or  a generalized 
allergic  reaction  similar  to  serum 
sickness  may  occur  and  require 
permanent  withdrawal  of  medica- 
:ion.  Agranulocytosis  can  occur 
suddenly  in  spite  of  regular,  repeated 
aormal  white  counts.  Stomatitis 
and,  rarely,  salivary  gland  enlarge- 
ment may  require  cessation  of  treat- 
ment. Such  patients  should  not 
■eceive  subsequent  courses  of  the 
drug.  Vomiting,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid 
'eactions  have  been  reported.  While 
not  definitely  attributable  to  the 
drug,  a causal  relationship  cannot 


be  excluded. Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  m Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily.  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 

For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


If  it  doesn't  work  in  a week,  forget  it. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Respoirsibility  for  statements  rests  with 
the  authors  of  these  covimunications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


For  Junior,  Senior  Students 

Edina,  Minnesota 

Editor,  NORTHWEST  MEDICINE; 

Applications  are  now  being  accepted  for  the 
E.  Allen  Memorial  Scholarships,  open  to  junior 
and  senior  medical  students  attending  medical 
schools  in  the  United  States  or  Canada.  The  scholar- 
ship provides  three  months  of  cardiovascular  study 
at  the  Mayo  Clinic,  Rochester,  as  well  as  a $1,000 
award. 

Deadline  for  applications  is  April  1,  1970.  Appli- 
cants will  be  notified  by  May  1,  1970. 

Brochures  may  be  obtained  by  writing  to  Minne- 
sota Heart  Association,  4701  West  77th  Street, 
Edina,  Minnesota  55435. 

Sincerely, 

CAROL  W.\RNER 

Public  Information  Director 


Medical  Profession  Not  Leading 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

While  looking  through  your  November  issue  of 
Northwest  Medicine  recently,  1 was  disappointed 
to  notice  that  page  997  is  a full-page  ad  for  Tareyton 
cigarettes. 

1 thought  this  was  particularly  ironic  because 
several  days  previous  to  noticing  the  ad,  I had 
heard  that  Doris  Day  and  several  other  entertainers 
had  recently  signed  television  contracts  specifically 
stating  that  they  refused  to  have  cigarette  adver- 
tising as  part  of  their  television  series. 

Such  effort  by  the  public  and  lay  indi\’iduals  is 
impressive.  It  appears,  in  some  way,  that  the 
medical  profession  is  not  only  not  leading,  but  in 
this  respect,  following  our  concerned  public. 

1 am  sure  the  economic  return  to  your  journal 
was  significant,  or  the  ad  would  not  have  been 
placed.  However,  you  surely  can  find  other  adver- 
tisers whose  products  are  not  so  detrimental. 

Sincerely, 

JAMES  C.  TROMBOLD,  M.D. 


Stamp  Suggestion  Sticky  Subject 

Sherwood,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

I enjoyed  Dr.  Meighan’s  letter  in  November’s 
NORTHWEST  MEDICINE  and  would  Urge  some  caution 
in  letting  this  revolutionary  adaptation  of  the  CME 
program  get  further  before  he  is  fully  aware  of  the 
immense  possibilities  and  far  reaching  ramifications. 

My  advice  is  that  he  get  Good  Samaritan’s  attor- 
neys busy  on  getting  his  basic  idea  patented  and 
his  letter  to  the  editor  copyrighted.  After  all,  what 
if  the  people  at  S&H  got  ahold  of  this? 

The  economic  power  Green  Stamps  could  muster 
within  a short  time  would  certainly  be  frightening. 
Why,  they  would  swallow  us  all  up  in  mergers  and 
soon  we  would  have  a medical  education  conglom- 
erate in  Oregon! 

Yes,  I can  see  it  now— the  OMA  printing  press 
pouring  out  endless  streams  of  trading  stamps,  the 
Medical  School  turned  into  swank  suites  for  S&H 
Green  Stamps  executives,  and  his  office  a neighbor- 
hood gift  redemption  center. 

The  practicing  physician’s  fate  would  be  worst 
of  all.  The  poor  devil,  trying  to  get  enough  Stamps 
to  fill  his  book  so  he  can  keep  his  membership  in 
the  OMA,  only  to  have  his  wife  steal  the  completed 
book  to  get  that  new  hooked  scatter  rug  she  saw 
displayed  in  his  old  office. 

Furthermore,  since  he  and  I would  be  working 
for  S&H  and  would  have  to  occasionally  demon- 
strate our  corporate  patriotism,  we  would  have  to 
go  down  state  and  tiy  to  convince  the  Lane  Count)' 
Gold  Bond  Medical  Society  they  were  making  a 
serious  mistake. 

I hope  my  impressions  of  the  woes  we  would 
face  under  his  plan  will  move  him  to  get  his  idea 
copyrighted.  For  his  sake  and  mine,  I hope  he 
does  it  quickly,  because,  let  me  tell  you,  the  S&H 
executive  retirement  program  is  lousy. 

Cordially, 

MERLE  PENNLNGTON,  M.D. 


Tsk  Tsk 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE; 

Yeah—!  What  is  Upjohn  doing  in  the  laborator>- 
business?  Especially  when  other  good  laboratories 
are  available  directed  by  pathologists  with  on  the 
spot  work! 

How  much  does  the  inside  front  cover  advertise- 
ment cost? 

Tsk  Tsk— which  of  the  two  drugs  do  you  consider 
the  more  harmful? 

Sincerely, 

BILL  LEHMAN,  M.D. 
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Von  Willebrand's  Disease 

Hillsboro,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

A thirty-nine  year  old  professional  person,  who 
was  otherwise  well  in  every  respect,  was  admitted 
to  an  osteopathic  hospital  in  late  September,  1969, 
because  of  traumatic  fracture  of  the  jaw.  The  rou- 
tine pre-operative  workup  in  the  laboratory  included 
a clotting  time,  which  was  ten  minutes,  a fingerstick 
bleeding  time,  which  was  six  minutes,  where  one  to 
three  minutes  is  normal,  a prothrombin  time,  which 
was  100  percent,  and  a complete  bolod  count,  in- 
cluding platelet  count,  which  was  normal.  After  the 
slightly  abnormal  bleeding  time  was  reported,  a 
Rumpel-Leede  test  was  done,  which  showed  no 
petechiae  after  five  minutes  and  a partial  thrombo- 
plastin time  was  done,  which  was  reported  to  be 
125  seconds,  where  the  top  of  normal  is  100  seconds. 

History  revealed  that  the  patient  had  had  a nasal 
operation  without  any  significant  bleeding  and  a 
growth  removed  from  the  leg  without  any  significant 
bleeding,  that  he  cut  himself  shaving  occasionally 
and  had  no  significant  bleeding,  but  that  once  in 
his  life,  only  a month  ago,  he  had  had  two  episodes 
of  minor  blood  loss  close  together  where  he  had  at 
first  cut  his  finger  and  had  no  significant  bleeding 
and  two  days  later  had  donated  a pint  of  blood, 
whereupon  the  nurse  at  the  Red  Cross  Center  re- 
marked that  he  seemed  to  have  a long  bleeding 
time.  No  tests  were  done  to  follow  this  point  up. 
When  he  fractured  his  jaw,  he  did  not  have  any 
particularly  large  amount  of  hematoma  formation, 
nor  did  he  lose  any  blood.  His  hematocrit  the  fol- 
lowing day  had  been  measured  as  40  percent.  An 
Ivy  bleeding  time  had  been  done  in  the  morning 
and  was  then  45  minutes  plus.  It  is  of  interest  that 
he  had  normal  clot  reaction.  He  had  no  family  his- 
toiy  of  hemophilia  or  any  clotting  disorder.  He  had 
no  evidence  of  scorbutic  gums  and  it  was  concluded 
that  he  had  Von  Willebrand’s  Disease  with  a Nilsson 
factor  accounting  for  the  prolonged  bleeding  time, 
and  some  defect  of  the  antihemophiliac  globulin 
accounting  for  the  increased  partial  thromboplastin 
time. 

He  was  treated  with  two  units  of  fresh  frozen 
plasma  and  his  jaw  was  operated  on  the  following 
morning  without  any  appreciable  blood  loss.  There 
were  additional  units  of  fresh  frozen  plasma  typed 
for  delivery  as  a precaution. 

This  case  report  is  submitted  to  call  attention  to 
the  possibility  of  Von  Willebrand’s  Disease,  which 
often  occurs  without  evidence  of  family  history  and 
only  a history  of  secondary  bleeding,  which  may  not 
ever  be  elicited.  The  bleeding  time  is  abnormal 
possibly  only  on  re-examination  within  a short  period 
of  time.  The  disease  often  shows  a cyclic  pattern 


and  is  of  greater  severity  in  younger  people.  Both 
sexes  are  affected  equally,  and  it  appears  to  be  trans- 
mitted by  an  autosomal  dominant  mechanism.  Mucus 
membrane  bleeding  after  trauma,  especially  dental 
trauma,  is  common.  Epistaxis  and  circumcision 
bleeding  are  also  noted,  as  well  as  skin  bruising 
and  hematuria,  and,  in  particular,  menorrhagia  in 
women.  Only  when  individuals  are  severely  affected, 
is  there  likely  to  be  purpura,  hemarthroses  or  severe 
gastrointestinal  or  intracranial  bleeding.  The  defect 
is  thought  to  be  a trinity  of  decreased  platelet  ad- 
hesiveness due  to  a decrease  in  the  ADP/ATP  ratio, 
a labile  plasma  factor,  which  is  not  a protein,  but 
is  known  as  a Nilsson  Factor,  which  seems  to  act 
as  a regulator  substance,  and  a variable  decrease 
in  the  antihemophiliac  globulin  titer.  The  appro- 
priate therapy  is  fresh  frozen  plasma  in  the  com- 
munity hospital.  Lyophylized  plasma  is  not  as  effec- 
tive. Cryoprecipitate  is  appropriate  for  very  severely 
affected  individuals  who  are  in  the  range  of  anti- 
hemophiliac globulin  (AHG)  deficiency  simulating 
hemophilia.  Aged  normal  serum  may  be  used  when 
fresh  frozen  plasma  is  unavailable. 

It  is  considered  that  if  this  diagnosis  had  been 
missed,  the  patient  may  well  have  suffered  severe 
hemorrhage  at  the  time  of  surgery.  In  many  similar 
situations,  the  bleeding  time  is  not  done,  and  in  this 
case,  if  the  bleeding  time  had  been  normal,  the 
defect  would  not  have  been  uncovered,  although  the 
secondary  bleeding  time  would  still  have  been  pro- 
longed and  the  surgical  procedure  would  have  con- 
stituted itself  a secondary  bleeding  time.  It  is 
suggested  that,  preoperatively,  routine  questioning 
about  two  bleeding  episodes  within  24  hours  might 
elicit  a significant  history,  which  will  lead  to  an 
index  of  suspicion,  which  may  be  followed  by  a 
diagnosis  in  advance  and  prevention  of  hemorrhagic 
complications. 

Very  truly  yours, 

ROGER  G.  SMITH,  M.D. 


Student  Loan  Support 

New  York,  N.Y. 

Editor,  NORTHWEST  MEDICINE; 

Chas.  Pfizer  & Co.,  Inc.  presented  its  eighth  an- 
nual grant  to  the  student  loan  guarantee  program 
of  the  American  Medical  Association’s  Education 
and  Research  Foundation,  December  2 at  Denver, 
during  the  AMA  Clinical  Session.  The  new  $30,000 
grant  brings  the  total  sum  contributed  by  Pfizer 
since  1962  to  $510,000. 

The  grant  was  presented  to  Robert  C.  Long, 
M.D.,  President  of  the  Education  and  Research 

continued  on  page  16 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  hone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  . ...  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  P.  POYTHRESS  & COMPANY.  INC..  RICHMOND.  VIRGINIA  23217 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPF) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs" 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

EOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  useduring  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


continued  from  page  13 

Foundation,  by  Stephen  B.  Edelson,  M.D.,  Associate 
Medical  Director,  Pfizer  Laboratories  Division. 
Dr.  Edelson  commended  the  AMA-ERF  program’s 
progress  since  its  inception,  citing  the  loan  guaran- 
tee program  as  “an  outsatnding  example  of  individual 
enterprise”  designed  to  help  students  in  the  ever- 
increasing  costs  involved  in  becoming  practicing 
physicians. 

The  latest  $30,000  grant  will  release  $375,000 
credit  for  loans  to  medical  students,  interns  and 
residents.  Each  $100  in  the  fund  backs-up  a $1,250 
loan  which  is  repaid  after  the  student  completes 
his  training  and  is  in  practice.  An  average  of  600 
loans  are  made  each  month  to  recipients  in  over 
650  medical  schools  and  hospitals  throughout  the 
country. 

Sincerely, 
C.  JAN  WESTMOREL.AXD 

Self-Employed  Physicians  Now  Insured 
For  Disability  Under  Social  Security 

Olympia,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Many  self-employed  physicians  reached  an  im- 
portant social  security  landmark  this  October.  With 


their  earnings  covered  sinee  1965,  they  have  now 
contributed  to  social  security  long  enough  to  be 
insured  for  disability. 

Social  security  disability  benefits  can  be  paid  to 
an  insured  person  under  65  who  has  a physical  or 
mental  impairment  so  severe  as  to  keep  him  from 
doing  any  substantial  work  for  a year  or  longer. 
Payments  begin  after  a waiting  period  of  6 full 
calendar  months. 

Benefits  can  be  as  much  as  $218  a month  for  a 
disabled  person  alone  and  up  to  $434.40  a month 
for  a family.  Self-employed  physicians  disabled  in 
the  immediate  future,  however,  would  probably 
not  yet  be  eligible  for  these  maximums  since  their 
earnings  have  been  covered  by  social  security  for 
a relatively  short  time.  Benefits  are  figured  from 
a person’s  average  covered  earnings  over  a period 
of  years. 

“This  disability  protection  can  be  a valuable  sup- 
plement to  the  physician’s  private  insurance,”  said 
Bernard  Popick,  director  of  social  security’s  dis- 
ability program.  “It  is  part  of  the  total  social 
security  package  of  protection— disability,  retire- 
ment, survivors  and  health  insurance— toward  which 
the  physician  has  been  contributing.” 

Yours  sincerely, 

E.  E.  GIFFIN,  M.D. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 

call  me“AchrO*V” 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  urticaria, 

angioneurotic  edema,  anaphylaxis. 
Intracranial— h\x\gmg  fontanels  in  young 
infants.  Tcer/z— yellow-brown  staining; 
enamel  hypoplasia.  B/oot/— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/vcr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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symptoms  or  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  orten  a clear  indication  Tor 

Mellaril" 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment:  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/c/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  parotid  swelling. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  384 


A single 


u^ChrOCldm  TaWets  and  Syrup 
Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 

ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

yVarning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/c/'//— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  /C/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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EDITORIAL 


The  Pendulum  of  Power 


Over  the  years,  significant 
shifts  have  occurred  in  the 
doctor’s  power.  Technical  and 
scientific  advance  have  obvi- 
ously contributed  to  his  potency; 
conversely,  general  education 
and  improv'ed  communication— 
by  dispelling  certain  “medical 
myths”— can  be  said  to  detract 
from  his  power.  Despite  these 
shifts,  some  semblance  of  bal- 
ance persists. 

So,  too,  significant  shifts  have 
occurred  in  balance  of  power 
between  the  individual  and  his 
socieh'.  ^^’hile  some  would  argue 
that  civil-rights  movements  have 
run  amuek,  others  perceive  bu- 
reaucratic organizations  tight- 
ening their  stranglehold  on  in- 
dividuality. None  would  deny 
that  change  is  needed  in  our 
strivings  for  a more  ideal  bal- 
ance and  that  change  is  cotinu- 
ing  to  occur.  As  physicians,  are 
we  playing  an  appropriate  role 
in  this  evolution? 

Elsewhere  in  this  issue,  two 
papers,  address  themselves  to 
one  aspect  of  the  balance  of 
power  between  the  individual 
and  his  socieU— the  decision- 
making process  when  one  or  the 
other  is  ill.  In  this  instance,  the 
illness  under  consideration  is 
primarily  mental— but  the  argu- 
ments are  equally  applicable  in 
the  realm  of  the  physical. 

Briefly  put,  the  present  ap- 
proach towards  involuntaiA'  hos- 
pitalization is  seen  by  the  auth- 
ors as  wanting.  The  dilemma: 
how  to  improve  the  process 
w'hile  protecting  the  preroga- 


tives of  both  the  individual  and 
socieh'  ( the  state ) . A plea  is 
made  for  medical  certification— 
with  a calied-for  shift  in  power 
currently  residing  in  the  courts 
to  the  physicians  review  panel. 
Several  years  back,  the  non- 
ad\'ersar\',  juvenile  court  ap- 
proach was  instituted  to  cope 
with  somewhat  comparable 
problems.  Today,  second 
thoughts  abound  as  the  juvenile 
offender  is  purported  to  be  de- 
prived of  his  constitutional  right 
by  lack  of  legal  councel.  His 
individual  rights  are  said  to 
suffer.  In  like  fashion,  the  pros 
and  cons  of  individual  and  group 
rights  are  argued  effectively  in 
these  papers.  Clearly  a choice 
is  called  for— and  it  ought  be 
an  acth’e  \oice  that  is  heard 
from  the  profession. 

Recognition  of  the  need  for 
reform  is  not  new.  The  evils  of 
judicial  procedure  were  well 
recognized  more  than  fifty  years 
ago  by  Thomas  \Y.  Salmon,  a 
largely  forgotten  psychiatrist® 
who  \\Tote: 

We  have  had  brought  to  our 
notice  the  hardships  which  our 


commitment  laws  impose  upon 
men  and  women  who  have  done  no 
wrong  but  have  developed  diseases 
of  the  brain,  ^^'e  have  been  shown 
their  appalling  condition  in  count>' 
jails  where,  during  the  early  period 
of  their  illness  when  the  chances 
for  recovery'  with  proper  treatment 
are  greatest,  they  are  locked  up  in 
cells  with  criminals  and  denied 
skilled  care,  nursing  and  even 
physical  protection.^ 

Salmon  had  more  than  this 
to  say  about  the  deplorable 
treatment  of  mental  patients  in 
his  day,  and  many  of  the  things 
he  deplored  have  been  correct- 
ed, once  the  patient  arrives  in 
the  hospital  and  is  placed  under 
medical  care.  But  it  is  obv'ious 
that,  in  some  states,  commit- 
ment procedures  have  not 
changed  an  iota  since  he  u'rote 
about  them  in  1917. 

WTiere  do  you  stand— and  will 
you  do  so  to  be  counted?  Tak- 
ing a stand  in  behalf  of  the  im- 
plied consent  law,  has  already 
paid  off  for  the  citizenry  of  the 
State  of  ^^’ashington.  Possibly, 
the  rewards  would  not  be  as 
dramatic  in  this  instance— but 
nonetheless  a stand  ought  be 
taken. 

W.O.R. 


REFERENCES 

1 Salmon,  T.  W.,  The  insane  in  a county  poor  farm. 
Mental  Hygiene  1:25-33  (January)  1917,  quoted  by  Bond, 
E.  D.  Thomas  W.  Salmon  Psychiatrist,  New  York,  W.  W. 
Norton  and  Company,  Inc.,  1950,  pp  67,  68. 

‘Salmon,  then  a major  in  the  Army  Medical  Corps,  was 
Director  of  Psychiatry  for  the  American  Expeditionary 
Force  in  World  War  I.  He  moved  psychiatry  close  to  the 
trenches  and  returned  many  soldiers  to  duty  after  prompt 
treatment  in  the  forward  area.  His  report  to  the  Surgeon 
General  was  forgotten  and  the  methods  he  originated  had 
to  be  developed  again  during  World  War  II.  (Bond,  E.  D., 
Thomas  W.  Salmon  Psychiatrist,  New  York,  W.  W.  Norton 
and  Company.  Inc.,  1950,  p 116.) 
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Opinions 


Results  of  the  November  opinion  poll  were  as 
follows: 

Percent 
of  vote 


Smith.  MEDEX  38 

Egan.  Corrosive  Esophagitis  32 

Kissel.  Implanted  Pacemakers  10 

Howell.  Hyperbaric  Oxygen  in 

Gas  Gangrene  9 

Roser.  Initial  Spica  Cast  for  Femoral 

Shaft  Fractures  in  Children  8 

Hall.  Embryology  and  Abnormal 

Anatomy  of  the  Maxillary  Sinus  .3 

Opinions  on  marijuana  and  alcohol  were: 

Laws  on  marijuana  should  be  liberalized  .56 
Should  not  be  liberalized  44 

Most  damaging,  alcohol  5.5 

marijuana  34 

don’t  know  1 1 


-Many  commented  on  lack  of  information  about 
effects  of  marijuana: 

“We  really  don’t  know  enough  about  the  long 
term  effects  or  the  social  effects  of  marijuana  to 
make  a comparison.” 

“(Alcohol  is  worse)  according  to  available  knowl- 
edge. Still  need  investigation.” 

“More  basic  research  is  needed.  Medical  profes- 
sion must  accept  challenge  and  give  leadership.” 
“Insufficient  research  to  date  on  marijuana.” 
“Medical  school  should  research.” 

“More  scientific  information  needed  on  mari- 
juana.” 

“Unknown.  No  valid  comparisons.” 

“I  can’t  compare.” 

“I  believe  a comparison  confuses  the  objectives.” 
“Need  controlled  studies  for  long-range  effects.” 
“Much  more  factual  information  needed  on  mari- 
juana for  intelligent  comparison.” 

“This  is  a dumb  question— how  am  I to  know?” 
Two  cards  were  signed  by  senior  medical  students. 
One  said,  “People  who  oppose  marijuana  strongly 
must  not  know  very  much  about  it.”  The  other 
marked  alcohol  as  the  more  dangerous  with  the 
single  word  “Known”  and  marijuana  as  “No  studies.” 
A variety  of  other  comments  were  received: 


“Alcohol  causes  more  deaths.” 

“Every  marijuana  using  nation  in  its  culture  has 
been  subject  to  alcohol  using  cultures.” 

“Another  destructive  drug  is  not  needed  even 
though  it  is  less  toxic  than  alcohol.” 

“Alcohol  has  built-in  penalty  and  it  is  obviously 
toxic.  It  cannot  be  easily  used  continuously.” 

“If  marijuana  can  affect  drivers  as  can  alcohol, 
then  one  should  not  be  allowed  to  drive  under  its 
inuence.  How  will  the  state  and  how  will  an  in- 
jured citizen  be  able  to  prove  another  individual 
was,  in  fact,  using  the  drug  at  the  time  of  the 
accident?  We  have  enough  problems  now  without 
making  more  of  them  legal.” 

“This  cannot  be  answered  with  a simple  yes  or 
no  answer.  This  is  gross  oversimplification  and  not 
worthy  of  the  standards  of  this  journal.” 

“Would  you  rather  be  eaten  by  a lion  or  a tiger?” 
“Changing  laws  will  not  help.  Has  education, 
home,  and  church  nothing  more  exciting  to  offer? 
Is  the  dream  world  of  drugs  better?” 

“This  is  strictly  a social  question  and  cannot  be 
scientifically  decided.” 

“I  believe  both  are  damaging.  Having  one  legal- 
ized does  not  justify  having  the  other  legalized.” 
“Why  add  another  evil  to  our  society.  I think 
they  are  both  curses.” 

“Sequelae  of  marijuana  use  are  more  damaging 
than  the  drug  per  se.” 

“In  considering  drugs,  both  the  drug  and  the 
user  must  be  thought  of.” 

“These  poisons  are  equally  serious.” 

“Why  add  one  additional  problem  to  society  by 
the  indiscriminate  or  uncontrolled  use  of  marijuana 
as  advocated  by  some?” 

“(Alcohol  worse)  in  numbers  affected.  Similar 
reasons  for  use.” 

“Irrelevant  issue  as  is  ‘Which  is  worse,  war  or 
murder?’  They  are  both  intoxicants.” 

“Marijuana  is  worse— used  by  children,  sold  in 
schools  by  racketeers.” 

Two  physicians  were  better  grammarians  than 
the  editor.  They  caught  the  error  in  use  of  most 
damaging.  The  statement  should  have  been,  “The 
more  damaging  is:  marijuana  - alcohol.” 

H.L.H. 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


1 -V  • ' 


V When  mixed  as 
W directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


900761 
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Medical  Certification  and  the  Hospitalization 

of  the  Mentally  III 

T.  L.  DORPAT,  M.D.,  Seattle,  Washington/R.  J.  SHEARER,  M.D.,  Olympia,  Washington 


Most  states  have  three  methods  of  psychiatric  hospitalization: 
judicial  commitment,  voluntary  admission,  and  medical  certification. 
Washington  State  does  not  have  the  latter.  Nonvoluntary  hospitali- 
zation by  medical  certification  is  a procedure  whereby  one  or  two 
physicians,  after  examining  the  patient,  may  certify  him  to  be 
mentally  ill  and  in  need  of  immediate  hospitalization.  The  patient 
is  then  hospitalized.  In  most  states  medical  certification  is  used 
for  emergency  and  temporary  hospitalization.  Patients  hospitalized 
by  medical  certification  should  retain  the  right  to  a judicial  hearing 
or  to  hospitalization  on  a voluntary  basis.  Medical  certification 
ivould  reduce  the  need  for  incarceration  of  the  mentally  ill  in  jails 
where  many  are  held  before  judicial  commitment  hearings.  Medi- 
cal certification  makes  for  more  prompt  diagnosis  and  treatment, 
and  removes  the  emotional  stresses  of  the  judicial  procedures  with 
their  punitive  and  criminal  coloring. 


Our  purpose  is  to  inform 
physicians  about  non- 
voluntary hospitalization  of  the 
mentally  ill  by  medical  certifi- 
cation. 

Non  voluntary  hospitalization 
by  medical  certification  is  a 
method  whereby  one  or  two 
physicians,  after  examining  the 
patient,  may  certify  him  to  be 
mentally  ill  and  in  need  of  im- 
mediate hospitalization.  The  pa- 
tient then  can  be  transported 
directly  to  a psychiatric  facility 
and  be  treated.  In  most  states, 
hospitalization  by  medical  certi- 
fication is  permitted  only  for 
emergency  admissions  and  for 
a limited  time  of  several  days 
or  weeks.  Forty-one  states  have 
some  type  of  medical  certifica- 
tion.^ 

Washington  does  not  have  a 
medical  certification  procedure. 
Patients  may  be  admitted  to 
psychiatric  hospitals  on  a volun- 
tary basis  or  by  judicial  com- 
mitment. In  the  latter  instance, 
a county  judge,  after  conducting 
a mental  illness  hearing,  issues 


a court  order  for  commitment  to 
a private  or  public  psychiatric 
hospital. 

Improvements  in  both  the  hu- 
manitarian and  scientific  aspects 
of  patient  care  have  brought  an 
increased  acceptance  and  use  of 
voluntary  hospitalization.  Un- 
fortunately there  will  always  be 
patients  who  cannot,  or  will  not, 
avail  themselves  of  voluntary 
treatment.  Some  psychiatric  pa- 
tients are  so  out  of  touch  with 
reality  that  they  lack  sufficient 
insight  or  mental  capacity  to 
make  responsible  applications  for 
hospitalization.  Nonvoluntary 
hospitalization  is  also  needed 
for  the  protection  of  those  who 
are  dangerous  to  themselves  or 
others,  e.g.  the  suicidal  or  homo- 
cidal. 

The  commonly  used  term, 
involuntary  hospitalization  is  a 
misnomer  because  in  most  in- 
stances the  patients  do  not 
refuse  or  resist  hospitalization. 
A more  accurate  term  is  non- 
voluntary hospitalization.  Only 
in  a minority  of  patients,  (main- 


ly those  with  prominent  para- 
noid features  who  actively  resist 
and  oppose  hospitalization),  is  the 
term  involuntary  hospitalization 
appropriate  in  the  sense  that  the 
hospitalization  is  brought  about 
against  their  will.  In  14  states 
medical  certification  can  be  used 
only  for  nonprotested  admis- 
sions, i.e.,  where  the  patient  does 
not  refuse  hospitalization. - 

Slovenko,  a professor  of  law, 
and  Super,  a professor  of  psy- 
chiatry, wrote. 

In  Louisiana,  approximately  two- 
thirds  of  the  individuals  who  are 
committed  are  either  out  of  con- 
tact with  reality  or  iii  total  agree- 
ment with  the  physician’s  recom- 
mendation of  commitment  at  the 
time  of  the  hearing.  The  remaining 
one-third  protest  commitment.  It 
would  appear  that  the  latter  are  en- 
titled, if  they  wish,  to  have  a judge 
make  the  decision.  For  others, 
there  is  no  need  for  judicial  com- 
mitment, which  is  stigmatizing  and 
time  consuming.® 

Hospitalization  by  medical 
certification  reduces  the  delay 
between  diagnosis  and  treat- 
ment, and  avoids  the  emotional 
stresses  to  the  patient  involved 
in  the  judicial  commitment  pro- 
cedures. In  most  counties  of 
Washington,  patients  are  held  in 
county  jails  before  they  are  ad- 
judicated as  mentally  ill  and 
transported  to  state  hospitals.  In 
a few  populous  counties  they  are 
held  in  hospital  detention  units, 
e.g.  the  fifth  floor  at  Harborview 
Hospital  in  Seattle.  Several  days 
or  even  a week  or  more  may 
elapse  between  the  time  they 
are  placed  in  jail  and  finally 
admitted  to  the  state  hospital. 
Usually  patients  are  not  treated 
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during  the  period  of  detention. 
Any  delay  or  additional  stress  in 
such  emergent  crises  adds  to  the 
probabilih'  of  further  regression 
and  to  the  possibility  of  pro- 
longed or  incurable  illness. 

Psychiatrists  justifiably  protest 
the  incarceration  of  mentally  ill 
persons  who  have  committed  no 
crime.  Just  as  strong  are  the 
complaints  of  lav^  oflBcers  who 
must  care  for  the  mentally  ill 
without  proper  facilities  or 
trained  personnel.  In  most 
W’ashington  jails,  the  mentally 
ill  are  placed  in  ordinary^  cells.* 
Jails  lack  facilities  for  preventing 
suicide.  Few  are  equipped  with 
padded  cells.  Usually,  the  cells 
are  poorly  lighted  and  lacking 
in  adequate  plumbing.  Drinking 
water  is  supplied  infrequently. 

Xot  only  does  incarceration  of 
the  mentally  ill  person  delay 
treatment,  but  it  has  undoubted 
deleterious  eflFects  on  his  mental 
health.  A vast  and  growing 
amount  of  research  on  social  and 
perceptual  isolation  attests  to 
the  damaging  eflFects  of  isolating 
the  mentally  ill  in  jail  cells. 

.\t  least  700  persons  were  held 
in  \\"ashington  jails  on  mental 
illness  complaints  in  1965.*  This 
is  a minimal  figure  since  many 
jails  did  not  keep  separate  sta- 
tistics on  the  mental  patients 
held  in  custody.  In  many  in- 
stances, the  jail  is  located  miles 
away  from  the  patient’s  home, 
his  communiU'  and  his  physi- 
cian. The  practice  of  incar- 
cerating the  mentally  ill  in  jails 
is  an  archaic  one,  long  ago  abol- 
ished in  other  states. 

Historically,  procedures  estab- 
li.shed  for  criminal  trials  were 
followed  when  laws  were 
formed  for  commitment  of  the 
mentally  ill.  This  attaches  to 
commitment  the  stigma  of  crimi- 
nality and  punishment.  These 
commitment  procedures  are  de- 


fended as  the  only  way  to  pre- 
serve civil  rights  and  to  prevent 
railroading  of  patients  into  psy- 
chiatric hospitals. 

W’riting  in  the  Yale  Law  Jour- 
nal, the  jurist  Flaschner  said: 

Assuming  that  the  basic  con- 
sideration in  this  process  is  to  serve 
the  medical  welfare  of  the  sick 
person,  commitment  would  seem 
to  be  most  properly  handled  pri- 
marily by  authorized  medical  per- 
sonnel. . . . the  allegedly  mentally 
ill  person  may  be  arrested  by  a 
sheriflF  with  a warrant,  charged 
with  insanity  before  a judge,  de- 
tained in  a jail  pending  the  hear- 
ing, tried  in  open  court  before  a 
jur>',  remanded  to  jail  pending  a 
vacancy  in  a mental  hospital,  and 
finally  transported  to  the  hospital 
by  a sheriflF.  While  this  procedure 
in  each  detail  may  not  be  followed 
by  any  jurisdiction,  it  represents  a 
pattern  of  existing  practices  which 
are  especially  objectionable.  . . . 

His  illness  may  be  aggravated 
by  delay  in  getting  into  a hospital 
environment,  by  inadequate  treat- 
ment in  jail,  or  even  at  home  while 
hospitalization  is  still  pending,  and 
by  any  suggestion  in  the  procedure 
that  he  is  an  accused.  He  and  his 
family  also  suffer  from  various 
stigmas  attached  to  insanity,  which 
may  be  intensified  by  a judge’s  in- 
sanity decree.  . . . Formal  court 
proceedings  to  investigate  a per- 
son’s mental  condition  are,  further- 
more, believed  to  enhance  public 
reluctance  to  seek  psychiatric  ad- 
vice at  the  early  stages  of  mental 
illness,  when  possibilities  of  cure 
are  greatest.® 

Robitscher,  an  eminent  foren- 
sic psychiatrist  and  lawyer,  has 
this  to  say  about  judicial  com- 
mitment: 

Judicial  hospitalization  proce- 
dures are  still  provided  for  by 
statute  in  thirty-seven  jurisdictions, 
but  judicial  hospitalization,  in  spite 
of  all  safeguards,  has  been  falling 
into  increasing  disrepute  for  a va- 
riety of  reasons.  The  public  nature 
of  judicial  hospitalization  stigma- 
tizes the  patient,  the  details  of  his 
illness  become  a matter  of  record, 
and  newspaper  publicity  often  re- 
sults. The  trial  aspect  of  the  pro- 
ceeding involves  delay  and  ex- 
pense. . . .* 

Reform  in  commitment  laws 
comes  slowly.  Opposition  to 
medical  certification  has  come 


mainly  from  some  judges  and 
lawyers  who  are  unacquainted 
w’ith  the  medical  needs  of  the 
mentally  ill  and  unaware  of  the 
emotional  stresses  to  patients 
who  must  go  through  the  judi- 
cial commitment  process.  How- 
ever, progressive  commitment 
law  changes  including  provi- 
sions for  medical  certification 
have  been  made  in  most  states.’ 

All  textbooks  and  reference 
works  on  forensic  psychiatry  we 
have  been  able  to  find,  recom- 
mended medical  certification.’-" 

National  and  local  medical, 
psychiatric,  legal  and  govern- 
mental groups  that  have  m"ged 
the  passage  of  laws  establishing 
medical  certification  include  the 
following:  The  Group  for  the 
Advancement  of  Psychiatry,’"  ” 
The  Council  of  State  Govern- 
ments,” The  (Seattle)  Commit- 
tee of  Psychiatrists  for  Com- 
muniW  Action  and  The  Ameri- 
can Bar  Foundation.”  The  so- 
called  Model  Act  or  Draft  Act 
Governing  Hospitalization  of 
the  Mentally  111,  prepared  by 
the  U.S.  Public  Health  Service 
includes  medical  certification 
procedures.”  .\fter  their  inspec- 
tion of  M^ashington  State  hos- 
pitals in  1955,  the  oflBcial  inspec- 
tion committee  of  the  American 
Psychiatric  Association  recom- 
mended establishment  of  medi- 
cal certification.”  We  know  of 
no  organized  legal,  medical,  or 
psychiatric  group  that  has  op- 
posed passage  of  medical  certi- 
fication laws. 

A committee  of  the  North 
Pacific  District  Branch  of  the 
.\merican  Psychiatric  Associa- 
tion has  recently  recommended 
adoption  of  medical  certification 
in  the  State  of  M’ashington. 
After  intensive  study  of  Wash- 
ington’s commitment  procedures 
the  committee  noted  that  reform 
of  Washington’s  archaic  commit- 
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ment  laws  was  long  overdue. 
Their  report  states  that  . . the 
existing  commitment  law  is  in- 
humane and  demeaning  to  the 
mentally  ill. . . 

In  1967,  Representatives 
Adams,  Farr  and  Lux  intro- 
duced House  Bill  459,  which  in- 
cluded provisions  for  medical 
certification,  into  the  House  of 
Representatives  of  Washington’s 
legislature.  The  bill  was  not 
acted  upon. 

questions  about  medical 
certification 

In  discussing  medical  certifi- 
cation with  others,  we  have 
found  the  following  questions  to 
be  the  most  frequent  and  rele- 
vant. 

1.  W/wt  are  the  advantages  of 
medical  certification? 

A.  Medical  certification  will 
expedite  medical  diagnosis  and 
treatment.  After  being  exam- 
ined by  the  certifying  physi- 
cians, the  patient  can  be  taken 
immediately  to  a psychiatric 
hospital  for  treatment.  By  re- 
ducing the  delay  between  diag- 
nosis and  treatment  and  by 
shortening  the  admission  pro- 
cedure, there  will  be  financial 
savings  for  the  patient,  his  fam- 
ily and  the  government. 

B.  Medical  certification,  by 
providing  for  prompt  hospitali- 
zation, would  greatly  reduce  the 
need  for  incarceration  of  the 
mentally  ill  in  jails. 

C.  Medical  certification  does 
away  with  the  criminal  coloring 
of  existing  commitment  proce- 
dures. The  stigmata  attached  to 
incarceration,  to  appearing  be- 
fore a judge,  and  to  other  legal 
procedures,  are  removed. 

D.  Voluntary  hospitalization 
is  encouraged.  After  being  ad- 
mitted to  the  hospital  under 
medical  certification,  the  patient 
can  elect  to  become  a voluntary 
patient  with  all  the  legal  and 


other  advantages  inherent  in 
that  status.  Under  our  present 
system  of  judicial  commitment, 
patients  remain  in  a committed 
status  (usually  for  one  year) 
after  their  discharge  from  the 
hospital.  This  means  that  they 
are  considered  legally  mentally 
ill  and  as  a result  are  deprived 
of  several  civil  liberties  and  civil 
rights  even  after  they  return  to 
their  homes  from  the  hospital. 
Being  in  a mental  hospital  as  a 
voluntary  patient  has  salutary 
effects  on  his  treatment  through 
enhancing  his  self-esteem  and 
strengthening  rapport  between 
patient  and  physician. 

E.  Addition  of  medical  certi- 
fication to  existing  procedures 
would  permit  a flexible  approach 
to  hospitalization,  adaptable  to 
the  varying  needs  of  patients. 
Patients,  relatives  of  patients,  or 
other  persons  involved  would 
have  a wider  variety  of  hospitali- 
zation procedures  from  which  to 
choose  the  one  best  suited  to 
needs  of  the  patient.  For  some, 
the  option  of  selecting  a phy- 
sician to  perform  the  certifica- 
tion examination,  may  be  pre- 
ferable to  examination  by  a 
court-appointed  physician,  as 
now  practiced  under  the  judicial 
commitment  procedure. 

2.  How  well  do  certification 
laws  work  in  other  states? 

In  states  where  medical  certi- 
fication laws  have  been  passed 
there  has  been  almost  unani- 
mous agreement  on  the  desira- 
bility and  practicability  of  medi- 
cal certification.  Prior  to  passage 
of  such  bills,  the  strongest  oppo- 
sition came  from  judges  and 
lawyers  who  feared  that  medical 
certification  would  unnecessarily 
deprive  patients  of  their  civil  or 
legal  rights,  or  lead  to  railroad- 
ing. Others  have  feared  that 
medical  certification  would 
bring  with  it  an  overwhelming 


increase  in  the  number  of  hos- 
pital admissions.  Branch  wrote 
that  none  of  these  fearful  pre- 
dictions was  fulfilled  in  Utah.’" 
Empirical  evidence,  from  studies 
of  patients  admitted  under  cer- 
tification procedures  in  other 
states,  demonstrates  the  absence 
of  railroading.’  " ’*  A poll  taken 
of  581  lawyers,  judges,  physi- 
cians, and  nurses  in  Utah 
showed  that  86  percent  believed 
that  the  new  commitment  law 
was  superior  to  the  old  law." 

3.  How  often  would  this  pro- 
cedure be  used? 

The  majority  of  nonvoluntary 
hospitalizations  can  be  effected 
through  medical  certification.  In 
Utah  (1952)  after  introduction 
of  medical  certification,  the 
number  of  patients  admitted  by 
judicial  commitment  procedure 
dropped  from  66.5  percent  to 
20.0  percent  of  the  total  mental 
hospital  admissions."  Hospitali- 
zation by  medical  certification 
went  from  zero  to  50.0  percent. 
The  number  of  judicial  hearings 
in  New  York  State  dropped  from 
over  200  per  month  to  about  50 
per  month  after  adoption  of 
medical  certification." 

We  do  not  recommend  abolition 
of  judicial  commitment.  It  could 
still  be  employed  in  these  situ- 
ations: 1.  where  nonvoluntary 
hospitalization  is  required  for 
an  indefinite  duration  (medical 
certification  should  be  used  only 
for  emergency  or  temporary 
commitment)  and,  2.  the  present 
judicial  commitment  will  con- 
tinue to  be  needed  where  the 
patient  does  not  accept  either 
voluntary  hospitalization  or  hos- 
pitalization by  medical  certifi- 
cation. 

4.  Are  medical  certification 
laws  constitutional? 

Weihofen  (Professor  of  law  at 
the  University  of  New  Mexico) 
stated  that  provisions  for  medi- 
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cal  certification  are  constitu- 
tional since  the  right  to  obtain 
a judicial  hearing  on  an  appeal 
is  sufficient  to  satisfy  the  re- 
quirements of  due  process.-®  A 
similar  conclusion  was  made  in 
the  American  Bar  Foundation’s 
Report:  “Temporary  hospitaliza- 
tion need  not  require  judicial 
sanction.  Medical  certification 
b\'  two  physicians  with  pro- 
visions for  judicial  review, 
would  provide  suflBcient  safe- 
guards for  short-term  hospitali- 
zation.”*® 

Several  safeguards  reduce 
abuses  of  medical  certification 
and  limit  its  application.  Pa- 
tients hospitalized  by  medical 
certification  must  be  mentally 
ill,  and  M’ashington’s  law  defines 
mental  illness  as  a condition  in 
which  there  is  danger  to  the  pa- 


tient or  others.  In  most  states 
patients  hospitalized  by  medical 
certification  can  be  detained  for 
a limited  time.  We  support  the 
provision  in  the  Model  Act 
which  says  that  any  patient  ad- 
mitted by  medical  certification 
who  requests  release  must  be  re- 
leased unless  proceedings  are 
instituted  for  judicial  hearing  on 
the  need  for  hospitalization.*' 

summary 

.\lthough  we  have  stressed 
disadvantages  of  judicial  com- 
mitment and  advantages  of 
medical  certification,  we  do  not 
recommend  abolition  of  the  ju- 
dicial procedure.  Medical  certi- 
fication should  be  used  for  emer- 
gency and  temporary  hospitali- 
zation. Patients  admitted  to  hos- 
pitals by  medical  certification 


should  have  the  right  to  a judi- 
cial hearing  or  to  hospitalization 
on  a voluntan,^  status. 

The  experience  of  other 
states  with  medical  certification 
demonstrates  its  advantages. 
Medical  certification  reduces  the 
need  for  incarceration  of  the 
mentally  ill  in  jails  and  deten- 
tion wards.  Medical  certifica- 
tion makes  for  more  prompt  di- 
agnosis and  treatment,  and  in- 
directly encourages  voluntary' 
hospitalization.  Also,  it  removes 
the  emotional  stress  and  stigma 
of  existing  judicial  procedures 
with  their  unavoidable  punitive 
and  criminal  coloring. 

We  urge  study  and  support 
of  legislation  for  medical  certi- 
fication. 

6669-G  N.E.  Windermere  Rd. 

(98115) 
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Involuntary  Psychiatric  Hospitalization 
in  Washington 

Is  There  a Need  for  Change? 

OTTO  H.  SPOERL,  M.D. 

Seattle,  Washington 

Involuntary  commitment  to  a mental  hospital  can  he  accomplished  through 
formal  court  hearing,  as  is  now  done  in  Washington,  or  by  medical  certification, 
as  has  been  proposed.  The  current  procedures  have  many  deficiencies,  as  docu- 
mented in  the  paper;  and  neither  method  in  itself,  can  simultaneously  provide 
treatment  and  protection.  Retention  of  a seriously  ill  patient  in  jail  while 
awaiting  court  action  denies  his  right  to  treatment— medical  certification  may  be 
an  infringement  upon  due  process  of  law.  If  present  statutes  are  to  be  modern- 
ized, the  disadvantages  of  both  sijstems  .should  be  eliminated.  The  present  com- 


mitment lyrocedure  in 
compromise  and  wc 
Washington. 

There  has  been  increasingly 
widespread  dissatisfaction 
and  concern  over  the  statutes 
dealing  with  commitment  of  the 
mentally  ill  in  Washington,  and 
with  the  procedures  that  have 
evolved  in  their  application  in 
various  communities.  This  con- 
cern, however,  has  come  from 
different  quarters,  and  the  push 
for  change  appears  to  be  in  op- 
posite directions.  Most  physi- 
cians and  mental  health  profes- 
sionals with  accumulated  ex- 
perience in  this  area  have  found 
judicial  civil  commitment,  based 
on  the  adversary  process  of  law, 
a cumbersome  procedure,  ill- 
suited  for  dealing  with  people 
in  an  acute  emotional  crisis  and 
often  detrimental  to  the  subse- 
quent adjustment  of  the  patient 
and  his  family.  They  have,  ac- 
cordingly, favored  a move  away 
from  the  judicial  model  towards 
a system  of  medical  certification 
which  minimizes  the  formalities 
involved,  and  prevents  undesir- 
able delay  of  treatment.  All  the 
states  that  have  recently  revised 
their  commitment  laws  have 
moved  generally  in  this  direc- 


’.v  York,  established  by  statute, 
serve  as  a usefid  model  foi 

tion.  A different  kind  of  concern 
has  been  expressed,  however,  by 
members  of  the  legal  profession 
and  groups  involved  in  fighting 
for  the  civil  rights  of  the  indi- 
vidual. They  have  criticized  the 
mental  illness  hearings,  not  for 
excess,  but  for  lack  of  formality 
and  for  failure  to  guarantee  the 
patient  due  process  of  law  in 
fighting  involuntary  hospitali- 
zation. 

Judge  James  W.  Mifflin’s  re- 
cent decision  in  the  Superior 
Court  of  King  County  quashing 
a patient’s  commitment  on  the 
basis  that  he  had  not  been  repre- 
sented by  counsel  at  the  mental 
illness  hearing  probably  best  il- 
lustrates this  concern.^  The  court 
ruled  that  it  is  inconsistent  to 
allow  a person  to  waive  his  con- 
stitutional right  to  be  repre- 
sented by  counsel  when  the  very 
matter  before  the  court  is  that 
person’s  inability  to  make  a de- 
eision.  The  patient’s  suit  to 
quash  the  eommitment  had  been 
supported  by  the  American  Civil 
Liberties  Union.  Others,  such  as 
the  psychiatrist  Thomas  Szasz, 
go  even  further  and  condemn 


provides  a workable 
• new  legislation  in 

any  form  of  involuntary  psychi- 
atric hospitalization  outright.® 

Close  examination  of  the  ar- 
guments raised  by  a vocal  seg- 
ment of  the  legal  profession  is, 
therefore,  extremely  important 
in  considering  com.mitment  law 
reform:  First,  there  appears  to 
be  substantive  merit  to  the  argu- 
ment that  due  process  is  cur- 
rently not  afforded  a majority  of 
persons  committed  under  the 
present  system;  and  second,  fail- 
ure to  get  the  support  of  a ma- 
jority of  the  legal  profession 
would  spell  almost  certain  de- 
feat for  any  new  bill  to  be 
introduced  into  the  Legislature, 
regardless  of  its  other  merits. 
(The  failure  of  a bill,  sponsored 
by  the  Department  of  Institu- 
tions, to  be  enacted  during  the 
1967  session  of  the  Legislature 
can  be  related  at  least  in  part  to 
this  fact.) 

Before  embarking  upon  spe- 
cific proposals  for  commitment 
law  reform,  it  is  essential  to  take 
a close  look  at  what  is  actually 
happening  under  the  present 
system.  No  comprehensive  stud- 
ies of  the  effect  of  commitment 
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Mental  Illness 
Hearing  in  — 
Superior  Courts^ 


'Not  Mentally  111" 

Commitment  to 
State  or  Private 
Hospital 


Jail 

( in  most  other  counties) 


X 

Court  Order  for 
60-day  Observation  and 
Treatment  (seldom  used) 


Hospital  on  72-hour 
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— ► Outpatient  Care 
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Fig.  1 Involuntary  Psychiatric  Hospitalization  in  Washington. 


in  Washington  have  been  pub- 
lished to  date  and  many  of  the 
data  regarding  outcome  of  hos- 
pitalization, subsequent  social 
adjustment,  etc.,  are  simply  not 
available.  But  even  a brief  sur- 
vey of  cases  coming  before  the 
court  reveals  interesting  infor- 
mation: I studied  107  consecu- 
tive patients  having  court  hear- 
ings on  the  Psychiatric  Inpatient 
Service  of  Harborview  Medical 
Center  which  constituted  all  pa- 
tients undergoing  such  hearings 
in  King  County  during  the 
months  of  August  and  Septem- 
ber, 1968.  The  diagram  in  Fig- 
ure 1 illustrates  the  two  different 
paths  to  mental  hospitals  in 
Washington  for  patients  unwill- 
ing to  be  admitted  on  a volun- 
tary basis. 

Table  1 shows  some  of  the 
demographic  characteristics  of 
the  107  patients  who  had  men- 
tal illness  hearings  in  King 
County.  As  expected,  we  find 
that  single,  separated  and  di- 
vorced persons  are  over-repre- 
sented in  the  sample  when  com- 


pared with  statistics  for  the 
general  population.  Particularly 
striking  is  the  disproportionate 
concentration  of  persons  from 
the  lower  social  classes  in  this 
sample:  40  percent  come  from 
the  lowest  class  or  Stratum  5, 
using  Hollingshead  and  Red- 
lich’s  classification,  and  28  per- 
cent from  Stratum  4 (“working’ 
class).  Only  15  percent  were 
represented  by  private  attorney 
or  court-appointed  guardian  ad 
litem.  The  table  shows,  not  sur- 
prisingly, that  most  patients 
from  the  upper  classes  attend 
private  hospitals  whereas  the 
lower-class  patients,  without  a 
single  exception,  go  to  the  state 
hospitals. 

One  of  the  more  interesting 
findings  was  tliat  fully  two- 
thirds  of  the  patients  had  a his- 
tory of  previous  psychiatric  hos- 
pitalizations, many  of  them  on 
multiple  occasions.  This  refiects 
very  clearly  the  process  which 
has  been  called  the  “revolving 
door  phenomenon.”  Commit- 
ment is  usually  not  a disposition 


leading  to  long-term  hospitaliza- 
tion followed  by  lasting  im- 
provement, but  rather,  repre- 
sents only  one  of  a series  of 
repeated  short  episodes  of  hos- 
pitalization. 

An  analysis  of  the  nature  of 
the  complainant’s  allegations  is 
also  remarkable  in  tliat  it  points 
out  the  discrepancy  between  tlie 
law  as  it  appears  in  the  statute 
and  its  actual  appHcation.  The 
statute  declares  a patient  to  be 
mentally  ill  and  committable  if 
he  is 

. . . found  to  be  suffering  from 
psychosis  or  other  disease  im- 
pairing his  mental  health,  and 
the  symptoms  of  such  disease 
are  or  a suicidal,  homicidal,  or 
incendiary  nature,  or  of  such 
nature  which  would  render 
such  person  dangerous  to  his 
own  life  or  the  lives  or  prop- 
erty of  others.  . . .* 

Strictly  speaking,  only  half  of 
the  patients  showed  clearly 
documented  behavior  or  explicit 
threats  of  behavior  in  the  court 
allegation  that  would  make  them 
committable.  The  remaining  half 
showed  “bizarre,  but  non-threat- 
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TABLE  1 

PATIENTS  EVALUATED  BY  MENTAL  ILLNESS  COURT 
August-September,  1968 


General  Disposition  at  Mental  Illness  Hearings 

Population  

of  King  All  Court  State  Private  “Not 

County’'  Patients  Hospitals  Hospitals  Mentally  III” 


% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Total  Patients 

107 

100 

88 

100 

9 

100 

10 

100 

Male 

61 

57 

51 

58 

3 

33 

7 

70 

Female 

46 

43 

37 

42 

6 

67 

3 

30 

Race 

Caucasian 

95 

90 

84 

73 

83 

9 

100 

8 

80 

Negro 

2 

11 

10 

9 

10 

2 

20 

Oriental 

3 

5 

5 

5 

6 

Indian 

1 

1 

1 

1 

Marital  Statits 

Single 

21 

22 

26 

22 

25 

3 

33 

3 

30 

Married 

67 

40 

37 

31 

35 

4 

45 

5 

50 

Separated 

1 

12 

11 

11 

13 

1 

10 

Divorced 

4 

17 

16 

16 

18 

1 

10 

Widowed 

7 

10 

9 

8 

9 

2 

22 

Social  Class 

1— “Upper” 

3 

3 

3 

33 

2— “Upper-Middle” 

5 

5 

2 

2 

2 

22 

1 

10 

3— “Middle” 

26 

24 

20 

23 

4 

45 

2 

20 

4— “Working” 

30 

28 

25 

28 

5 

50 

5— “Lower” 

43 

40 

41 

47 

2 

20 

Pre\tous  Hospitalizations 

(2  unknown) 

72 

67 

62 

70 

5 

56 

5 

50 

Legal  Representation 

16 

15 

11 

13 

3 

33 

2 

20 

Private  Attorney 

6 

6 

3 

4 

3 

33 

Court-appointed  attorney 

10 

9 

8 

9 

2 

20 

Patient’s  Average  Age 

(in  years) 

47.2 

46.9 

43.1 

53.3 

Complaint®  * 

Property  Destruction 

11 

7 

9 

7 

2 

11 

Threat  only 

2 

1 

2 

1 

Violence  to  Others 

18 

11 

13 

10 

2 

20 

3 

17 

Threat  only 

14 

9 

11 

8 

3 

17 

Suicide  Attempt 

5 

3 

4 

3 

1 

5 

Threat  only 

6 

3 

4 

3 

2 

11 

Bizarre,  non-threatening 

behavior 

86 

52 

73 

53 

6 

60 

7 

39 

Inability  to  Care  for  Self 

23 

14 

21 

15 

2 

20 

‘Based  on  1960  Bureau  of  the  Census  data,  Department  of  Commerce. 
“There  were  43  complaints  alleging  2 or  more  behaviors. 


ening  behavior”  or  “inability  to 
care  for  himself.”  (This  latter 
group  consisted  almost  exclu- 
sively of  geriatric  patients  with 
varying  degrees  of  senility.) 

The  most  striking  finding  in 
this  study,  however,  was  that  91 


percent  of  the  patients  were 
committed  to  either  state  or  pri- 
vate hospitals  and  only  9 percent 
were  released  as  “Not  mentally 
ill.”  This  suggests  that  the  actual 
screening  process  occurs,  for  the 
most  part,  not  in  the  courtroom 


at  the  mental  illness  hearing  but 
at  the  point  where  the  mental 
illness  complaint  is  either  ac- 
cepted or  rejected  by  the  court. 

The  finding  is  also  in  line 
with  similar  observations  of  so- 
ciologists studying  the  commit- 
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meat  process  in  other  states: 
Once  a formal  complaint  has 
been  filed  in  court,  commitment 
is  very  likely;  and  the  court 
finds  itself  under  considerable 
pressure  not  to  release  the  per- 
son to  the  comnnmit\^^  This 
pressure  is  refleeted  in  a judicial 
policy  of  some  counties  (such  as 
King  CounU')  to  disallow  pa- 
tients to  apply  for  voluntary 
hospitalization  once  a mental 
illness  complaint  has  been  filed. 
This  policy,  of  course,  is  in  sharp 
contrast  to  prevailing  psychiatric 
opinion  which  encourages  and 
facilitates  voluntary  psychiati’ic 
hospitalization  wherever  possi- 
ble; and  such  a policy  probably 
contributes  substantially  to  the 
large  numbers  of  commitments 
originating  from  these  counties. 
In  contrast  to  the  above  picture, 
we  were  able  to  avoid  the  insti- 
tution of  commitment  proceed- 
ings in  58  out  of  93  successive 
patients  (54  percent)  admitted 
on  a 72-hour  hold  through  the 
emergency  room  of  Harborview 
Medical  Center. 

In  summary',  the  commitment 
laws  in  W'ashington  and  the  pro- 
cedures used  in  their  application 
appear  to  be  out  of  step  with 
changes  that  have  evolved  in 
psychiatric  treatment  methods: 
They  are  stressful  and  often  de- 
humanizing to  patients;  they 
tend  to  hit  the  poor  and  power- 
less disproportionately;  they 
make  no  provision  for  such  alter- 
natives to  hospitalization  as  ad- 
mission to  halfway  houses,  day 
care  centers,  outpatient  facilities 
or  drug  maintenance  programs; 
and,  in  spite  of  their  formality, 
they  do  not  appear  to  guarantee 
due  process  of  law.  Changes  are 
obviously  badly  needed;  but  will 
it  be  possible  to  arrive  at  a com- 
mitment law  and  at  procedures 
acceptable  both  to  those  advo- 
cating medical  certification  and 


those  in  favor  of  strengthening 
the  judicial  safeguards  in  in- 
voluntary hospitalization? 

An  excellent  model  of  such  a 
law  e.xists  now  in  the  revised 
New  York  Mental  Hygiene  Law 
enacted  in  1965'’  and  amended 
by  word  changes  in  1969.  This 
law,  which  had  the  approval  of 
the  New  York  State  Bar  Associa- 
tion, features  all  the  advantages 
associated  with  medical  certifi- 
cation, as  eloquently  stated  by 
Dorpat  in  this  issue:  easy  access 
to  ti'eatment  and  intervention 
with  minimal  stress  and  stigma, 
avoidance  of  unnecessary  loss  of 
ci\'il  rights,  facilitation  of  con- 
version from  involuntary  to 
voluntary  status  at  any  time, 
etc.  At  the  same  time,  the  law 
allows  the  patient  to  invoke  the 
process  of  judicial  review  and 
trial  by  jiuy  without  delay.  He 
has  the  right  to  a court  hearing 
within  five  days  of  admission  to 
the  hospital  if  he  so  requests. 
The  law  changes  an  indefinite 
commitment  to  a short  period 
of  hospitalization  (in  line  with 
currently  prevailing  treatment 
methods)  and  guarantees  pa- 
tients automatic  periodic  judicial 
review  of  continued  need  for 
hospitalization.  Perhaps  the  most 
significant  new  feature,  how- 
ever, is  the  Mental  Health  Infor- 
mation Service,  an  impartial 


organization  especially  created 
to  infonn  patients  about  their 
rights  and  opportunities  imder 
the  law  and  acting  towards  them 
and  their  families  in  a client- 
advocate  or  ombudsman  role. 
Such  an  information  service 
would  seem  to  offer  great  po- 
tential benefit  to  all  parties  in- 
\’olved:  objective,  informed  ad- 
\ ice  to  the  patient  and  his  family 
as  well  as  feedback  on  pro- 
cedures and  facilities  to  courts 
and  hospitals. 

The  New  York  Law  probably 
contains  some  features  that 
would  not  be  appropriate  for 
the  State  of  Washington.  It 
could,  however,  form  an  ex- 
cellent basis  for  discussion  be- 
tween interested  groups  within 
the  legal  and  medical  profes- 
sions since  it  combines  the  best 
features  of  the  medical  as  well 
as  the  judicial  model  of  involim- 
tary  hospitalization.  Physicians 
and  lawyers  obviously  look  at 
the  process  of  involuntary  hos- 
pitalization from  different  points 
of  view',  but  both  view's  are  im- 
portant and  legitimate  and 
should  be  reflected  in  an  amend- 
ed and  revised  law  that  will  be 
humane,  practical,  constitutional 
and  in  the  best  interest  of  the 
citizen. 

.325  Ninth  Avenue  (98104) 
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Drug  Therapy 

II  Treatment  of  Drug  Misuse 


JOHN  S.  HOLCENBERG,  M.D.  and  LAWRENCE  M.  HALPERN,  Ph.D. 

Seattle,  Washington 


We  are  constantly  confront- 
ed with  many  different 
opinions  on  the  types,  causes, 
and  treatment  of  drug  misuse. 
In  this  article  we  shall  try  to 
review  briefly  what  is  known 
about  the  pharmacologic  effects, 
and  treatment,  of  the  various 
categories  of  drugs  currently  be- 
ing misused. 

One  of  the  greatest  errors  in 
making  comments  about  the 
pharmacology  of  a drug  is  over- 
emphasis on  side  effects.  We 
must  always  ask,  ‘What  is  the 
denominator  of  the  fraction? 
What  is  the  total  number  of 
people  taking  the  drug  with  and 
without  side  effects?”  This  is  es- 
pecially true  in  discussing  side 
effects  of  the  abused  drugs. 

In  addition,  we  must  clearly 
separate  casual  use  and  frequent 
use  of  these  drugs.  These  points 
will  be  illustrated  in  the  follow- 
ing discussion  of  the  most  com- 
mon types  of  drug  misuse. 

Solvent  inhalation.  The  inha- 
lation of  various  volatile  organic 
solvents  has  been  a common 
practice  throughout  the  world. 
The  products  include  glues,  fin- 
gernail polish  remover,  lighter 
fluids,  cleaning  fluids,  gasoline, 
lacquer  thinners  and  ether,  with 
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toluene,  acetone,  alcohol  and 
aliphatic  acetates  as  the  most 
common  active  ingredients.  In- 
halation in  a plastic  bag,  or 
through  a cloth,  produces  rapid 
into.xication  with  dizziness,  con- 
fusion, incoordination  and  hallu- 
cinations. Intoxication  may  last 
for  an  hour  or  more  with  patchy 
amnesia  following  the  intoxi- 
cation. 

It  is  not  known  how  many  peo- 
ple inhale  solvents  without  any 
adverse  effects,  but  the  number 
must  be  large.  Pathologic  effects 
vary  with  the  nature  of  the  or- 
ganic solvents  used.  The  great- 
est danger  appears  to  be  suffo- 
cation in  the  plastic  bag.  Re- 
ported toxic  effects  include  loss 
of  consciousness  and  convul- 
sions, transient  abnormalities  of 
renal,  hepatic  and  hematoplastic 
systems  and  pulmonary  edema 
and  hemorrhage.  Tolerance  and 
psychologic  dependence  can 
occur. 

Treatment  of  acute,  severe  in- 
toxication requires  establishment 
of  adequate  ventilation  and  ob- 
servation for  toxic  side  effects. 
Reasons  for  use  of  solvents  must 
be  explored,  and  family  and  psy- 
chiatric counselling  initiated  if 
necessary. 

Stimulant  drugs.  It  has  been 
estimated  that  8 billion  am- 
phetamine tablets  are  used  in 
this  country  in  one  year.  Marked 
tolerance  and  psychologic  de- 
pendence can  occur.  The  prob- 
lem of  misuse  is  staggering  if 
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one  includes  the  large  number 
of  people  “requiring”  their  daily 
diet  pill.  Side  eflFects  of  oral  low 
dosage  include  decreased  appe- 
tite, irritability,  sleeplessness 
and  rebound  depression  as  the 
effects  wear  off.  Mhth  intra- 
venous use,  the  desired  effect  is 
the  sudden  rush.  The  habitual 
user  may  gradually  increase  his 
dose  to  several  hundred  milli- 
grams in  a single  dose,  or  more. 
Ver>'^  little  is  known  about  the 
pharmacologic  effects  of  the  e.x- 
tremely  high  doses  used  intra- 
venously. These  very  high  doses 
are  associated  with  marked 
sleeplessness,  disorganized  be- 
havior, hallucinations  and  para- 
noid ideas,  often  leading  to  vio- 
lent acts. 

Withdrawal  of  the  habitual 
amphetamine  user  presents  a 
veiy^  serious  psychiatric  problem, 
and  requires  very  close  super- 
vision. Depression,  fatigue, 
sleepiness  and  hunger  may  last 
for  more  than  a week.  Patients 
must  be  watched  for  suicide  at- 
tempts. Sedatives,  tranquilizers 
or  mood  elevators  should  be 
avoided,  since  little  is  known 
about  possible  drug  interactions 
with  these  high  doses  of  am- 
phetamines. 

yjeedle  abuse.  Much  has  been 
written  about  the  medical  com- 
plications of  frequent  needle  use 
under  non-sterile,  often  commu- 
nal, techniques.  These  include 
abscesses,  hepatitis  and  pulmo- 
nary infections.  Many  young 
people  are  casual  needle  users, 
injecting  whatever  is  available 
(often  as  a means  of  maintaining 
acceptance  with  the  group).  A 
much  more  serious  problem  is 
the  needle  freak  who  is  habitu- 
ated to  the  act  and  ritual  asso- 
ciated with  intravenous  injec- 
tion. 

Sedatives,  hypnotics  and  minor 
tranquilizers.  These  drugs  also 


present  a vast  misuse  problem. 
.\s  with  the  amphetamine  class, 
much  of  the  misuse  exists 
through  excessive  prescribing. 
Our  patients  have  come  to  ex- 
pect a wonder  drug  for  every 
worry,  and  the  easiest  thing  has 
been  to  give  a barbiturate  or 
“minor”  tranquilizer  like  chlor- 
diazepoxide,  diazepam,  or  me- 
probamate. “The  cential  nerv- 
ous system  depressant  effect  of 
these  drugs  is  additive.  Further- 
more, this  depressant  action  may 
be  potentiated  if  the  patient 
takes  alcohol,  phenothiazines  or 
antihistamines.” 

Sedatives,  hypnotics  and  mi- 
nor tranquilizers  present  a haz- 
ard not  only  because  of  depend- 
ence, but  also  because  of  their 
ability  to  alter  the  metabolism 
of  other  drugs.  Withdrawal  from 
prolonged  usage  of  any  of  the 
sedatives  should  be  gradual.  It 
may  require  hospitalization,  and, 
tapering  with  equivalent  bar- 
biturate dosage  to  prevent  con- 
vulsions. 

Treatment  of  overdosage  with 
these  drugs  should  be  done  con- 
servatively in  an  intensive  care 
unit  supporting  respiration, 
treating  shock  and  using  appro- 
priate antibiotics,  when  neces- 
sary to  treat  pneumonia. 

Hallucinogenic  drugs.  These 
drugs  produce  alteration  of  per- 
ception, sensorx’  illusions  and 
hallucinations,  and  they  fre- 
quently affect  the  autonomic 
nervous  system.  In  no  type  of 
drug  is  it  more  important  to  di- 
vide the  number  of  those  ex- 
periencing side  effects  by  the 
total  number  of  people  taking 
the  drug.  In  a review  of  un- 
favorable reactions  to  LSD, 
Swart  and  Bateman  note  that 
prolonged  psychotic  delusions, 
hallucinations  and  fear  reactions 
occurred  at  a rate  of  0.8  per 
1,000  in  an  experimental  group.’ 


They  reported  spontaneous  re- 
currences of  flashbacks  and  pro- 
longed, nonpsychotic  fear  reac- 
tions, but  did  not  report  rates. 
Suicide,  violent  behavior  and 
toxic  reactions  are  very  rare. 
Tolerance  develops  to  LSD,  but 
rapidly  recedes. 

Our  experience  in  Seattle  re- 
veals a low  rate  of  frighteningly 
bad  trips.  These  experiences  can 
best  be  treated  by  a sympa- 
thetic, calm  person  supplying 
reassurance.  Rarely  is  any  drug 
treatment  needed.  The  street 
hallucinogens  often  contain  atro- 
pine-like drugs  and  phenothia- 
zine  treatment  may  produce 
severe  hypotension  and  shock. 
It  should  be  used  with  caution. 
If  sedation  is  needed,  diazepam 
50  mg,  diphenhydramine  75-100 
mg,  or  barbiturates  mav  be  use- 
ful. 

Much  has  been  written  about 
the  possible  association  of  chro- 
mosomal breaks  with  LSD.  Fur- 
ther studies  have  not  substan- 
tiated these  reports.  Little  is 
known  about  the  effect  of  other 
drugs  on  chromosomes  or  even 
on  the  importance  of  chromo- 
somal breaks. 

Narcotics.  Narcotic  addiction 
is  a serious  problem  that  has, 
until  recently,  been  treated  in  a 
very  ineffectual  way.  The  cure 
rate  of  treatment  by  withdrawal 
in  a Federal  institution  is  ver)' 
small.  Recently,  considerable  in- 
terest has  developed  in  the  use 
of  substitution  therapy  with 
methadone.  This  narcotic  is  in- 
expensive and  produces  little 
euphoria  or  somnolence.  In  a 
study  in  New  York  CiU%  85  per- 
cent of  544  addicts  were  work- 
ing or  in  school  24  months  after 
beginning  therapy.  Of  greater 
importance,  the  number  of  re- 
arrests was  reduced  50  to  75 
percent.  similar  program  has 
begun  in  Portland,-  and  plans  are 
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under  way  to  initiate  one  in 
Seattle. 

One  caution  regarding  substi- 
tution therapy  comes  from  a 
study  by  Green,  et  al,  in  Seattle. 
They  found  that  some  addicts 
had  no  withdrawal  symptoms 
when  the  “narcotic”  was  stopped 
in  the  hospital.  These  patients 
were  apparently  injecting  only 
a non-narcotic  powder  (at  the 
cost  of  several  hundred  dollars 
a day).®  Most  importantly,  many 
of  these  people  continued  to 
inject  the  same  material  after 
discharge  despite  the  fact  they 
knew  it  was  not  a narcotic.  Sub- 
stitution therapy  in  this  group 
would  introduce  these  people  to 
a true  narcotic. 

Treatment  of  over  dosage  is 
similar  to  that  for  sedative-hyp- 
notics with  the  exception  that 
nalorphine  can  be  used  to  antag- 
onize opiate-induced  respiratory 
depression.  Nalorphine  has  rela- 
tively short  duration  of  action 
and  must  be  administered  re- 
peatedly. It  should  be  used  with 
extreme  caution  in  addicts  since 
it  may  precipitate  an  exagger- 
ated withdrawal  syndrome  with 
convulsions. 

Pentazocine  also  exhibits  some 
antagonism  to  narcotics  and  may 


precipitate  withdrawal  .symp- 
toms in  patients  addicted  to 
opiates. 

Marihuana.  We  place  this 
drug  in  a separate  class  due  to 
the  marked  controversy  sur- 
rounding its  use.  It  is  a nar- 
cotic only  by  law,  not  pharma- 
cologic action.  Its  pharmaco- 
logic actions  place  it  in  a class 
of  mild  sedatives  and  hallucino- 
gens. In  a controlled  study  by 
Weil,  et  al,  the  only  physiologic 
effects  of  the  drug  were  a slight 
increase  in  cardiac  output  and 
conjunctival  injection.*  The  drug 
caused  no  deterioration  in  per- 
formance in  sophisticated  psy- 
chologic tests.  Similarly  the  drug 
had  little  effect  on  performance 
with  a driving  simulator  in  a 
study  by  Crancer,  et  al.® 

Infrequently,  marihuana  users 
may  show  stomach  upsets,  para- 
noid agitation  and  hysterical 
rigidity  of  several  hours’  dura- 
tion. These  side  effects  can  be 
treated  by  bed  rest  and  reassur- 
ance. 

Marihuana  has  become  more 
of  a social  and  legal  problem 
than  a medical  one.  It  is  not 
the  first  step  on  the  road  to 
crime  and  drug  addiction.  Never- 
theless, the  long  term  effects  of 


the  drug  are  not  known.  Medi- 
cal judgment  on  the  question  of 
legalizing  marihuana  must  await 
these  studies.  The  current  Wash- 
ington State  law,  which  reduces 
the  penalty  for  possession  of 
marihuana  to  a misdemeanor,  is 
a step  in  the  right  direction. 

Department  of  Medicine, 
University  of  Washington 
(98105) 


Chemical  Nomenclature 


generic 

trade 

chlordiazepoxide 

Librium 

diazepam 

Valium 

diphenhydramine 

Benadryl 

nalorphine 

Nalline 

pentazocine 

Talwin 
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Oregon  Medical  AsSOciation-1\bA  S.W.  park  place,  Portland,  Oregon  97205 


OREGON 


PRESIDENT  Noel  B.  Rawls,  M.D.,  Astoria 

SECY-TREAS.  Lawretice  M.  Lowell,  M.D.  Fortland 
EXECun\'E  SECY.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 


1969-70  Committees  Appointed 


Oregon  Medical  Association  President,  Noel  B.  Rawls,  has  announced  appointments  of  the  following 
1969-70  .\ssociation  Committees: 


Public  Heolfh  Commission 

Committee  on  Youth  and  Schools:  Stanley  A. 

Boyd,  Eugene,  General  Chairman;  John  W.  Vander- 
bilt, La  Grande,  Vice  ChaiiTnan;  Edgar  M.  Rector, 
Portland;  Carl  G.  Ashley,  Portland;  John  W.  Schulte, 
Salem;  John  H.  Springer,  Portland;  Max  Stephenson, 
Springfield;  James  K.  Gray,  Roseburg;  Robert  B. 
Forman,  Portland;  Clinton  S.  McGill,  Portland;  Bea- 
trice Rose,  Portland;  J.  Arthur  May,  Portland;  Floyd 
L.  W'oolcott,  Lake  Oswego;  Howard  Cherry,  Port- 
land; Charles  A.  Fagan,  Portland;  Robert  L.  Larson. 
Eugene;  John  W.  Thompson,  Portland;  and  Gregg  D. 
Wood,  Lake  Oswego. 

Committee  on  Neonatal  Mortality:  S.  Gorham 

Babson,  Portland,  Chairman;  G.  J.  Schunk,  Vice- 
Chairman,  Salem;  Carl  G.  Ashley,  Portland;  Ralph 
C.  Benson,  Portland;  Mr.  Richard  L.  Lessel,  M.P.H., 
Portland;  H.  L.  Boehnke,  Medford;  A.  Kent  Chap- 
pell, Portland;  Morton  G.  Eleff,  Portland;  Richard 
W.  Franklin,  Portland;  E.  Albert  Moody,  Bend; 
Marilyn  A.  Nelson,  Eugene;  Thomas  E.  Olsen,  Port- 
land; C.  W.  Van  Rooy,  Portland;  Robert  E.  Thorn- 
feldt,  Portland;  Ralph  E.  Whiting,  North  Bend; 
and  Miss  Marion  M.  Martin,  Consultant. 

Committee  on  Maternal  Welfare  and  Family 
Planning:  Robert  G.  Furrer,  Chainnan,  Eugene; 

Clifford  Fearl,  \hce-Chairman,  Portland;  Carl  C. 
Ashley,  Portland;  Jessie  Brodie,  Clackamas;  Julia 
Dickinson,  Portland;  R.  R.  Durfee,  Portland;  PL  M. 


deCastro,  Portland;  James  H.  Harris,  Roseburg; 
Horace  McGee,  Salem;  Gordon  McGowan,  Pendle- 
ton; Frank  Moore,  Medford;  John  D.  Sigurdson, 
Ontario;  Gerhard  Tank,  Grants  Pass;  and  John 
Tarnasky. 

Committee  on  Cancer:  Lester  Hagland,  Chair- 
man, McMinnville;  Harvey  Baker,  Portland;  Robert 
Connell,  Pendleton;  Gordon  Doty,  Portland;  Russell 
Gustafson,  Portland;  Irving  Horowitz,  Portland; 
George  Long,  Eugene;  Alan  Markee,  Medford;  and 
.\lfred  Hutchinson,  Portland. 

Committee  on  Tuberculosis  and  Respiratory  Dis- 
ease: J.  Karl  Poppe,  Chairman,  Portland;  Thomas 
Adams,  Bend;  Earl  Lawson,  Medford;  Lawrence  M. 
Lowell,  Portland;  R.  F.  Meincke,  Coos  Bay;  Robert 
Michel,  Portland;  Robert  S.  Miller,  Beaverton;  Wil- 
liam R.  Murlin,  Portland;  Donald  Olson,  Portland; 
Leonard  L.  Silvers,  Newberg;  and  Robert  W.  Pol- 
lock, Baker. 

Commitee  on  Diabetes:  Troy  Rollins,  Chairman, 
Portland;  Jules  Bittner,  Pendleton;  Charles  Chap- 
man, Beaverton;  Charles  Cottel,  Coos  Bay;  Rudolph 
Crommelin,  Portland;  W'illiam  Drips,  Jr.,  Salem; 
Eldon  Erickson,  Corvallis;  James  Garland,  Hills- 
boro; Kenneth  Haevernick,  Lebanon;  John  Gilberts, 
Tillamook;  John  Partridge,  Portland;  Richard  M. 
Stevens,  Eugene;  and  Martin  Vorheis,  Medford. 

Committee  on  Heart  Disease:  Wayne  R.  Rogers, 
Chairman,  Portland;  John  W.  Bussman,  Vice-Chair- 
man, Portland;  Jules  Bittner,  Pendleton;  John  Bran- 
denburg, Medford;  Arthur  Forsgren,  Grants  Pass; 
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Herbert  Griswold,  Portland;  W.  E.  Harris,  Eugene; 
Gordon  Peterson,  Salem;  James  A.  Riley,  Gorvallis; 
Leonard  Rose,  Portland;  Leonard  W.  Ritzmann, 
Portland;  and  Max  Stephenson,  Springfield. 

Committee  on  Venereal  Disease:  Thomas  L.  Mea- 
dor, Chairman,  Portland;  John  Rassett,  Portland; 
F.  Douglas  Day,  Portland;  Otto  Emig,  Medford; 
Ted  Foulke,  Corvallis;  Mark  Kochevar,  Klamath 
Falls;  F.  A.  J.  Kingery,  Portland;  Harold  Lyman, 
Eugene;  Robert  Moore,  Portland;  Charles  Spray, 
Portland;  and  J.  S.  Reinschmidt,  Eugene. 

Committee  on  Conservation  of  Vision:  Peter  Row- 
well,  Chairman,  Salem;  Walter  Enders,  Vice-Chair- 
man, Oregon  City;  Robert  Cowger,  Beaverton;  Ray- 
mond Erickson,  Salem;  Sharon  Horn,  Portland;  M. 
Harvey  Johnson,  Portland;  A.  J.  Kreft,  Portland; 
Richard  Lalli,  Portland;  Richard  Markley,  Portland; 
Arthur  S.  McRathkey,  McMinnville;  and  John  Wil- 
liam Unruh,  Roseburg. 

Committee  on  Conservation  of  Hearing:  Paid  B. 
Myers,  Chairman,  Portland;  O.  C.  Chowning,  Jr., 
Corvallis;  George  Chamberlin,  Portland;  Robert 
Cooper,  Salem;  Lorance  Evers,  Bend;  Robert  Han- 
■sen,  Portland;  William  Swancutt,  Eugene;  and 
Kennett  G.  Sublette,  Medford. 

Committee  on  Mental  Health:  Paul  H.  Blachly, 
ChaiiTnan,  Portland;  E.  I.  Silk,  Vice-Chairman, 
Pendleton;  Charles  C.  Brown,  Eugene;  Daniel  K. 
Billmeyer,  Oregon  City;  Harold  Boverman,  Portland; 
Dean  Brooks,  Salem;  Charles  Sabin  Belknap,  Port- 
land; Ralph  Crawshaw,  Portland;  Robert  Daughert>\ 
Lebanon;  Robert  Caver,  Salem;  T.  H.  Hendricks, 
The  Dalles;  Robert  Mighell,  Portland;  Robert 
Neikes,  Astoria;  G.  Parvaresh,  Portland;  Wayne 
Pidgeon,  Portland;  Frank  Russell,  Astoria;  Miss 
Cheryl  Taubman,  Portland;  and  Frank  G.  White, 
Burns. 

Committee  on  Public  Health:  William  A.  Fisher. 
Chairman,  Portland;  Robert  Moffitt,  Vice-Chairman, 
Springfield;  B.  Brandt  Bartels,  Medford;  Peter  Bat- 
ten, Salem;  John  Donnelly,  Portland;  Marvin  John, 
Umatilla;  Thomas  Meador,  Portland;  Harold  Oste- 
rud,  Portland;  Richard  Oehler,  Eugene;  Edward 
Press,  Portland;  Walter  Reynolds,  Portland;  and 
C.  O.  Schneider,  Portland. 

Committee  on  Rehabilitation:  C.  A.  Macfarlane, 
(Jhairman,  Portland;  Rodney  Beals,  Portland;  C!. 
Cmnrad  Carter,  Portland;  Leland  Cross,  Portland; 
George  W.  Cottrell,  Portland;  Arthur  Jones,  Port- 
land; Calvin  Kiest,  Jr.,  Portland;  W.  J.  McHolick, 
Eugene;  Bradford  Pease,  Bend;  and  William  J. 
Stone,  Salem. 

Committee  on  Industrial  Health:  Forrest  E.  Rieke, 
Chairman,  Portland;  Walter  Achterman,  Salem;  Roy 
Cochran,  Oregon  City;  Roger  Flanagan,  Coos  Bay; 
Roland  Mayer,  Medford;  Allen  Mundal,  Portland; 
W.  J.  Sittner,  Portland;  Ralph  R.  Sullivan,  Portland; 


and  John  Welch,  Portland.  Public  Health  Com- 
missioner is  E.  I.  Silk,  Pendleton. 

Public  Relations  Commission 

Committee  on  Public  Relations:  Bill  B.  Ferguson, 
(.’hairman,  Hillsboro;  Stanley  A.  Boyd,  Vice-Chair- 
man, Eugene;  Carl  Calhoun,  Pendleton;  Joseph 
Emmerich,  Oregon  City;  Roger  Hallin,  Portland; 

J.  Allan  Henderson,  Hood  River;  Donald  F.  Kelly, 
Portland;  George  Satterwhite,  Lake  Oswego;  Lendon 
Smith,  Portland;  Donald  Smith,  Portland;  and  Lee 
Thompson,  Beaverton. 

Committee  on  Oregon  Medical  Histonj:  E.  G. 
Cluiinard,  Chairman,  Portland;  Jessie  Laird  Brodie, 
Clackamas;  J.  P.  Brennan,  Pendleton;  Norman 
David,  Portland;  Thomas  Griffith,  The  Dalles;  Miss 
Bertha  Hallam,  Portland;  Huldrick  Kammer,  Port- 
land; Joseph  Paquet,  Portland;  A.  O.  Pitman,  Sr., 
Hillsboro;  Roy  A.  Payne,  Milwankie;  Herbert  A. 
Spady,  Salem;  Franz  Stenzel,  Portland;  Mr.  Roscoi; 

K.  Miller,  Portland;  and  John  E.  Tysell,  Eugene. 
Committee  on  Medicine  and  Religion:  Glenn  M. 

Gordon,  Chairman,  Eugene;  Wesley  Allen,  La 
Grande;  John  Bishop  (student),  Portland;  Richard 
N.  Bolton,  Portland;  Miles  Custis,  Portland;  Allen 
Ferrin,  Salem;  Karen  Ireland  (student),  Portland; 
\'erner  Lindgren,  Portland;  Abe  Puziss,  Portland; 
Harold  Rockey,  Eugene;  Melvin  Reeves,  Portland; 
Eldon  Snow,  Portland;  W.  A.  Thierfelder,  Forest 
Grove;  William  Kean,  North  Bend;  Dorothy  White, 
Wdieeler;  Paul  Zuelke,  Portland;  and  Paul  Wilson, 
Eugene.  Public  Relations  Commissioner  is  Paul  W. 
Sharp,  Klamath  Falls. 

Judicial  Commission 

Executive  Committee  to  the  Board  of  Trustees: 
Noel  B.  Rawls,  Chairman,  Astoria;  Robert  Chia- 
puzio.  North  Bend;  Robert  L.  Hare,  Portland;  Law- 
rence M.  Lowell,  Portland;  Louis  O.  Machlan,  Jr., 
Portland;  J.  Richard  Raines,  Portland;  Richard  C. 
Robin.son,  Bend;  and  John  T.  Weisel,  Medford. 

Committee  on  Ethics:  Louis  O.  Machlan,  Jr., 
(diairman,  Portland;  Noel  B.  Rawls,  Astoria;  J.  Rich- 
ard Raines,  Portland;  and  Robert  L.  Hare,  Portland. 

Committee  on  National  Policy:  Blair  J.  Hennings- 
gaard.  Chairman,  Astoria;  John  Tysell,  Eugene;  Noel 
B.  Rawls,  Astoria;  Daniel  Billmeyer,  Oregon  City; 
Augustus  M.  Tanaka,  Ontario;  Erne.st  Livingstone, 
Portland;  Clinton  S.  McGill,  Portland;  Max  H.  Par- 
rott, Portland;  and  Robert  L.  Hare,  Portland. 

Committee  on  Revision  of  Articles  of  Incorpo- 
ration and  Bylaics:  Willis  J.  Irvine,  Chairman,  Port- 
land; Ralph  Crawshaw,  Portland;  F.  Douglas  Day, 
Portland;  Glenn  M.  Gordon,  Eugene;  William  I. 
Holcomb,  Eugene;  Louis  O.  Machlan,  Jr.,  Port- 
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land;  Clinton  S.  McGill,  Portland;  and  Weldon  Ross, 
McMinnville. 

Committee  on  Professional  Consultation:  J.  Oppie 
McCall,  Chairman,  Portland;  J.  Gordon  Grout,  Port- 
land; Howard  Geist,  Portland;  George  Long,  Port- 
land; Russell  Jolinsrud,  Portland;  Thomas  Harm, 
Portland;  Robert  Tinker,  Portland;  and  Richard 
Zimmerman,  Portland. 

Committee  on  Public  Policy:  Donald  F.  Kelly, 
Chairman,  Portland;  Roy  A.  Payne,  \'ice-Chairman, 
Milwaukie;  Daniel  K.  Billmeyer,  Oregon  Cih';  James 
A.  Brooks,  Portland;  Jan  Collins,  Portland;  Dorin 
Daniels,  Ontario;  Joseph  Eusterman,  Albany;  Wil- 
liam Fisher,  Portland;  Thomas  H.  Hendricks,  The 
Dalles;  Homer  Harris,  Portland;  C.  H.  Hagmeier, 
Portland;  Robert  Litin,  Eugene;  James  Lium,  Salem; 
Glenn  Miller,  Klamath  P'alls;  Edward  McLean,  Ore- 
gon City;  Robert  Mighell,  Portland;  Clinton  S.  Mc- 
Gill, Portland;  David  Macfarlane,  Salem;  Mark 
Xeary,  Salem;  Samuel  Osgood,  Portland;  Clay  A. 
Racely,  Eugene;  \Wlliam  Ross,  Eugene;  George  Sat- 
terwhite.  Lake  Oswego;  and  R.  G.  Snodgrass,  Port- 
land. 

Committee  on  Patient-Physician  Relations:  Earl 
Lawson,  Chairman,  Medford;  John  U.  Bascom,  Eu- 
gene; Carl  Calhoun,  Pendleton;  Edward  Lebold, 
Salem;  G.  C.  McXeilly,  Silverton;  Robert  Patton, 
Portland;  and  Roger  Stack,  Redmond. 

Committee  on  Professional  Welfare:  James  Stup- 
fel.  Chairman,  Portland;  George  Burns,  Baker;  W. 
M’ells  Baum,  Salem;  Keith  Griffin  (student),  Port- 
land; William  Hemphill,  Eugene;  Richard  Koster- 
litz,  Portland;  Andrew  Lynch,  Medford;  and  Walter 
Reiner,  Portland. 

Committee  on  Quality  of  Patient  Care:  Daniel  K. 
Billmeyer,  Chairman,  Oregon  Cit>';  James  H.  Stew- 
art, \’ice-Chairman,  Portland;  Peter  Batten,  Salem; 
Webster  Browm,  Portland;  Melvin  Breese,  Portland; 
Morris  Crothers,  Salem;  Morton  Goodman,  Portland; 
G.  H.  Hagmeier,  Portland;  Donald  F.  Kelly,  Port- 
land; Louis  F.  Michalek,  Roseburg;  Clinton  S. 
McGill,  Portland;  C.  J.  Rademacher,  Bend;  James  H. 
Seacat,  Salem;  Augustus  Tanaka,  Ontario;  Thomas 
Upton,  Medford;  Gaylord  C.  Weeks,  Oregon  City; 
and  John  E.  Tysell,  Eugene. 

Committee  on  Peer  Review:  George  M.  Robins, 
(Chairman,  Portland;  Robert  Chiapuzio,  Xorth  Bend; 
Herman  Dickel,  Portland;  J.  Gordon  Grout,  Port- 
land; Clarence  Jenike,  Portland;  George  Lage,  Port- 
land; Ernest  Livingstone,  Portland;  David  MacFar- 
lane,  Portland;  Clinton  S.  McGill,  Portland;  Ray- 
mond M.  Reichle,  Portland;  J.  Richard  Raines, 
Portland;  James  H.  Seacat,  Salem;  and  William  O. 
Steele,  Oregon  City.  Judicial  Commissioner  is  C.  H. 
Hagmeier,  Portland. 


Medical  Services  Commission 

Committee  on  Emergency  Medical  Service:  Craig 
B.  Leman,  Chairman,  Corvallis;  Paul  Campbell, 
Vice-Chairman,  Portland;  Jack  Battalia,  Portland; 
Laurel  Case,  Portland;  John  Gilberts,  Tillamook; 
John  Hayes,  Portland;  Charles  Hinds,  Jr.,  Bend; 
J.  C.  Keever,  Eugene;  Norman  Logan,  Portland, 
Marsh  Perkins,  Salem;  Melvin  Reeves,  Portland; 
Philip  Snedecor,  Portland;  Herbert  Spady,  Salem; 
Mike  Mundell  (student),  Portland;  Richard  Alley 
(student),  Portland. 

Committee  on  Rural  Health:  Donald  E.  Boye, 
Chairman,  Albany;  Thomas  Gail,  Vice-Chairman, 
Xewburg;  A.  D.  Blanchat,  Lebanon;  John  Higgins, 
Baker;  Dean  Macy,  Gresham;  Sam  Pobanz,  Ontario; 
Mark  Olson  (student),  Portland;  E.  Wayne  Roberts, 
Central  Point;  Robert  Wymore,  Hood  River. 

Committee  on  Hospitals  and  Related  Institutions: 
John  O.  Branford,  Chairman,  Portland;  D.  L.  Eng- 
land, Mce-Chairman,  Eugene;  G.  Alan  Fisher, 
Gresham;  Robert  M.  Heilman,  Portland;  Stuart 
Lancefield,  Salem  Donald  Kerr,  Seaside;  Charles 
Lindsay,  Xorth  Bend;  Ernest  Livingstone,  Portland; 
George  McGear\%  Bend;  Thomas  Upton,  Medford; 
Gaylord  Weeks,  Oregon  City;  Cameron  Wiley, 
Salem;  and  Louis  O.  Machlan,  Jr.,  Portland. 

Committee  on  Voluntary  Health  Insurance:  C.  H. 
Hagmeier,  Chairman,  Portland;  Thomas  Bolton, 
Medford;  Joseph  Eusterman,  Albany;  Thomas  Dun- 
can (student),  Portland;  James  Hampton,  Portland; 
Alfred  Hutchinson,  Portland;  Roderick  Johnson, 
Portland;  Irvin  Schneider,  Wheeler;  William  Steele, 
Oregon  Cit\‘;  and  W.  J.  McHolick,  Eugene. 

Committee  on  Traffic  Safety:  Richard  R.  Carter, 
Chairman,  Portland;  Rudolph  Crommelin,  Portland; 
Gordon  Edwards,  Portland;  Robert  Fry,  Corvallis; 
Stanley  James,  Eugene;  Xorman  Janzer,  Portland; 
Lewis  Jordan,  Portland;  Henry  Kellogg,  Portland; 
Robert  Kaye,  Lincoln  City;  Howard  Kaliher,  Tilla- 
mook; Joseph  X^adal,  Portland;  Thad  Stanford, 
Salem;  and  Ralph  R.  Sullivan,  Portland. 

Committee  on  Transfusion  and  Transplantations: 
Wfilliam  Scott,  Chairman,  Portland;  Keith  McMilan, 
\'ice-Chairman,  Eugene;  James  Howbert,  Bend; 
John  Lang,  Corvallis;  Jacqueline  Pettet,  Eugene; 
Bernard  Pirofsky,  Portland;  Robert  Pittinger,  Port- 
land; Robert  Connell,  Pendleton;  David  Taylor, 
Portland;  and  Thomas  Tinsley,  Medford.  Medical 
Services  Commissioner  is  Frank  P.  Girod,  Lebanon. 

Professional  Relations  Commission 

Liaison  Committee  to  Oregon  Dental  Association: 
[ohn  W.  Hoffman,  Chairman,  Milwaukie;  James 
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Meyer,  Portland;  John  Ross,  Salem;  William  Swan- 
cutt,  Eugene;  C.  A.  Van  Kleek,  Portland;  and  James 
Woodworth,  Portland. 

Liaison  to  Oregon  Nurses  Association:  John  A. 
Blanchard,  Chairman,  Portland;  Phillip  Alberts, 
Portland;  John  Donnelly,  Portland;  Hugh  Johnston, 
Eugene;  Ivan  Langley,  Portland;  Carl  Phetteplace, 
Eugene;  Forrest  Rieke,  Portland;  Florian  Shasky, 
Medford;  and  Leroy  Steinmann,  Astoria. 

Joint  Medical-Legal  Committee  to  Oregon  State 
Bar  and  OMA:  Ambrose  B.  Shields,  Chairman,  Port- 
land; Robert  T.  Boals,  Salem;  Charles  Fagan,  Port- 
land; Clay  Racely,  Eugene;  N.  D.  Smith,  Beaverton; 
and  N.  J.  Wilson,  Medford. 

Legal  Representatives:  Mr.  Charles  P.  A.  Paulson, 
Chairman,  Portland;  Mr.  Hugh  L.  Biggs,  Portland; 
Mr.  Gene  L.  Brown,  Grants  Pass;  Mr.  Carrell  Brad- 
ley, Hillsboro;  Mr.  Laurence  Morley,  Lebanon;  Mr. 
Edwin  J.  Welsh,  Portland. 

Committee  on  Rharmacy  and  Drugs:  Richard  E. 
Lahti,  Chairman,  Portland;  Robert  Brumett,  Ph.D. 
(consult),  Portland;  Robert  Cutter,  Bend;  Norman 
David,  Portland;  Donald  Edwards,  Portland;  Rich- 
ard O’Shea,  Lake  Oswego;  Wayne  Pidgeon,  Port- 
land; Robert  E.  Ransmeier,  Portland;  Leon  Ray, 
Portland;  George  Robins,  Portland;  L.  W.  Stauffer, 
Eugene;  and  Edward  Stevenson,  The  Dalles. 

Pharmacists  Liaison  Committee  to  Committee  on 
Pharmacy  and  Drugs:  Tom  R.  Ogle,  Chairman, 
Portland;  Bob  Beall,  Hillsboro;  Richard  Brandis, 
Bend;  Mrs.  Edward  Caldwell,  Portland;  Jack  Grant, 
Forest  Grove;  A.  G.  McLain,  Portland;  Carl  Shef- 
chek,  Eugene;  and  H.  A.  Speckman,  Salem. 

Committee  on  Physician  Recruitment:  George 
Lage,  Chairman,  Portland;  Donald  Boye,  Albany; 
Merle  Brown,  Salem;  Webster  Brown,  Portland; 
Laurel  Case,  Portland;  Tom  Duncan  (student),  Port- 
land; James  Egan,  Portland;  Louis  Feves,  Pendleton; 
Mr.  P.  D.  Fleissner,  Portland;  Howard  Johnson 
(resident),  Portland;  Huldrick  Kammer,  Portland, 
S.  Spence  Meighan,  Portland;  and  E.  Albert  Moody, 
Bend. 

Omsbudsman  Committee:  Joseph  L.  xMiller,  Jr., 
Chairman,  Portland;  John  U.  Bascom,  Eugene;  Rob- 
ert Burns,  Portland;  Daniel  K.  Billmeyer,  Oregon 
City;  Morton  Goodman,  Portland;  Theodore  Leh- 
man, Portland;  Robert  Luther,  Medford;  Louis  O. 
Machlan,  Jr.,  Portland;  Oliver  Massengale,  Portland; 
John  Roddy,  Portland;  Mason  Smith  (student),  Port- 
land; William  Sweetman,  Portland;  Bruce  Van  Zee 
(student),  Portland;  Roy  A.  Payne,  Milwaukie;  and 
Robert  Wilson,  Corvallis.  Professional  Relations 
Commissioner  is  William  I.  Holcomb,  Eugene. 


Government  Services  Commission 

Committee  on  Federal  Medical  Service:  G.  Pren- 
tiss Lee,  Chairman,  Portland;  Willis  Irvine,  Vice- 
Chairman,  Portland;  C.  H.  Babbitt,  Roseburg; 
Thomas  Edwards,  Salem;  and  Edwin  Mack,  Albany. 

Committee  on  Military  Affairs:  Laurence  K.  Mac- 
Daniels,  Chairman,  Portland;  John  Giffin,  Vice- 
Chairman,  Corvallis;  Daniel  Dilaconi,  Salem;  John 
Easton,  Pendleton;  Douglass  Johnson,  Coos  Bay; 
and  Frederick  Rawls,  Seaside. 

Committee  on  State  Indus-trial  Affairs:  George 
McCallum,  Chairman,  Eugene;  Robert  Capps,  Vice- 
Chairman,  Portland;  Howard  Cherry,  Portland; 
Lester  Eisendorf,  Portland;  David  Hills,  Eugene; 
William  E.  Matthews,  Medford;  Robert  McKim, 
Baker;  Gene  McCallum,  Salem;  William  Smith, 
Portland;  John  Weare,  Burns;  and  Linton  Weed, 
Portland. 

Committee  on  Comprehensive  Health  Planning: 
J.  Richard  Raines,  Chairman,  Portland;  John  Buss- 
man,  Portland;  Roy  Cochran,  Oregon  City;  Ralph 
Crawshaw,  Portland;  E.  Hume  Downs,  Salem;  Grant 
Hughes,  Portland;  Ernest  Livingstone,  Portland; 
Louis  O.  Machlan,  Jr.,  Portland;  E.  Albert  Moody, 
Bend;  Donald  Poage,  Coos  Bay;  Max  H.  Parrott, 
Portland;  Forrest  Rieke,  Portland;  Augustus  M. 
Tanaka,  Ontario;  John  E.  Tysell,  Eugene;  Frank 
White,  Burns;  and  John  Weisel,  Medford. 

Committee  on  Environmental  Pollution:  George  R. 
Satterwhite,  Chairman,  Lake  Oswego;  Donald  Find- 
lay, Eugene;  Douglas  Graham,  Beaverton;  James 
Gray,  Roseburg;  Clarence  Jenike,  Portland;  Alfred 
Kreft,  Portland;  Nelson  Niles,  Portland;  Harold 
Osterud,  Portland;  William  Service,  Eugene;  Thad 
Stanford,  Salem;  John  Tuhy,  Portland;  Ralph  Wade, 
Albany;  Sheldon  Wagner,  Corvallis;  and  Bruce 
Williams,  Corvallis.  Governmental  Services  Com- 
missioner is  Donald  F.  Kelly. 


Education  Commission 

Council  on  Medical  Education:  Merle  Pennington, 
Chairman,  Sherwood;  George  J.  Schunk,  Vice- 
Chairman,  Salem;  Robert  I.  Daugherty,  Lebanon; 
William  D.  Harrison,  Beaverton;  James  A.  Riley, 
Corvallis;  Herman  A.  Dickel,  Portland;  W.  James 
Kuhl,  Jr.,  Portland;  William  J.  Pyrch,  Oregon  City; 
M.  Roberts  Grover,  Portland;  and  Glenn  M.  Gordon, 
Eugene. 

Committee  on  Publications:  R.  Wayne  Espersen, 
Chairman,  Roseburg;  Franklin  J.  Underwood,  Port- 
land; and  J.  .Mian  Henderson,  Hood  River. 
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Committee  on  Annual  Session:  Roy  A.  Payne, 
Clhairman,  Miluaukie;  \oel  B.  Rawls,  Astoria;  Rob- 
ert Chiapuzio,  North  Bend;  Robert  L.  Hare,  Port- 
land; Lawrenee  M.  Lowell,  Portland;  Louis  O. 
Machlan,  Jr.,  Portland;  J.  Richard  Raines,  Portland; 
Richard  C.  Robinson,  Bend;  John  T.  Weisel,  Med- 
ford; Arthur  L.  Rogers,  Portland;  Huldrick  Kam- 
nier,  Portland;  Stephen  Bennett,  Eugene;  Vernon  L. 
Summers,  Portland;  Robert  H.  Gray,  Portland;  Mer- 
ritt Linn,  Portland;  L.  Paul  Rasmussen,  Portland; 
Delbert  M.  Kole,  Portland;  Theodore  L.  Perrin, 
Salem;  Gerald  L.  M’arnock,  Portland;  and  Harve\‘ 
W.  Baker,  Portland.  Education  Commissioner  is 
William  O.  Steele,  Oregon  City. 

Board  of  Trustees  Meets 

The  Oregon  Medical  Association’s  Board  of  Trus- 
tees met  December  6,  at  Association  Headquarters. 

The  Board  adopted  a report  of  the  Committee  on 
.\nnual  Session  which  recommended  the  1970  meet- 
ing be  held  at  the  Portland  Hilton  Hotel,  October 
7-11,  1970. 

regular  OMA  newsletter  will  he  published 
monthly  beginning  in  January.  This  decision  is  a 
result  of  the  Board  of  Trustee’s  adoption  of  the 
Committee  on  Public  Relations’  report,  which  recom- 
mended institution  of  the  newsletter  as  a method  of 
providing  Association  members  with  rapidly  avail- 
able news  of  interest  on  the  local,  state  and  national 
level. 

Publication  of  the  newsletter  will  be  supervised 
by  the  Public  Relations  Committee.  It  will  be  pub- 
lished at  midmonth  and  will  resemble  the  “Kiplinger 
Letter”  in  editorial  format. 

The  Ombudsman  Committee’s  report  requesting 
authorization  to  circularize  members  with  excerpts 
from  letters  to  the  Committee  was  accepted.  The 
brochure  wall  also  redefine  the  purpose  of  the  Oms- 
budsman  Committee  and  solicit  additional  letters 
from  the  membership  and  other  interested  persons. 

Glenn  M.  Gordon,  Committee  on  Medicine  and 
Religion  Chairman,  submitted  an  informational  re- 
port announcing  the  Committee’s  participation  in 
planning  and  producing  a convocation  for  physicians 
and  clergymen  this  spring. 

The  meeting  to  be  held  on  the  W’illamette  Uni- 
versity campus  March  19-20,  1970,  will  be  largely 
devoted  to  discussion  of  problems  and  concerns  of 
interest  to  the  two  professions.  Registration  will  be 
open  to  doctors  and  clergy  throughout  the  State. 

Mancell  Pattison,  a Seattle  physician  and  an  or- 
dained minister,  and  Dr.  Harvey  Potthoff,  Pro- 
fessor of  Theologx'  at  Illiff  School  of  Theology, 
Denver,  Colorado,  will  be  principal  speakers  during 
the  two-day  meeting. 


The  Board  of  Trustees  adopted  the  recommenda- 
tions contained  in  the  report  of  the  Committee  on 
Public  Health  which  read  as  follows: 

“1.  That  the  recommendation  with  the  Joint  State- 
ment on  rubella  regarding  case  card  report- 
ing of  rubella  be  deleted  from  the  Board  of 
Trustees’  action  of  October  18,  1969.  It  reads: 
I.  Report  all  diagnosed  and  suspected  rubella 
cases  by  individual  case  card  with  the 
patient’s  name  and  address  to  the  local 
health  officer.  In  doubtful  cases,  acute 
and  convalescent  blood  sera  may  be  sub- 
mitted to  the  Public  Health  Laboratory 
to  help  establish  diagnosis, 

2.  That  the  proposed  Joint  Statement  of  the 
Oregon  State  Board  of  Health,  and  the  Ore- 
gon Medical  Association,  and  the  Oregon 
Conference  of  Local  Health  Oflficers  be 
amended  and  adopted  as  follows: 

1.  The  Oregon  State  Board  of  Health,  the 
Oregon  Medical  Association,  and  the  Ore- 
gon Conference  of  Local  Health  Officers 
recommends  and  urges  that  rubella  vac- 
cine be  utilized  as  rapidly  and  intensively 
as  possible  within  the  present  medical 
limitations. 

2.  Due  to  a limited  supply  of  vaccine,  the 
following  shall  be  the  priorities  for  mbella 
immunization: 

a.  Mass  immunization  of  older  pre-pubertal 
girls. 

b.  Immunization  of  post-pubertal  girls  on 
an  individually  appraised  basis.” 

In  other  action,  the  Board  ratified  proceedings 
of  the  Executiv’e  Committee  which  contained  de- 
.cisions  that: 

Life  membership  be  approved  for  D.  M’.  E.  Baird, 
Portland; 

The  OMA  budget  allow  for  attendance  of  the 
UOMS  Dean  and  the  President  of  the  Oregon  Chap- 
ter of  SAMA  at  the  AMA  Annual  and  Clinical 
Meetings; 

Member  physicians  participating  in  the  1967 
OMA-sponsored  and  endorsed  Workmen’s  Compen- 
sation Insurance  program  share  on  a pro  rata  basis 
the  experience  refund  from  that  program  which  was 
returned  to  the  Association; 

Robert  O.  Bissell,  OMA  Executive  Director,  at- 
tend the  AMA  Conference  on  Senior  Medical  Society 
Executives,  January  28-29,  1970  in  Chicago. 

The  Board  also  learned  informational  reports  from 
the  following: 

Mrs.  James  H.  Seacat,  President,  Women’s  Auxili- 
ary to  the  OMA;  James  A.  Seacat,  Chairman  of  the 
Board,  Oregon  Plnsician’s  Service;  Edward  Press, 
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State  Health  Officer;  Mr.  Mason  Smith,  President, 
Oregon  Chapter  SAMA;  T.  Hollis  Hendricks,  Chair- 
man of  the  Board,  Oregon  Medical  Political  Action 
Committee;  George  M.  Robins  on  his  attendance 
at  the  AMA  Conference  of  Peer  Review;  Noel  B. 
Rawls  on  the  activities  at  the  AMA  Clinical  Session 
in  Denver,  November  30-December  3;  Max  H. 
Parrott,  Trustee,  American  Medical  Association;  and 
Ernest  T.  Livingstone,  member,  AMA  Legislative 
Council. 

Thomas  E.  Griffith  Retires 

Thomas  E.  Griffith,  one  of  the  founders  of  The 
Dalles  Clinic,  is  retiring  after  a medical  career- 
spanning  more  than  60  years. 

Dr.  Griffith  has  been  a member  of  the  Oregon 
Medical  Association  since  1924.  He  served  as  Presi- 


dent of  Oregon  State  Medical  Society  in  1930. 

He  was  born  in  Washington,  D.C.,  in  1884.  He 
received  his  B..\.  degree  from  Columbia  University 
and  was  graduated  from  George  Washington  Uni- 
versity School  of  Medicine.  Doctor  Griffith  prac- 
ticed in  Dufur  from  1912  to  1914  when  he  accepted 
an  assignment  with  the  U.S.  Army  Corps  of  Engi- 
neers in  Southern  Oregon. 

At  the  height  of  World  War  I,  Doctor  Griffith 
began  his  service  with  the  British  Army.  He  served 
until  near  the  end  of  the  war  when  he  was  seriously 
wounded.  His  career  with  the  British  Army  earned 
him  eight  decorations,  including  the  Military  Gross, 
which  was  presented  to  him  by  King  George  V. 

Dr.  Griffith  has  been  active  in  Mid-Columbia  com- 
munity affairs  during  his  49  years  of  continuous 
practice  there.  He  is  currently  President  of  the 
Board  of  Directors  of  the  Maryhill  Museum. 


Multnomah  County  Medical  Society 


Three  physicians  were  given  special  recognition 
by  the  Multnomah  County  Medical  Society,  Decem- 
ber 8,  at  its  annual  meeting  at  the  Sheraton  Motor 
Inn. 

John  W.  Stephens  was  named  president-elect 
of  the  Society,  and  will  become  its  85th  president 
next  December.  Forrest  E.  Rieke  received  the  So- 
ciety’s annual  Service  Award  for  his  many  contri- 
butions in  furthering  the  Society’s  goals  of  pro- 
moting the  science  and  art  of  medicine  and  the 
betterment  of  public  health. 

Blair  J.  Henningsgaard  of  Astoria  was  awarded 
honorary  membership  in  the  Multnomah  County 
Medical  Society,  making  him  the  eighth  person  to 
hold  this  distinction  at  present. 

Presentations  of  the  Service  Award  and  honorary 
membership  were  made  by  retiring  Society  Presi- 
dent George  M.  Robins,  who  was  succeeded  by  John 
W.  Bussman,  Portland  pediatrician  and  specialist  in 
pediatric  cardiology,  as  the  organization’s  president 
for  1970. 

Other  new  officers  elected  December  8,  include 
Dale  G.  Reynolds,  first  vice  president;  J.  Gordon 
Grout,  second  vice  president;  Donald  F.  Kelly,  secre- 
tary, and  Marvin  J.  Urman,  treasurer. 

Senator  Robert  Packwood  was  slated  to  be  guest 
speaker  at  the  Society’s  annual  banquet,  but  due 
to  the  press  of  business  in  the  Senate,  he  was  unable 
to  leave  Washington.  Speaking  in  his  place  were 
Dr.  Henningsgaard  and  Max  H.  Parrott,  Portland 
obstetrician  and  member  of  the  12-man  Board  of 
Tnistees  of  the  American  Medical  Association. 


Dr.  Stephens,  the  new  president-elect,  is  a spe- 
cialist in  internal  medicine,  in  private  praetice  in 
Northwest  Portland.  Born  in  Canada,  he  was  gradu- 
ated from  the  University  of  Alberta  Faculty  of 
Medicine  in  1944,  took  his  internship  training  at  Uni- 
versity Hospital,  Edmonton,  Alberta,  and  residency 
training  at  Montreal  General  Hospital.  He  served 
in  the  Royal  Canadian  Army  Medical  Corps  during 
World  War  H. 

He  has  practiced  for  16  years.  He  is  a past  presi- 
dent of  the  Oregon  Diabetes  Association  and  of  the 
Good  Samaritan  Hospital  medical  staff,  and  has  been 
treasurer,  secretary  and  first  vice  president  of  the 
Multnomah  County  Medical  Society  prior  to  being 
named  president-elect.  He  is  an  associate  clinical 
professor  of  medicine  at  the  University  of  Oregon 
Medical  School. 

In  1952,  Dr.  Stephens  was  co-founder  of  the 
Diabetic  Childrens  Camp  Foundation,  and  has 
served  as  medical  director  for  its  Gales  Creek 
Camp,  Glenwood,  Oregon,  since  that  time.  In  1963, 
when  he  became  a U.  S.  citizen,  he  was  chosen  by 
the  Portland  Americanization  Council  as  its  “New 
Citizen  of  the  Year”  from  more  than  550  new  citi- 
zens in  the  1962  class. 

Dr.  Rieke,  winner  of  the  Service  Award,  is  in  the 
private  practice  of  industrial  and  preventive  medi- 
cine in  Northwest  Portland,  and  has  long  been 
active  in  community  and  medical  society  affairs.  He 
is  a past  president  of  the  State  Board  of  Health  and 
presently  serv'es  as  medical  consultant  to  the  Gover- 
nor’s Health  Planning  Committee. 
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A leader  in  encouraging  improved  livabilitv'  in 
Oregon,  Dr.  Rieke  recently  served  as  co-chairman 
and  keynote  speaker  at  the  16th  annual  Pacific 
Northwest  Occupational  Health  Conference  spon- 
sored by  the  Portland  Chamber  of  Commerce.  In 
that  talk,  he  stressed  the  need  for  improvement  of 
the  environment. 

A graduate  of  the  Universitx'  of  Oregon  Medical 
School,  Dr,.  Rieke  serves  on  the  Portland  Cham- 
ber’s Health  Affairs  Committee,  on  the  Work- 
men’s Compensation  Committee  of  Associated  Ore- 
gon Industries,  on  the  Oregon  Medical  Association’s 
Committee  on  Industrial  Heatlh  and  its  Liaison 
Committee  to  the  Oregon  Nurses’  Association,  and  is 
a member  of  the  American  Medical  Association’s 
Council  on  Occupational  Health.  He  also  has  been 
extremely  active  in  the  Multnomah  Countx'  Medical 
Society  and  Oregon  Medical  Association,  and  seiwes 
on  the  Board  of  Trustees  of  both. 

Blair  J.  Henningsgaard,  who  received  honorary 
membership  in  the  Multnomah  County  Medical  So- 
ciet\-  is  immediate  past  chairman  of  the  American 
Medical  Political  Action  Committee,  and  con- 
tinues to  serve  on  the  national  AMPAC  board 
of  directors.  He  also  is  one  of  Oregon’s  three  dele- 
gates to  the  American  Medical  Association,  is  a past 
president  of  the  Oregon  Medical  Association,  and 
is  much  in  demand  throughout  the  nation  as  a public 
speaker  and  advocate  of  physicians’  involvement  in 
politics  as  part  of  their  responsibilities  as  citizens. 

Born  in  Watertown,  South  Dakota,  he  received 
his  medical  degree  from  the  University  of  Minne- 
sota Medical  School.  He  took  his  intership  training 
at  Portland’s  Good  Samaritan  Hospital,  served  with 
the  Army  Medical  Corps  during  M’orld  War  II,  and 
received  his  residency  training  in  internal  medicine 
at  Good  Samaritan  following  the  war.  He  has  been 
in  private  practice  in  Astoria  since  1948. 


Hutchens  to  Head  Study  on  Allied 
Health  Education 

Tyra  T.  Hutchens,  clinical  pathology  department 
chairman  at  the  Universitx’  of  Oregon  Medical 
School,  has  been  named  to  coordinate  a study  on 
allied  health  education  at  the  School,  according  to 
Dean  Charles  N.  Holman. 

The  School  currently  has  programs  in  medical  and 
radiologic  technologx",  c>  totechnology  and  dietetics. 
Plans  for  the  extensive  study  include  an  evaluation 
of  these  existing  progiams  and  a surv’ey  of  allied 
health  professions  schools  throughout  the  country. 
Recommendations  for  new  programs  at  the  Medical 
School  and  cooperative  programs  with  other  Oregon 
education  institutions  will  be  made  following  the 
study. 


It  is  estimated  that  within  10  years  twice  the 
number  of  allied  health  personnel  now  available  will 
be  needed.  The  serious  shortage  of  physicians  makes 
it  imperative  to  train  non-M.D.  health-care  teams  to 
assist  the  doctor.  Also,  as  medicine  becomes  more 
complex  due  to  scientific  advances,  new  Wpes  of 
specialists  in  the  allied  health  professions  will  be 
needed. 

OtAPAC  for  7970 

At  its  December  6,  I960  meeting,  the  Executive 
Committee  of  the  Oregon  Medical  Association  ap- 
proved the  following  nominees  to  serve  on  the  Board 
of  Directors  of  the  Oregon  Medical  Political  Action 
Committee  for  1970: 

District  I 

Daniel  K.  Billmeyer,  M.D. 

Mr.  Robert  H.  Eisner 
Bill  B.  Ferguson,  M.D. 

Howard  Kaliher,  M.D. 

E.  T.  Livingstone,  M.D. 

Mrs.  Robert  S.  Miller 
Mrs.  R.  Glenn  Snodgrass 

District  II 

T.  H.  Hendricks,  M.D. 

M’illiam  J.  Kubler,  M.D. 

E.  Albert  Moody,  M.D. 

David  E.  Reid,  D.O. 

John  M.  Ross,  M.D. 

James  H.  Seacat,  M.D. 

Mrs.  A.  M.  Tanaka 
Mrs.  Frank  G.  White 
George  Zupan,  M.D. 

District  III 

Mrs.  Robert  T.  Gapps 

Glem  Eischen,  R.P.T. 

William  A.  Fisher,  M.D. 

Donald  F.  Kelly,  M.D. 

Louis  O.  Machlan,  M.D. 

Clinton  S.  MeGill,  M.D. 

George  M.  Robins,  M.D. 

William  M.  Ross,  M.D. 

District  IV 

Robert  Chiapuzio,  M.D. 

James  H.  Harris,  M.D. 

.\ndrew  G.  Lynch,  M.D. 

George  G.  McCallum,  M.D. 

William  Richey  Miller,  M.D. 

Edward  H.  Murphy,  M.D. 

Clay  A.  Racely,  M.D. 

Richard  M.  Steven.s,  M.D. 

Ex-Officio 

Blair  J.  Henningsgaard,  M.D. 

Max  H.  Parrott,  M.D. 
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PRESIDENT’S  page 


NOEL  B.  BAWLS,  M.D. 


Onivard  Elows  the 
Course  of  Empire 

Man  has  always  been  an  empire  builder.  If  he 
buys  a two  bedroom  house  he  immediately 
initiates  plans  to  add  two  more  bedrooms.  If  he 
owns  a car  he  wants  two.  If  neighbor  Jones  has  a 
boat,  our  friend  has  an  insatiable  desire  for  a boat, 
too.  Keeping  up  with  the  Joneses  is  part  of  ego 
building  which  results  in  the  “empire  building  syn- 
drome.” Government  at  all  levels  falls  prey  to  the 
same  syndrome  and  through  the  course  of  history 
this  peculiar  malady  has  been  the  cause  of  wars 
between  sovereign  neighbors,  and  within  the  borders 
of  a country,  the  cause  of  increased  taxation  to  help 
build  more  empires  within  the  governmental  struc- 
ture. 

In  America,  contemporary  history  in  the  health 
care  field  involves  the  advent  of  Medicare,  the  Re- 
gional Medical  Programs  (Public  Law  89-239),  and 
Comprehensive  Health  Planning  (Public  Law  89- 
749). 

Already  the  Medicare  program  has  started  its 
empire  building  as  we  all  predicted.  If  our  friend 
Smith  has  an  empire  that  includes  the  people  over 
6.5,  he  naturally  desires  to  add  kiddie  care  to  his 
empire.  It  stands  to  reason  that  he  will  want  to  add 
all  the  people  to  his  health  care  kingdom.  Although 
we  are  concerned  by  attempts  to  expand  this  cost 
care  system  we  should  not  be  disturbed,  as  this 
course  of  events  was  natural  and  predictable. 


At  the  onset  of  the  Regional  Medical  Programs  wc 
were  all  assured  the  programs  would  primarily  be 
in  professional  health  education  and  not  in  the  de- 
livery system  of  medicine.  We  are  already  begin- 
ning to  see  this  concept  changing  from  a program 
of  health  education  for  heart,  stroke  and  cancer  to 
one  which  is  to  be  expanded  to  include  all  disease. 
Through  the  grant  mechanism  we  are  seeing  defini- 
tive care  of  certain  diseases  being  added  to  the 
program,  and  we  can  expect  vigorous  attempts  to 
have  the  empire  expanded  to  inelude  as  much  as 
possible  within  the  realm  of  what  the  builders  can 
convince  Congress  to  appropriate. 

We  were  recently  most  fortunate  to  attend  a Com- 
prehensive Health  Planning  meeting  in  Chandler, 
Arizona  which  was  sponsored  by  the  California 
Medical  Education  Foundation  utilizing  a federal 
grant  to  carry  it  out.  Physicians  from  all  the  West- 
ern States  participated  along  with  many  other  people 
involved  in  the  chore  of  allocating  the  health  care 
dollar.  After  listening  to  the  program  for  two  and 
one-half  days  we  began  to  wonder  if  anyone  realK' 
knew  what  Comprehensive  Health  Planning  meant. 
Some  people  felt  that  it  is  a planning  mechanism. 
Others  thought  it  was  a fiscal  mechanism  and  still 
others  feel  that  comprehensive  health  planning  is 
merely  a coordinating  mechanism.  It  has  also  been 
utilized  as  a method  of  public  education  and  there 
are  people  who  visualize  it  as  a regulatory  mechan- 
ism. 

Whatever  we  choose  to  call  it  we  can  be  sure  that 
the  boundaries  of  its  empire  are  sure  to  grow. 

I was  fortunate  enough  to  be  a member  of  a 
panel  discussing  the  local  comprehensive  health 
planning  scene.  The  title  of  my  address  was  “Plan- 
ning Without  Implementation  Equals  Frustration 
and  Rejection,”  one  which  I feel  is  most  apropos 
because  I wonder  what  will  happen  after  we  have 
identified  health  care  problems  throughout  the  coun- 
try and  amassed  a mountain  of  problems  without 
money  to  take  care  of  these  problems. 

If  we  identify  these  mountains  without  any  im- 
plementation mechanism  our  mountain  will  be  our 
final  rejection  and  it  will  be  added  to  another  man’s 
empire. 

^ 
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ROBERT  P.  PARKER,  M.D. 


Malpractice 


Four  hundred  and  four  malpractice  suits,  at  an 
average  cost  of  $5,989.00,  were  settled  in 
Washington  State  in  1968.  This  includes  the  best 
and  the  least  of  us;  no  one  is  immune  from  this 
miserable  situation  that  threatens  to  become  worse 
unless  changed.  Yet  as  diflBcult  as  it  must  be  to  go 
through  a lawsuit,  to  see  premiums  double  and  in 
some  cases  triple,  then  hear  that  soon  coverage  may 
not  be  available  at  any  premium— there  are  other 
more  pressing  reasons  to  change  the  malpractice 
climate. 

1.  Increasing  medical  costs.  Those  premium  costs 
are  certainly  passed  along  and  every  time  we  order 


an  extra  lab  test,  x-ray,  or  even  an  extra  day  of 
hospitalization  to  protect  against  liability,  unneces- 
sary costs  are  added. 

2.  Available  medical  care.  No  matter  how  many 
ways  we  increase  family  practice— at  the  medical 
school  level,  by  preceptorships,  family  practice  resi- 
dencies—when  a rural  physician  is  judged  not  by  the 
standards  in  his  small  community,  but  rather  stand- 
ards available  anywhere  in  our  State— who  can  blame 
a young  doctor  for  wondering  if  it  is  worth  it.  There 
is  reason  to  believe  that  four  to  six  doctors  have  quit 
private  rural  practice  this  past  year  rather  than  face 
the  possibility  of  another  lawsuit. 

Much  can  be  done.  In  addition  to  always  giving 
the  best  care  possible,  avoid  being  critical  of  others. 
This  single  fault  accounts  for  the  start  of  many  law- 
suits. Legislation  will  be  needed  and  malpractice 
workshops  at  county  society  meetings  should  help 
when  you  write  or  talk  to  your  legislators.  Different 
methods  of  claim  payment  are  being  explored.  Arbi- 
tration panels  have  proven  very  successful  in  re- 
ducing the  number  of  suits  that  go  to  trial.  King 
County  and  Spokane  County  now  have  medical  and 
medical-legal  panels,  and  the  legal  counsel  of  the 
WSMA  is  working  on  rules  of  procedure  for  such 
panels  that  can  be  used  in  other  counties.  This  has 
worked  in  New  Jersey,  New  Mexico  and  Arizona. 
In  the  words  of  Lincoln  Steffens,  “I  have  seen  the 
future— and  it  works.” 
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Ad  Hoc  Committee  on  The  Study  of  the  Role  of  Medicine  in  Society 


The  following  report  was  submitted  to  the  House 
of  Delegates  at  the  meeting  of  Washington  State 
Medical  Association  in  Seattle,  September  14-17 
1969. 

House  of  Delegates 

The  Ad  Hoc  Committee  on  Study  of  the  Role 
of  Medicine  in  Society  submits  for  your  considera- 
tion its  annual  report  for  the  year  1968-1969. 

1.  The  puipose  of  this  Committee  is:  To  study  the 
literature  in  this  field,  the  work  of  other  medical 
associations  and  others  on  similar  studies;  and 
to  meet  with  other  disciplines  and  with  the 
leadership  of  various  publics;  and  to  report  its 
findings  to  the  House  of  Delegates  and,  as  de- 
sirable, to  interim  governing  bodies  of  the  Asso- 
ciation such  as  the  Board  of  Trustees  and  the 
Executive  Committee. 

2.  The  estabilshment  of  an  Ad  Hoc  Committee  on 
the  Study  of  the  Role  of  Medicine  in  Societx 
was  provided  for  by  the  Board  of  Trustees  in 
1967.  This  committee  was  not  activated,  how- 
ever, until  1968  when  the  present  members 
were  appointed  by  the  President,  Dr.  Watts. 
The  following  report  is  the  current  expression 
of  our  opinion. 

.3.  Conditions  in  the  State  of  Washington,  in  mat- 
ters of  interest  to  this  committee,  do  not  differ 
materially  from  other  areas  of  the  country.  It 
was  felt  unnecessary  to  duplicate  the  detailed 
studies  of  others  which  have  substantiated  the 
areas  of  concern  regarding  the  role  of  medicine 
in  society.  Most  physicians,  organized  medical 
bodies,  great  segments  of  the  non-medical  com- 
munity and  governmental  bodies  all  agree  that 
serious  problems  exist  in  regard  to  availability 
of  medical  services,  costs  of  medical  services  and 
assurance  of  quality  in  medical  services. 

4.  An  unprecedented  scientific  advance  in  areas 
affecting  medical  care  has  been  taking  place. 
Concurrently,  widespread  and  powerful  socio- 
logical changes  have  been  occurring. 

5.  Paradoxically,  the  scientific  advances  have  mag- 
nified the  diflRculties  of  fulfilling  the  expectations 
of  society  today. 

6.  The  improved  technology  has  rapidly  increased 
the  contrast  between  lack  of  medical  care  on  the 
one  hand  and  full  utilization  of  all  our  medical 
knowledge  on  the  other.  At  the  same  this  im- 
proved technology  has  required  very  extensive 
material  resources  and  large  numbers  of  spe- 
cialized personnel.  The  continuation  of  these 
trends  seems  certain. 


7.  To  achieve  their  historical  goal  of  giving  their 
patients  the  best  possible  care,  individual  phy- 
sicians and  groups  of  physicians  have  shown 
great  initiative,  pride  and  self-sacrafice  in  adapt- 
ing to  the  rapid  technological  advances. 

8.  In  the  present  social  climate  medical  care  of  the 
best  quality  is  considered  a right  of  all  citizens. 
The  availability  and  quality  of  that  care  must 
not  be  influenced  by  the  individual  resources 
of  the  citizen. 

9.  The  medical  community  has  been  too  slow  to 
recognize  this  and  adapt  to  this  change  in  social 
atmosphere.  Thus,  while  the  physician  is  giving 
ever  more  effective  medical  care  to  his  indi- 
vidual patient,  medicine  as  a whole  is  failing 
to  meet  the  expectations  of  the  new  social 
climate. 

10.  The  problems  we  are  discussing  are  not,  of 
course,  the  sole  responsibility  of  the  medical 
profession  but  are  shared  to  a greater  or  lesser 
degree  by  the  society  which  it  services. 

1 1 . The  medical  profession  should,  however,  have 
reacted  to  the  emerging  problems,  vigorously 
seeking  solutions.  Instead,  it  has  usually  only 
reacted  to  the  often  inadequate  solutions  sug- 
gested by  others.  These  other  often  unsatisfac- 
tory proposals  have  come  largely  from  those 
more  aware  of  society’s  new  attitudes  but  gen- 
erally not  aided  by  our  special  knowledge.  A 
crystallization  of  support  for  an  inadequate 
system  of  medical  care  to  the  exclusion  of  other 
better  solutions  to  the  problems  is  possible. 

12.  Doubts  have  been  expressed  that  the  problems 
to  which  we  have  referred  can  be  solved  within 
the  framework  of  solo  fee  for  service  practice. 
Particular  misgivings  have  been  voiced  in  this 
regard  in  the  areas  of  office  and  home  care.  It 
would  appear  that  significant  innovations  will 
have  to  be  introduced  if  this  form  of  practice 
and  medical  care  delivery  is  to  remain  dominant 
in  a competitive  situation.  The  most  often  men- 
tioned alternative  at  present  is  group  practice 
in  one  of  several  modifications. 

13.  The  medical  profession’s  proper  concern  for 
maintaining  professional  freedom  has  led  us  to 
resist  for  too  long  modification  of  a medical 
care  system  which  has  remained  basically  un- 
changed in  a radically  changing  social  structure. 
It  is  implicit  that  change  must  occur  in  the 
delivery  of  medical  care  if  the  challenge  of  the 
problems  we  now  recognize  is  to  be  met.  In 
medical  care,  “The  greatest  good  for  the  great- 
est number”  must  become  our  common  guide. 
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14.  The  ideals  and  the  goal  underlying  those  tra- 
ditions and  codes  collectively  known  as  medical 
ethics  are  worthwhile.  That  goal  is  to  attempt 
to  influence  medical  practice  to  insure  that  the 
ultimate  best  interest  of  the  patient  predomi- 
nates. That  goal  should  persist  in  any  new  pat- 
terns of  practice  that  occur.  Specific  regulations, 
traditions,  or  prejudices  that  are  no  longer 
appropriate  must  not  prevent  the  medical  pro- 
fession from  adapting  to  changing  conditions. 

15.  Solutions  to  the  problems  must  be  found  be- 
cause: Less  than  achievable  levels  of  medical 
care  for  our  patients  and  potential  patients  is 
not  tolerable  to  good  physicians.  The  under- 
mining influence  of  unsolved  health  problems 
on  our  community’  cannot  be  condoned  by  us 
as  good  citizens.  Any  system  or  systems  of 
health  care  services  requires  not  only  our  par- 
ticipation but  also  our  influence  and  guidance 
if  it  is  to  function  optimally.  The  suggestion 
that  we  should  seek  to  find  solutions  to  these 
problems  only  “because  if  we  don’t  others  will 
force  their  solutions  upon  us”  is  true  but  should 
be  the  least  of  our  incentives  and  unworthy  of 
our  profession  as  a prime  motive. 

16.  The  committee  is  in  agreement  that  the  follow- 
ing principles  should  underlie  the  efforts  that 
must  be  made  by  our  State  Medical  Association 
to  solve  the  problems  becoming  critically  acute: 

A.  Xo  one  form  of  practice  or  medical  care 
delivery  system  is  likely  to  accommodate 
optimally  the  vary'ing  needs,  desires,  and 
resources  of  all  patients  or  the  different 
capacities  and  motivations  of  all  physicians. 
Competitive  evolution  is  a vital  part  of  our 
social  structure.  We  are  in  agreement  that 
optimal  evolution  requires  a trial  and  an- 
alysis of  various  approaches.  The  medical 
profession  must  not  only  allow  the  simul- 
taneous existence  and  dev'elopment  of  differ- 
ing patterns  of  health  care  delivery  and 
payment,  but  must  insist  on  this  pluralism 
of  approach. 

B.  The  learning  requirements  and  responsibility 
demanded  by  the  profession  of  medicine 
earn  for  it  a ranking  of  first  importance  in 
our  society.  Compensation  must  be  com- 
mensurate with  this  position.  It  is  our 
opinion  that  the  method  of  compensation  is 
not  critical  in  determining  physician  moti- 
vation or  quality  of  care.  Probably  the  less 
the  mechanism  of  compensation  of  the  phy- 
sician and  the  provision  of  this  compensation 
by  the  patient  intrudes  into  the  physician- 
patient  relationship,  the  more  satisfactory 
that  relationship  will  be. 


C.  The  fee  for  service  mechanism  as  a means 
of  controlling  patient  utilization  and  phy- 
sician motivation  has  undoubtedly  been 
effective  in  many  cases.  Primary  dependence 
must  be  placed  on  other  incentives.  A direet 
relationship  between  the  amount  of  care 
required  and  the  ability  to  pay  occurs  only 
accidentally.  In  many  cases  using  this  me- 
chanism for  this  purpose  has  resulted  in  a 
serious  misuse  of  medical  care  resources. 

D.  Just  as  the  problems  involved  in  the  Role 
of  Medicine  in  Society  are  not  the  exclusive 
concern  of  medicine,  the  solutions  are  not 
available  within  the  restricted  resources  of 
the  medical  community.  Optimal  medical 
care  cannot  be  realized  solely  through  the 
efforts  of  the  medical  profession.  The  skills 
and  talents  of  other  disciplines  must  be  used 
in  the  search  for  solutions.  The  deliberations 
of  the  medical  community  should  involve  the 
many  talents  working  in  medicine  today  as 
well  as  physicians.  The  non-medical  society 
must  help  establish  priorities  for  utilization 
of  limited  resources  based  on  its  collective 
needs  and  must  cooperate  with  the  medical 
profession  in  bringing  about  intelligent  use 
of  medical  care.  There  must,  therefore,  be 
an  attempt  to  involve  non-physician  repre- 
sentatives of  society  at  all  levels  of  delibera- 
tion concerning  health  problems. 


RECOMMENDATIONS: 

17.  We  recommend,  in  accommodating  the  fore- 
going opinions  and  striving  for  solution  to  the 
problems  previously  broadly  outlined,  that 
WSMA  continue  and  intensify  those  efforts 
already  undertaken,  and  start  programs  where 
none  exist  to  carry  out  the  following: 

•\.  Actively  study  the  individual  problem  areas 
and  devdse  possible  solutions. 

B.  Solicit  lay  and  governmental  suggestions  and 
participation  in  possible  solutions  for  prob- 
lems. Solicit  lay  involvement  in  policy 
making  by  existing  medical  care  organiza- 
tions and  recommend  to  all  component 
groups  that  they  do  the  same.  Encourage 
utilization  of  the  expertise  and  outlook  of 
the  non-physician  members  of  the  medical 
community  in  developing  plans. 

C.  Improve  communications  within  WSMA  to 
assure  that  WSMA  policy  represents  the 
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current  practitioner  and  that  such  policy  is 
understood  by  all  practitioners. 

D.  Devise  and  improve  methods  and  criteria 
for  judging  medical  care  quality  while  edu- 
cating the  non-medical  public  as  to  how 
medical  care  quality  can  be  determined  and 
what  alternative  use  of  resources  is  possible. 

E.  Continue  on  overview  analysis  of  the  Role 
of  Medicine  in  Society  to  insure  against  a 


continuation  or  recurrence  of  the  current 
alienation. 

F.  Encourage  cooperation  in  solving  common 
problems  encountered  by  competitive  health 
care  delivery  systems. 

Malcolm  C.  Biilmer,  Chairman 
Herbert  G.  Arxgle 
Robert  S.  Evans 
Tate  Mason 
John  J.  Quinn 


Legislature  Studies  Malpractice 


Members  legislature:  (left  to  right)  Representative  R.  Ted  Bottiger,  Tacoma;  Senator 
Robert  Twigg,  Spokane;  Representative  Edward  F.  Harris,  Spokane;  Senator  Perry  B. 
Woodall,  Toppenish,  Chairman  Judiciary  Committee;  Senator  William  S.  Day,  Spo- 
kane, Chairman  Public  Health  & Welfare  Committee;  Mr.  John  Welsh,  attorney  Public 
Health  & Welfare  Committee;  former  Senator  Wes  Uhlman  (now  Seattle  Mayor); 
Mr.  Tim  Burke,  attorney  Judiciary  Committee,  and  Senator  John  Cooney,  Spokane. 
Committee  members  not  shown:  Senator  R.  R.  "Bob”  Grieve,  Seattle;  Senator  James 
E.  Keefe,  Spokane;  Representative  Bill  May,  Spokane;  and  Senator  Ted  G.  Peterson, 
Seattle. 


The  Legislative  Council,  Judiciary,  and  Public 
Assistance  and  Health  Committees  will  review, 
through  1970,  laws  relative  to  malpractice.  Proposed 
changes  are  to  be  presented  at  the  1971  session  of 
the  Washington  Legislature.  No  malpractice  legis- 
lation is  expected  to  be  acted  on  during  the  1970 
special  legislative  session,  convened  January  12. 

The  WSMA,  Washington  State  Hospital  Asso- 
ciation, and  the  insurance  industry,  at  legislative 
hearings  held  in  September  and  November  of  1969, 
presented  testimony  on  the  impact  the  current  mal- 
practice climate  is  having  on  availability  and  cost  of 


professional  liability  insurance  (premiums  up  180 
per  cent  since  January,  1967,  for  physicians  and 
230  percent  for  ho.spitals),  the  cost  of  health  care, 
and  physician  manpower  shortage.  The  subject  of 
professional  liability  will  rank  as  WSMA’s  number 
one  priority  during  the  1971  legislative  session. 

Proposed  malpractice  legislation  will  be  reviewed 
by  the  WSMA  House  of  Delegates  during  the  1970 
Annual  WSMA  Meeting,  September  20-23  in  Spo- 
kane. Physicians  must  take  every  opportunity  to 
discuss  the  malpractice  situation  with  legislators 
between  now  and  1971. 


Washington  news  continued  on  page  50 
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CONTINUIN 

Complied  by  Washington/Alosko  Regicnol  Medical  Progrom,  Oregon  Regional  Medical  Pro 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Liver  Biopsy 

L.  Frederick  Fenster.  M.D.; 
Charles  E.  Pope,  II.  M.D. 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine 

V'eterans  Administration 
Hospital.  Seattle 

General 

Practitioners. 

Internists 

Pediatric  ENT 

James  A.  Donaldson.  M D..  Chm. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Child  Development  and 
Mental  Retardation  Center, 
University  of  Washington, 
Seattle 

General  , 

Practitioners. 

Pediatricians 

Practical  Neurology 

Richard  I.  Birchfield.  M.D..  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic, 
Seattle 

General 

Practitioners. 

Specialists 

Jaundice 
(Circuit  Course) 

John  A.  Benson.  M.D.; 

Daniel  L.  Dennis,  M.D.; 
Richard  T.  Gourley,  M.D.; 
Clifford  S.  Melnyk,  M.D.; 
Clemens  W.  Van  Rooy,  M.D.; 
Charles  J.  Zerzan.  Jr.,  M.D. 

University  of  Oregon 
Medical  School;  Oregon 
Regional  Medical  Program 

Feb.  4 course: 

Salem  Memorial  Hospital 
Salem,  Oregon 
Feb.  18  course: 

Sacred  Heart  Hospital 
Eugene,  Oregon 

Physicians 

OAGP  Credit 
hours 

-J 

Hypnosis  for 
Beginners 

Ivar  W.  Birkeland.  Jr.,  M.D.; 
Michael  Scott,  M.IJ.: 

Ralph  Stolzheise,  M.D.; 
Robert  M.  Talbot,  M.D.; 
Philip  Wagenaar.  M.D.; 

Tom  Wall.  D.M.D. 

Washington  Academy 
of  Clinical  Hypnosis 

Group  Health  Hospital. 
Seattle.  Washington 

Physicians  and  I 
Allied  Health 
Personnel 

Arterial  and  Venous 
Diseases 

D.  E.  Strandness,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine 

Veterans  Administration 
Hospital.  Seattle 

Practicing 

Physicians 

Pediatric  Orthopedics 

Lynn  Staheli.  M.D.,  Chm. 

Div'ision  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine; 
Children’s  Orthopedic 
Hospital; 

Children’s  Orthopedic 
Hospital,  Seattle 

General 

Practitioners, 

Pediatricians 

Pulmonary 
Ehnbolism 
(Circuit  Course) 

William  C.  Awe,  M.D.; 

J.  David  Bristow,  M.D.; 
Frank  E.  Kloster,  M.D.; 
Arthur  J.  Seaman,  M.D.: 
Charles  J.  Zerzan.  Jr.,  M.D. 

University  of  Oregon 
Medical  School;  Oregon 
Regional  Medical  Program 

Feb.  18  course: 

Courtel  Motel 
1313  North  Bayshore  Dr. 
Coos  Bay.  Oregon 
Feb.  19  course: 

Roseburg  Country  Club 
Roseburg.  Oregon 

Physicians 

OAGP  Credit 
4*4  hours 

Is  it  Neurological. 
Neurosurgical  or 
Psychiatric? 
(Circuit  Course) 

John  Hampson,  M.D.; 
William  Kelly,  M.D.; 
John  Lein,  M.D.; 

Marcel  Malden,  M.D.: 
August  Swanson,  M.D.; 
Phillip  Swanson,  M.D. 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine 

Feb.  18  course: 

St.  John’s 

Hospital  Auditorium 
Longview,  Washington 
Feb.  19  course: 

St.  Peter  Hospital, 

Olympia,  Washington 
March  4 course: 

Whatcom  County  Health 
Department  Auditorium. 
Bellingham,  Washington 
March  5 course: 

Olympic  Memorial  Hospital, 
Port  Angeles,  Washington 

General 

Practitioners 

Adolescence  and 
Its  Problems 

Leon  Fine.  Ph  D. 

S.  Spence  Meighan,  M.D. 

Loveridge  Hall 
Good  Samaritan  Hospital 
1015  N.W.  22nd  Avenue 
Portland,  Oregon 

Physicians 

Rheumatoid  Arthritis:  Kenneth  R.  Wils)<e.  M.D..  Chm. 

A Practical  Approach  to 
Diagnosis  and  TTierapy 

Division  of  Continuing 
Medical  Education. 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic. 
Seattle 

General 

Practitioners 

Specialists 
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biCAL  EDUCATION 


*.:iin  States  Regional  Medical  Program. 


1 ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION, 

REGISTRATION 

Eight  physicians 
from  outside 
King  County 

Two  days 

Jan.  22.  23 

$75 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

100 

Two  days 

Jan.  26.  27 
Jan.  26^ — 

Registration:  8:00  a.m. 
Session:  8:30  a.m.  - 5:15  p.m. 
Jan.  27 — 

Session:  8:30  a.m. -5:15  p.m. 

$50 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

60 

One  and 
one-half  days 

Jan.  30.  31 
Jan.  30- — 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5:00  p.m. 
Jan.  31 — 

Session:  9:00  a.m.  - 12:30  p.m. 

$25 

Division  of  Continuing 
Medical  Education, 

Virginia  Mason  Medical  Center, 
1111  Terry  Ave.,  Seattle  98101 

Unspecified 

One  afternoon 
One  morning 

Feb.  4— 

1:30  p.m.  - 6:00  p.m. 
Feb.  18— 

9:00  a.m  - 1:00  p.m. 

No  charge 

Director.  Circuit  Course 
Program,  University  of 
Oregon  Medical  School, 
Portland,  Oregon  97201 

Unspecified 

Eight  evenings 

Feb.  5 — First  and  third 
Thursday  evening  of  every 
month  from  7 :30  p.m.- 
9:30  p.m.  beginning  Feb.  5 
and  ending  May  21. 

$30  for  practicing 
physicians:  $20  for 
non-practicing 
physicians  and 
other  health  personne 

Pre-registration  required. 
Contact  Mrs.  Colleen  Richardson 
13726  20th  N.E.,  Seattle  98125 

! T5 

Two  days 

Feb.  5.  6 
Feb.  5— 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -4:30  p.m. 
Feb.  6— 

Session:  9:00  a.m.  - 5:00  p.m. 

$50 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

1 120 

1 

'1 

One  and 
one-half  days 

Feb.  6.  7 
Feb.  6— 

Registration:  8:30  a.m. 
Session:  9:00  a.m.  - 5:00  p.m. 
Feb.  7— 

Session:  9:00  a.m. -12:00  noon 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine. 
Seattle  98105 

J Unspecified 

1 

1 

One  afternoon 

Feb.  18— 

1:30  p.m.  - 6:00  p.m. 
Feb.  19— 

1:30  p.m.  - 6:00  p.m. 

No  charge 

Director.  Circuit  Course 
Program,  University  of 
Oregon  Medical  School, 
Portland,  Oregon  97201 

No  limit 

1 

One 

afternoon 

Feb.  18—1:30  p.m. 
Feb.  19 — 1:30  p.m. 
March  4 — 1:30  p.m. 
March  5 — 1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

j Unspecified 

1 

One  morning 

Feb.  20— 

8:30  a.m.  - 12:00  p.m. 

$5 

S.  Spence  Meighan,  M.D., 
Good  Samaritan  Hospital 
and  Medical  Center, 

1015  N.W.  22nd  Avenue, 
Portland,  Oregon  97227 

Unspecified 

One  and 
one-half  days 

Feb.  20,  21 
Feb.  20— 

Registration:  8:30  a.m. 
Session:  9 a.m. -5:00  p.m. 

$25 

Division  of  Continuing 
Medical  Education, 

Virginia  Mason  Medical  Center. 
1111  Terry  Ave.,  Seattle  98101 

Feb.  21- 

Session:  9 a.m.  - 12:00  noon 
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SUBJECT 


FACULTY 


SPONSOR 


LOCATION 


FOR 


PsychiatiA’  and 
Medical  Practice 
Seminar;  Couples. 
Counseling,  and 
Conflict 


Ian  Algers,  M.D.  (New  York); 
Robert  Miles,  M.D.; 

Ira  Pauly,  M.D.; 

A1  Scott,  M.D. 


University  of  Oregon  Hilton  Hotel 

Medical  School  ’ Portland,  Oregon 


General 
Practitioners 
and  their  wives 
OAGP  Credits 
21  hours 


Chest  Symposium  David  Perry,  M.D.,  Chm. 


Washington  State 
Tuberculosis  Association; 
University  of  Washington 
School  of  Medicine 


Health  Sciences  Practicing 

Building  Auditorium,  Physicians 

University  of  Washington 
School  of  Medicine, 

Seattle 


Current  Thoughts  on 
Degenerative  Arthritis 
and  Its  Management 

Kenneth  R.  Wilske.  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Health  Sciences 
Building  Auditorium, 
University  of  Washington, 
Seattle 

General 

Practitioners. 

Specialists. 

Paramedical 

Personnel 

CK] 

Comprehensive 
Health  Planning 

Henry  Mudge-Lisk, 

Puget  Sound  Comprehensive 
Health  Planning  Board; 

W.  O.  Robertson,  M.D. 

Tasker  Robinette,  Washington/ Alaska 
Regional  Medical  Program 
Robert  Thomas,  Regional  Health 
Planning  Council 

Washington  State  Medical  KERI-FTVI  (104.3  me) 

Association  Bellingham 

Washington/ Alaska  Regional  KUOW-FM  (94.9  me) 
Medical  Program  Seattle 

University  of  Washington  KEWC-FM  (89.9  me) 

School  of  Medicine  Spokane 

KIT-FM  (94.5  me) 
Yakima 

Physicians  and 
allied  health 
personnel 

3^ 

Rural  and  Ghetto 
Medicine 

Robert  A.  Aldrich,  M.D.; 
Joseph  Patterson,  Ph.D.; 
Charles  Pope,  M.D. 

Washington  State  Medical 
Association 

Washington/ Alaska  Regional 
Medical  Program 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham 
KUOW-FM  (94.9  me) 

KEWC-FM  (89.9  me) 
Spokane 

KIT-FM  (94.5  me) 
Yakima 

Physicians  anc 
allied  health 
personnel 

Angina  Pectoris — John  A.  Murray,  M.D.;  Washington/ Alaska  Regional  Channels  9,  Seattle;  I 

Part  II  of  III  Loren  C.  Winterscheid,  M.D.,  Ph.D.  Medical  Program  7,  Spokane;  47,  Yakima; 

10,  Pullman 


Angina  Pectoris — John  A.  Murray,  M.D.;  Washington/ Alaska  Regional  Channels  9,  Seattle; 

Part  III  of  III  Loren  C.  Winterscheid.  M.D.,  Ph.D.  Medical  Program  7,  Spokane;  47,  Yakima; 

10,  Pullman 


Angina  Pectoris — 
Discussion  Session 


John  A.  Murray,  M.D.;  Washington/ Alaska  Regional  Channels  9,  Seattle; 

Loren  C.  Winterscheid,  M.D.,  Ph.D.  Medical  Program  47.  Yakima 


Management 
Decisions 
in  Stroke 
(Part  I of  III) 

D.  G.  Fryer.  M B..  Ch.B.; 
J.  S.  Tytus.  M.D.; 

N.  E.  Pardee,  M.ID. 

Washington/Alaska 
Regional  Medical 
Program 

Channels  9,  Seattle; 

7,  Spokane;  47,  Yakima; 
10,  Pullman 

Primarily 

for 

Physicians 

0 

Management 
Decisions 
in  Stroke 
(Part  II  of  III) 

D.  G.  Fryer.  M B.,  Ch.B.; 
J.  S.  Tytus,  M.D,; 

N.  E.  Pardee.  M.D. 

Washington/Alaska 
Regional  Medical 
Program 

Channel  9,  Seattle;  47 
Yakima 

Primarily  ' 

for 

Physicians  j 

Management 
Decisions 
in  Stroke 
(Part  III  of  III) 

D.  G.  Fryer,  M.B.,  Ch.B.; 
J.  S.  Tytus.  M.D.; 

N E.  Pardee,  M.D 

Washington/ Alaska 
Regional  Medical 
Program 

Channels  9.  Seattle; 

7,  Spokane;  47,  Yakima; 
10.  fhillman 

1 

Primarily 

for 

Physicians 
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ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Unspecified 

Three  days 

Feb.  26-28— 

9:00  a.m.  - 10:00  p.m. 

$50 

Robert  I.  Daugherty,  M.D., 
University  of  Oregon 
Medical  School,  3181  S.W.  Sam 
Jackson  Park  Road,  Portland, 
Oregon  97201 

No  limit 

Two  days 

Feb.  26,  27 
Feb.  26- 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
Feb.  27- 

Session:  9 a.m.  - 5 p.m. 

No  Charge 

Washington  State 
Tuberculosis  Association, 
1319  2nd  Ave.,  Seattle 

Unspecified 

One  and 
one-half  days 

March  13,  14 
March  13 — 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
March  14 — 

Session:  9 a.m.  - 12  noon 

To  be  determined 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

One-half  hour 

Jan.  20 — 

12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle, 
206-543-2710 

One-half  hour 

Jan.  27 — 

12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle, 
206-543-2710 

25  minutes 

Jan.  20,  7:35  a.m.;  repeat  pro- 
grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
and  10:30  p.m. 

25  minutes 

Jan.  27,  7:35  a.m.;  repeat  pro- 
grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
and  10:30  p.m. 

1 

One  hour 

Feb.  3,  7:35  a.m.  -8:30  a.m. 
The  session  wili  be  taped  and 
replayed  at  the  close  of 
broadcast  day  between 
9:30  p.m.  and  10:30  p.m. 

Call  toll-free  between 
7:35  a.m.  and  8:30  a.m. 
to  Channel  9,  Seattle, 
206-543-2000 

1 

1 

j 

1 

i 

25  minutes 

Feb.  24,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and 
close  of  broadcast  day 
between  9:30  and  10:30  p.m. 

1 

i: 

25  minutes 

March  3,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and 
close  of  broadcast  day 
between  9:30  and  10:30  p.m. 

25  minutes  March  10,  7:35  a.m.;  repeat 

programs  at  8:05  a.m.  and  close  of 
broadcast  day  between  9:30  and 
10:30  p.m. 
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continued  from  page  45 


WSMA  /sAembers  Attend 
Malpractice  Seminars 


Members  of  the  Thurston-Mason  County  Medical  Society  as  they  listen  to  repre- 
sentatives of  the  insurance  industry  describe  a 64  cent  loss  on  every  dollar  of 
professional  liability  premium  income. 


• • r/. 


4 


J 


IS. 


Eleven  Cxiunty  Medical  Societies,  by  the  first  of 
the  year,  had  participated,  with  record  physician 
turnouts,  in  the  Medical  Malpractice  Litigation 
Seminars  sponsored  by  the  WSMA  Medical  Defense 
Committee. 

Problems  surrounding  the  availability  and  cost  of 
professional  liability  insurance,  and  the  impact  the 
threat  of  malpractice  is  having  on  the  cost  and 
availability  of  physician  services  are  topics  reviewed 


by  attorneys,  representatives  of  the  insurance  indus- 
try, and  members  of  the  Defense  Committee.  Doc 
tors  are  given  tips  on  malpractice  prevention  and 
the  importance  of  informing  members  of  the  legis- 
lature, attorneys,  and  the  public  of  the  detrimental 
impact  the  current  malpractice  climate  in  this  state 
is  having  on  health  care.  Additional  seminars  are 
scheduled  for  Bellingham,  February'  2,  and  Tacoma, 
February  10,  with  seminars  also  expected  in  King 
and  other  counties  during  the  Spring. 


Scientific  Papers  and  Exhibits  for 
1970  Annual  Meeting 

.\bstracts  of  scientific  papers  that  physicians  would 
like  considered  for  the  scientific  program  at  the  1970 
NVSM.\  .\nnual  Meeting  in  Spokane  should  be  sub- 
mitted to  the  WSMA  Ontral  Office  as  early  as 
possible.  The  Scientific  Program  Committee  will  be 
developing  the  scientific  program  over  the  next  sev- 
eral months  and  early  submission  of  abstracts  is 
helpful  in  scheduling  the  general  and  specialty 
scientific  sessions.  A portion  of  the  scientific  pro- 
gram will  be  devoted  to  the  theme  “A  Practical 
.\pproach  to  Medicine.” 

The  Program  Committee  will  review  all  abstracts 
submitted  and  those  accepted  will  be  scheduled  for 
l>re.sentation  during  specialty  or  general  sessions. 
.\bstracts  should  be  mailed  to  J.  T.  Rnlon,  M.D., 
(Chairman,  W'SM.A  Scientific  Program  Committee, 

\orth  iceat  M cd icine. 


Room  lOS,  444  N.E.  Ravenna  Boulevard,  Seattle, 
Washington  9811.5. 

Application  Forms  for  Scientific  Exhibit  Space 

.\pplications  may  be  submitted  for  scientific  ex- 
hibit space  at  the  1970  Washington  State  Medical 
.•Vssociation  Annual  Meeting,  September  20-23,  at 
the  Davenport  Hotel  in  Spokane.  Exhibits  will  be 
selected  on  the  basis  of  those  providing  new  and 
useful  techniques  for  practicing  physicians.  Appli- 
cation forms  for  space  may  be  obtained  by  writing 
to  Jonathan  A.  Holloway,  M.D.,  Chairman,  WSMA 
Scientific  E.xhibits  Committee,  Room  108,  444  N.E. 
Ravenna  Boulevard,  Seattle,  Washington  981 L5. 

The  closing  date  for  the  receipt  of  completed  ap- 
plications is  April  15,  1970.  The  Scientific  Exhibit 
('ommittee  will  meet  shortly  thereafter  to  select 
exhibits  to  be  shown. 


I. 

i 

I 

I 
I 
I 

Painful 
night  leg 
o'amps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


1 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg,,  aminophyiiine  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophyiiine,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arterioscierosis  and 
static  loot  deformities.  Contraindications:  QUiNAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophyiiine  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gasfrointestinai  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/  Dienestrol  that  improves  cell  maturation  counts’'^ 

— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/Dienestrol  efficacy.’-^  AVC/ Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.’-^  AVCy  Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/ D. 


Contraindications:  Known  sensitivity  to  sulfonomides;  diag- 
nosis or  fomiliol  history  of  corcinomo  of  the  genital  tract  or 
breosts;  precorcinomotous  lesions  of  the  voglno  or  vulva;  poipa- 
ble  uterine  fibromyoma;  mammary  fibroodenomo;  depressed 
liver  function. 

Precautions/Adverse  Reoctions:  The  usual  precautions  for 
topicol  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  obsorption.  Burning,  increased  local  dis- 
comfort, skin  rosh,  uriicorio  Of  other  monifestotions  of  sulfon- 
omide  to»icity  or  sensitivity  ore  reosons  to  discontinue  treot- 
ment.  The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  coreful  diognostic  meosures  to  eliminote  the 
possibility  of  neopiosio  of  the  vulva  or  vogino.  Manifestations 
of  excessive  estrogenic  stimulotion  through  dienestrol  obsorp- 
tion moy  occur.  These  include  uterine  bleeding,  breosi  tender- 
ness, exocerbotion  of  menstruol  irregularity  end  provocation  of 
serious  bleeding  in  women  sterilized  becouse  of  endometriosis 


Endometrial  withdrawal  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  introvaginally 
once  or  twice  doily. 

Supplied:  AVC/Dienestrol  Creom'  — Four  ounce  tube  with 

ooplicotor.  AVC’  ond  ’AVC/Dienestrol  Suppositories’ — Box  of 
12  with  opplicotor. 

References:  (1)  Solerno,  L.  J.;  Ortiz,  G.,  ond  Turkel,  V.: 
Voginitis:  A Diognostic  ond  Theropeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annuol  A.M.A.  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F.  B.,  ond  Myers, 
J.  E.:  Pennsylvonio  Med.  69:44,  1966. 
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y^C/Dienestrol 

Cream  Idlenesirol  .01%,  lulfonllomlde  15.0%,  ominacrine  hydrochloride  0.2%.  ollonloin  2.0%) 

Suppositories  Idlerrestrol  0.70  mg.,  sullonilomide  1.05  Gm.,  ominocrine  hydrochloride  0.014  Gm.,  ollonloin  0.14  Gm.) 
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Idaho  Medical  Association-^o?  west  bannock  st„  Boise,  Idaho  83702 


PRESIDENT  John  M.  Ayers,  M.D.,  Moscow 

SECRETARY  J.  Gordou  Daincs,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armund  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


PRESIDENT’S  page 


JOHN  M.  AYERS,  M.D. 


You  Can  Give  Valuable  Information 


The  State  Legislature  is  starting  into  another 
session  and  undoubtedly  there  will  be  bills 
considered  that  directly  relate  to  the  practice  of 
medicine.  These  measures  will  be  carefully  studied 
by  the  Legislative  Committee  of  the  State  Medical 
Association  and  their  recommendations  will  be  trans- 
mitted to  the  Component  Societies  who  in  turn  will 
inform  their  membership.  The  individual  members 
are  then  expected  to  discuss  the  matter  with  theii 
legislators.  If  this  chain  of  communication  breaks 
down  anywhere  along  the  line  the  job  does  not  get 
done. 

In  the  past  most  physicians  have  been  willing  to 
leave  political  activities  up  to  others.  We  have  since 
learned  that  we  cannot  afford  this  luxury.  It  is  the 
duty  of  every  physician  not  only  for  the  good  of 
his  profession,  but  as  a citizen,  to  make  the  effort 
to  inform  his  legislators  of  his  opinions. 


Every  conscientious  lawmaker  welcomes  advice 
and  opinions  from  as  many  of  his  constituents  as  he 
can  get  in  order  to  fairly  represent  them.  He  will 
appreciate  the  fact  that  you  have  taken  time  and 
care  enough  to  give  him  your  opinions.  And  you 
may  be  able  to  give  him  valuable  information  in 
matters  where  you  qualify  as  an  expert.  All  phy- 
sicians must  take  their  time  and  make  the  effort 
to  communicate  effectively  to  their  legislators  if  they 
wish  to  be  fairly  represented  in  the  lawmaking 
process. 
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Appointments 

Governor  Don  Samuelson  has  appointed  Mr.  John 
L.  \'an  Orman  of  Jerome,  as  the  newest  member  of 
the  Idaho  Board  of  Health.  Mr.  \'an  Orman  suc- 
ceeds Mr.  George  M'atkins,  Idaho  Falls,  who  had 
served  on  the  Board  since  1958  and  whose  term 
expired  in  September.  Physician  members  of  the 
board  are  Carter  Beghtol,  Orofino,  and  Merrill 
J.  Sharp,  Pocatello.  T.  O.  Carver,  Boise,  is  State 
.\dministrator  of  Health. 

Richard  H.  McLaren,  Pocatello,  has  been  ap- 
pointed by  the  Intermountain  Regional  Medical 
Programs  (Salt  Lake  City)  as  Medical  Education 
Coordinator  in  Pocatello.  Coordinators  are  named 
to  relate  educational  efforts  or  other  cooperati\'e 
activities  in  a hospital  or  community  to  the  regional 
medical  program. 

Ronald  K.  Lechelt,  Idaho  Falls,  has  been  named 
acting  Director  of  the  Eastern  Idaho  Child  Develop- 
ment Center  which  will  serve  10  eastern  Idaho 
counties  offering  counselling  and  other  services  to 
parents  of  retarded  children. 

President  John  M.  Ayers,  Moscow,  has  named  four 
physicians  to  serve  as  members  of  a Special  Ad- 
visor>'  Committee  to  the  Comprehensive  State 
Health  Planning  Agency.  Members  appointed  are: 

William  R.  Tregoning,  Chairman,  President-Elect 
of  the  Idaho  Medical  Association;  J.  Gordon  Daines, 
Secretary-Treasurer;  John  M.  Ocker,  Jr.,  Chairman 
of  the  Association’s  Comprehensive  Health  Planning 
Committee,  and  Harold  W.  Hatten,  Chairman  of 
the  Ada  County  Comprehensive  Health  Planning 
Committee.  All  are  from  Boise. 

President  John  M.  Ayers,  Moscow,  has  named 
three  physicians  to  serve  as  a Special  Liaison  Com- 
mittee to  the  Idaho  Bar  Association.  Designated  to 
serve  are: 

Alexander  Barclay,  Coeur  d’Alene,  AMA  Dele- 
gate, Chairman;  Frank  W.  Crowe,  Boise,  Chairman 
of  the  IMA  Mediation  and  Public  Relations  Com- 
mittee, and  James  R.  Kircher,  Burley,  Speaker,  IMA 
House  of  Delegates. 

The  committee  will  work  with  the  attorneys  to 
consider  the  possibility  of  preparing  legislation  to 
modify  the  present  statute  of  limitations,  limiting 
liability,  elimination  of  legal  contingency  fees,  estab- 
lishment of  a statewide  medical-legal  screening 
panel  and  other  matters. 

Committee  Meetings 

The  Association’s  Industrial  Medical  Committee 
met  in  Boise  to  review  proposed  amendments  to  the 
Idaho  M’orkmen’s  Compensation  Law  and  to  make 
suggestions  in  areas  relating  to  physicians’  services. 

Conferring  with  Chairman  Quentin  W.  Mack, 


Boise,  Richard  P.  Sutton,  Burley,  and  Russell  Tigert, 
Jr.,  Soda  Springs,  were  retired  Supreme  Court 
Justice  E.  B.  Smith,  who  has  been  assigned  by  the 
Legislative  Council  to  revise  the  Idaho  Workmen’s 
Compensation  Law,  representatives  of  the  insurance 
companies  and  members  of  the  Industrial  Accident 
Board. 

Important  suggestions  made  by  the  committee 
included: 

1.  Use  of  AMA  Impairment  Guides  with  phy- 
sicians being  called  upon  to  rate  impairment  on 
basis  of  the  whole  man  only,  and  the  board  to  rate 
disability'. 

2.  Fees  need  to  be  revised.  It  was  suggested 
that  a new  relative  value  schedule  would  eliminate 
the  need  for  periodic,  piecemeal  changes. 

3.  Vocational  rehabilitation— it  was  agreed  that 
rehabilitation  should  receive  added  emphasis  and 
that  it  should  be  administered  through  the  Indus- 
trial Accident  Board. 

4.  Agricultural  and  domestic  aorkers— coverage 
favored. 

5.  Medical  director— use  of  a full  or  part-time 
medical  director  was  generally  favored  and  the 
board  expressed  interest  in  the  proposal. 

The  Public  Health  Committee  met  in  Boise  De- 
cember 4-5,  with  Chairman  Joseph  B.  Marcusen, 
Xampa;  Francis  H.  Fox,  Twin  Falls;  John  A.  Ed- 
wards, Council,  and  Arch  T.  Wigle,  Pocatello,  at- 
tending. The  Friday  session  was  devoted  to  a 
review  of  programs  and  problems  of  the  Idaho 
Department  of  Health.  Unable  to  attend  because  of 
illness  was  Wilbur  C.  Hayden,  Sandpoint. 

Under  the  Chairmanship  of  John  E.  Braddock, 
Lewiston,  members  of  the  Mental  Health  Advisory 
Committee  held  their  first  meeting  in  Boise  on 
Saturday',  December  6.  Other  members  of  the 
committee  participating  in  the  session  included: 
Dale  D.  Cornell,  Boise;  E.  E.  Gnaedinger,  Wallace; 
Kenneth  R.  Briggs,  Twin  Falls,  S.  M’ayne  Smith, 
Pocatello  and  Myrick  W Pullen,  Boise,  Director 
of  Mental  Health  Division,  Idaho  Department  of 
Health. 

Temporary  License  Granted 

Temporary  License  was  granted  in  November  to: 
Edward  M.  Tapper,  Sun  Valley.  Graduate,  Uni- 
versity of  Pittsburgh  School  of  Medicine,  Pittsburgh, 
June  10,  1961.  Internship,  Montefiore  Hospital, 
Pittsburgh,  1961-62.  General  Surgery  Residency, 
Mayo  Clinic,  Rochester,  1962-63,  U.S.  Army  1963- 
66.  Orthopedic  Surgery,  Mayo  Clinic,  Rochester, 
1966-69.  Granted  TL-439,  November  17,  1969. 
Orthopedic  Surgery. 
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Officers  Elected 

The  Shoshone  County  Medical  Society  has  elected 
new  officers  for  1969-70.  They  are:  President: 

Keith  R.  Dahlberg,  Kellogg;  Vice-President:  R.  J. 
Revelli,  Wallace,  Secretary-Treasurer;  E.  J.  Fitz- 
gerald, Wallace;  Delegate:  Ronald  K.  Panke,  Kel- 
log;  Alternate  Delegate:  Keith  R.  Dahberg,  Kellogg. 

New  officers  of  South  Central  Idaho  District 
Medical  Society  are:  President— Eugene  H.  Hol- 

singer,  Burley;  President-Elect— Elmer  M.  Wright, 
Twin  Falls;  Secretary-Treasurer— Walter  R.  Peter- 
sen, Burley;  Member-at-Large— B.  L.  Kreilkamp, 
Twin  Falls;  Delegates— C.  R.  McWilliams,  Lehman 
N.  Sterling,  Dean  H.  Affleck,  and  Glenn  A.  Hoss, 
Twin  Falls,  terms  expiring  in  1970.  Eugene  H. 
Holsinger,  Burley;  Maurice  E.  Scheel,  Wendell; 
Richard  P.  Sutton,  Burley,  terms  expiring  in  1971. 
Elmer  M.  Wright  and  Roy  O.  Shaub,  both  of  Twin 
Falls,  terms  expiring  in  1972.  Alternate  Delegates— 
C.  N.  Annest,  and  Leslie  L.  Fillmore,  Burley;  Marion 
V.  Klingler  and  Richard  E.  Short,  Gooding;  J.  H. 
Spaflord,  Richard  F.  McClure,  and  Kenneth  R. 
Briggs,  Twin  Falls. 

New  officers  of  the  Idaho  Society  of  Ophthal- 
mology for  the  coming  year  are:  President— Roy  J. 
Ellsworth,  Boise;  President-Elect— Terry  L.  Hansen, 
Pocatello;  Secretary-Treasurer— Norman  E.  Hede- 
mark,  Boise;  Delegates-at-Large— John  D.  Ross, 
Nampa,  and  Howard  E.  Adkins,  Boise. 

Edward  J.  Keifer,  Boise,  took  office  as  the  Presi- 
dent of  the  Boise  Valley  Chapter  of  the  American 
College  of  Surgeons  at  the  organization’s  37th 
session  recently  in  Boise.  Kiefer  succeeds  Leon  W. 
Nowierski  of  Boise.  A.  Scott  Earle,  Sun  Valley,  was 
chosen  President-Elect,  and  Robert  F.  Holdren, 
Boise,  was  elected  as  Secretary-Treasurer  succeeding 
Glenn  E.  Talboy.  William  R.  Tregoning,  Boise,  was 
elected  Councilor. 

The  spring  meeting  of  the  College  will  be  held 
in  Boise  on  Saturday,  May  2 with  Leonard  Rosofl, 
Los  Angeles,  Professor  of  Surgery,  University  of 
Southern  California  School  of  Medicine,  as  principal 
speaker. 

E.  V.  Simison,  Pocatello,  Dean  of  the  College  of 
Medical  Arts,  has  been  elected  as  Chairman  of  the 
Regional  Advisory  Group  of  the  Intermountain 
Regional  Medical  Program  (Salt  Lake  City). 


Meetings 

Sun  Valley,  January  17-18:  5th  Scientific  Session, 
Idaho  Heart  Association.  The  Lodge. 

Ketchum,  January  28-31:  Scientific  Session,  Sk>'- 
line  Medical  Association.  Tyrolean  Lodge. 


McCall,  March  5-7:  Winter  Clinies.  Southwest- 
ern Idaho  District  Medical  Society-Ada  County 
Medical  Society.  Shore  Lodge. 

Coeur  d’Alene,  May  1-2:  Annual  Meeting,  Idaho 
.\cademy  of  General  Practiee.  North  Shore  Motor 
Hotel. 

Sun  Valley,  July  1-5:  78th  Annual  Meeting,  Idaho 
Medical  Association  and  44th  Annual  Meeting, 
Idaho  Bar  Association. 

The  annual  meeting  of  the  Skyline  Medical  Asso- 
ciation will  be  held  January  28-31,  1970,  with 
headquarters  at  the  Tyrolean  Lodge  of  Ketchum. 
Reservations  may  be  made  directly  with  the  Lodge, 
P.O.  Box  202,  Ketchum,  83353.  Ronald  K.  Lechelt, 
9th  and  Oxford  Drive,  Idaho  Falls,  83401,  is  Secre- 
tary-Treasurer. 

The  1970  annual  Scientific  Sessions  of  the  Idaho 
Heart  Association  will  present  three  speakers  in  the 
field  of  Cardiovascular  Disease  at  Sun  Valley,  Janu- 
ary 17-18,  1970.  Willis  L.  Hubler,  Caldwell,  Session 
Chairman,  announced. 

Speakers  will  be  David  H.  Blankenhorn,  Los  An- 
geles, Professor  of  Medicine,  University  of  Southern 
California  School  of  Medicine;  Richard  Martin, 
Columbia,  Missouri,  Associate  Professor  of  Medi- 
cine, University  of  Missouri  School  of  Medicine, 
and  Laurence  K.  Groves,  Cleveland,  Department  of 
Thoracic  and  Cardiovascular  Surgery,  Cleveland 
Clinic  Foundation. 

The  meeting  is  open  to  all  interested  physicians. 
Early  reservations  are  advised. 


State  Board  of  Medicine  Section 

The  Idaho  State  Board  of  Medicine  this  month 
joined  19  other  state  licensing  agencies  in  offering, 
for  the  first  time,  a new  and  modern  written  exami- 
nation for  the  lieensing  of  persons  eligible  to  prac- 
tice medicine  and  surgery  and  osteopathic  medicine 
and  surgery  when  it  gave  the  examination  in  Boise 
on  December  10-12. 

The  examination,  prepared  under  the  direction 
of  the  Federation  of  State  Medical  Boards  of  the 
United  States,  of  which  Idaho  is  a member,  is  identi- 
fied as  the  FLEX  examination.  The  three  day  test 
devotes  one  day  each  to  Basic  Sciences,  Clinical 
Sciences,  and  Clinical  Competence. 

The  test  is  given  nationally  on  the  above  dates 
and  will  be  offered  again  on  June  16-18,  1970.  Other 
states  partieipating  in  the  examination  include  Cali- 
fornia, Utah,  Wyoming,  Montana,  New  Mexico, 
Nebraska  and  a number  of  eastern  states. 

One  candidate  took  the  Idaho  examination,  given 

continued  on  page  67 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
mu.scle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickne.ss  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP®  Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABlT  FQRMiNG  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP® Ty-Med®  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

■ WARNING-  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med*  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision, 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skii 
may  occur  at  higher  dosage  lev 
Precautions:  Administer  wi 
caution  to  patients  with  incipii 
glaucoma  or  urinary  bladder  n 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contra 
dicated  in  glaucoma,  advancer  _ 
hepatic  or  renal  disease  or  hyp -j 
sensitivity  to  any  of  theingredi 
Caution:  Federal  law  proh 
dispensing  without  prescriptic 
How  supplied:  Available  ir 
bottles  of  100  and  1000  tablet 
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BRAND  OF  phenobarbital  AND  BELLADONNA  EXTRACT  [ \ 


HAACK  LABORATORIES.  INCORPORATE! 
DIVISION  OF  LEMMON  PHARMACAL  CO>  Ah| 
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OBITUARIES 


DR.  j.wiES  o.  CROMWELL,  63,  died  August  17,  1969, 
in  Des  Moines,  Iowa.  He  was  a former  superinten- 
dent of  State  Hospital  South  at  Blackfoot.  At  the  time 
of  his  death  he  was  director  of  mental  health  for  the 
State  of  Iowa. 

Dr.  Cromwell  was  horn  August  27 , 1905,  at  Neho, 
llinois,  and  completed  his  elementary  and  secondary 
education  at  Gooding,  Idaho. 

He  received  his  bachelor  and  master  of  science 
degrees  from  the  University  of  Idaho  and  was 
awarded  his  M.D.  degree  by  the  State  University 
of  Iowa  College  of  Medicine,  Iowa  City,  in  1931. 
His  intern.ship  was  at  Gorgas  Hospital,  Ancon,  Pana- 
ma Canal  Zone.  On  October  5,  1932,  Dr  Cromwell 
received  Idaho  License  No.  M-1401  to  practice 
medicine  and  surgery  in  Idaho. 

He  served  as  superintendent  of  State  Hospital 
South  at  Blackfoot  from  1937  until  1941.  He  served 
in  the  U.S.  Army  from  1941  until  1947,  when  he 
resumed  the  post  at  Blackfoot. 

He  became  director  of  mental  health  in  Iowa  in 
1957.  His  administration  saw  a decline  in  daily 
average  populations  at  Iowa’s  mental  health  in.sti- 
tutions  from  4,800  to  about  1,200. 

Dr.  Cromwell  was  recipient  of  the  American 
P.sychiatric  Mental  Health  Service  achievement 
award  in  1954. 

DR.  PAUL  M.  osMUN,  61,  died  May  11,  1969  due 
to  tracheal  obstruction  by  regurgitated  food  shortly 
after  myocardial  infarction.  He  graduated  from  the 
McGill  University  Faculty  of  Medicine,  Montreal, 
in  1938,  and  received  his  license  in  1946.  Dr. 
Osmun  specialized  in  otolaryngology.  He  practiced 
in  Seattle. 

DR.  PAUL  IRVING  CARTER,  83,  died  May  27,  1969 
of  purulent  bronchitis  and  pneumonia.  He  gradu- 
ated from  George  Washington  University  School  of 
Medicine,  Washington,  in  1907.  Dr.  Carter  teas  a 
veteran  of  World  War  I and  11.  He  was  retired 
at  the  time  of  his  death. 

DR.  WILLIAM  FREDERICK  SIMS,  58,  of  Yakima,  Wash- 
ington, died  June  9,  1969.  Born  in  Washington,  he 
graduated  from  Northwestern  University  Medical 
School,  Chicago,  in  1938,  and  received  his  licerisc 
the  same  year.  Death  teas  cau.sed  by  myocardial 
infarction. 

DR.  iSADOR  MAYER  COHN,  75,  of  Seattle,  Washington, 
died  June  2,  1969  from  metastatic  seminoma.  Dr. 
Cohn  graduated  from  the  Univer.sity  of  Michigan 


Medical  School,  Ann  Arbor,  in  1922.  He  received 
his  license  in  1923  and  specialized  in  dermatology. 

DR.  BETRAM  OLIVER  swLNEHEART,  87,  of  Aberdeen, 
Washington,  died  June  20,  1969.  He  graduated 
from  Chicago  College  of  Medicine  and  Surgery, 
Illinois,  in  1917  and  received  his  license  in  1924. 
Death  was  due  to  arterio.sclerotic  heart  disease. 

DR.  POWELL  BOWER  LOGG.AN,  52,  died  Jiiue  9,  1969, 
of  carcinoma  of  the  pancreas.  Dr.  Loggan  graduated 
from  the  Univer.sity  of  Wisconsin  Medical  School, 
Madison,  in  1943  receiving  his  license  in  1947.  At 
the  time  of  his  death  he  teas  in  practice  in  Long- 
view, Washington. 

DR.  .AUGUSTUS  B.  DY'KM.YN,  78,  died  June  1,  1969, 
of  arteriosclerotic  heart  disease.  Dr.  Diykman  gradu- 
ated from  New  York  University  School  of  Medicine, 
New  York,  in  1914,  and  received  his  license  in  1922. 
He  was  a specialist  in  ophthalmology  and  was  a 
member  of  American  Academy  of  Ophthalmology 
and  Otolaryngology.  Dr.  Dykman  was  on  the 
clinical  faculty  of  University  of  Oregon  Medical 
School,  Portland.  He  was  a veteran  of  World  War  I. 

DR.  EDW.ARD  H.YRRi,  54,  died  May  16,  1969,  of  aspi- 
ration pneumonitis  two  and  one  half  months  after 
right  cerebral  infarction.  He  was  graduated  from 
the  University  of  Minnesota  Medical  School,  Minne- 
apolis in  1941  and  received  his  license  in  1947. 
Dr.  Harri  was  in  general  practice  at  the  time  of 
his  death.  He  was  a veteran  of  World  War  II. 

DR.  FREDERICK  TicHENOR  BURKE,  71,  died  May  30, 
1969,  of  congestive  heart  failure.  He  graduated 
from  the  St.  Louis  University  School  of  Medicine 
in  1926,  and  received  his  license  the  same  year. 
Dr.  Burke  specialized  in  cardiovascular  disease. 

DR.  HIROSHI  FURUKAWA,  50,  died  August  21,  1969, 
due  to  cardiac  arresl  following  acute  myocardial 
infarction.  He  graduated  from  University  of  Wash- 
ington School  of  Medicine,  Seattle  in  1952,  and 
received  his  license  in  1953.  Dr.  Furukawa  was  a 
veteran  of  World  War  11  and  was  awarded  the 
Bronze  Star,  Purple  Heart,  Combat  I infantry  Badge 
and  Presidential  Unit  Citation. 

DR.  H.  R.YY  HATCH,  83  Idaho  Falls,  died  April  22, 
1969.  Born  in  A.shley,  Utah,  April  20,  1886,  Dr. 
Hatch  attended  the  University  of  Utah,  a member 
of  the  first  class  to  receive  medical  certificates,  and 
received  his  M.D.  degree  from  Rush  Medical  Col- 
lege, Chicago,  in  Augwst,  1910. 

He  opened  a practice  in  Heber  City,  Utah  prior 
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io  entering  the  Army  Medical  Corps.  He  served 
until  1918  and  opened  his  practice  in  Idaho  Falls  in 
1919.  He  organized  the  Hatch  Clinic  in  1947,  with 
three  of  his  four  sons  who  are  physicians. 

He  teas  a member  of  the  Idaho  Falls  Medical 
Society,  having  served  as  president  for  two  terms, 
the  Idaho  Medical  Association  and  the  American 
Medical  Association.  He  was  elected  as  a Fellow 
of  the  American  College  of  Surgeons  in  1929. 

While  in  Heher  City,  he  served  one  term  as 
mayor. 

A member  of  the  Church  of  Jesus  Christ  of 
Latter-day  Saints,  he  held  several  church  offices, 
including  president  of  the  North  Idaho  Falls  Stake 
and  President  of  the  Idaho  Falls  LDS  Temple 
Mission. 

DR.  EDWARD  c.  GUYER,  62,  of  Seattle,  Washington, 
died  February  20,  1969.  He  was  past  chairman  of 
the  board  of  trustees  at  Doctors  Hospital  and  the 
King  County  Medical  Service  Bureau.  A World 
War  H Navy  veteran.  Dr.  Guyer  graduated  from 
Jeffer.son  Medical  College  of  Philadelphia  in  1930. 
He  received  his  license  in  1932.  Cause  of  death 
was  cerebrovascular  hemorrhage. 

DR.  CARLETOM  P.ARISH  PYN.X,  71,  of  WcSt  Linn, 
Oregon,  died  March  4,  1969,  of  carotid  stenosis 
and  generalized  atherosclerosis.  He  was  born  in 
Appleton,  Wisconsin,  and  graduated  from  the  Uni- 
versity of  Oregon  Medical  School  in  1923,  receiv- 
ing his  license  the  same  year.  A World  War  1 
veteran.  Dr.  Pynn  taught  in  the  Physiology  Depart- 
ment of  the  University  of  Oregon  Medical  School. 


He  practiced  in  Portland  until  his  retirement  in 
1964. 

DR.  AUGUST  LEO  HEINE,  87,  died  July  1,  1969,  in 
Boise.  He  was  born  October  1,  1881,  in  Hooper, 
Nebraska.  He  was  graduated  from  West  Point, 
Nebraska,  High  School  in  1898  and  received  an 
A.B.  Degree  from  St.  Joseph’s  College,  Columbus, 
Ohio,  in  1902.  He  received  his  M.D.  Degree  from 
Creighton  University  School  of  Medicine,  Omaha, 
on  May  4,  1907.  He  received  License  No.  M-621 
to  practice  medicine  and  surgery  in  Idaho  on  Octo- 
ber 6,  1911.  Dr.  Heine  limited  his  practice  in  Boise 
to  eye,  ear,  nose  and  throat,  and  maintained  his 
Idaho  licen.se  inxtil  1961.  He  was  a member  of 
the  Southwestern  Idaho  District  Medical  Society, 
the  Idaho  Medical  Association,  and  the  American 
Medical  Association. 

DR.  PAUL  FRANK,  83,  of  Eugcne,  Oregon,  died 
February  23,  1969.  Dr.  Frank  had  carcinoma  of 
the  larynx  for  which  a tracheostomy  had  been  done 
several  months  before  his  death.  Death  was  due 
to  pulmonary  aspergillosis  and  respiratory  failure. 
He  graduated  from  Medizinische  Fakultat  der 
J ulius-Maxim illiams- Universitat,  Wurzburg,  Bayern 
in  1909. 

DR.  FRED  E.  BARRETT,  73,  who  practiced  in  Gooding, 
Idaho  from  1937  until  his  retirement  in  1958,  died 
April  7,  1969,  in  San  Diego,  California.  He  gradu- 
ated from  the  University  of  Iowa  College  of  Medi- 
cine, Iowa  City  in  1923,  receiving  his  license  in 
1925.  Dr.  Barrett  served  as  mayor  of  Gooding  from 
1945-47. 


NO  PLACE  FOR  MAGICIANS 

\ou  should  avoid  being  seduced  by  the  celebrity-mongers  of  the  mass  media.  Your 
generation  rnw^t  do  better  at  solving  this  problem  than  ours  has  done. 

Those  who  have  witnessed  the  cruel  absurdities  of  the  publicity  about  heart 
tratisplants  and  much  else  that  goes  on  and  is  seen  instantly  on  TV  and  in  the  news- 
papers are  aware  of  our  national  belief  in  magic. 

Things  which  should  be  discussed  among  physicians  and  settled  by  scientific 
groups  becomes  garish  and  inaccurate  gossip  for  the  public. 

You  ivill  be  tested  by  people  coming  to  you  with  some  oft-repeated  slogan  or  a 
clipping  from  Time  or  Life  or  some  other  scientific  journal,  demanding  treatment 
which  might  be  bad  even  if  they  had  what  they  thought  they  had. 

You  should  also  avoid  the  lure  of  playing  the  magician.  We  all  must  have 
some  belief  in  magic,  but  doctors  caring  for  the  sick  must  never  let  it  beguile  them 
into  the  illwsion  that  they  are  magic. 

Williom  B.  Bean,  M.D.,  Head  of  Department  of  Internal 
Medicine,  College  of  Medicine,  State  University  of  Iowa, 
in  on  address  to  the  graduating  class,  June,  1969. 
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BOOKS 


REVIEWS 


The  Treatment  of  Burns 

By  Curtis  P.  Artz,  M.D.,  F.A.C.S.  and  John  A.  Moncrief,  M.D., 
F.A.C.S.  W.  B.  Saunders,  1968. 

The  second  edition  of  The  Treatment  of  Burns 
combines  the  knowledge  of  two  of  the  foremost 
American  authorities  on  burns.  In  the  ten  years 
since  the  original  edition,  many  new  developments 
have  changed  the  management  of  burned  patients. 
This  new  volume  has  been  rewritten  to  include 
present  day  knowledge  of  burns.  Several  new  chap- 
ters have  been  included.  The  chapter  on  the  “Pathol- 
ogy of  Burns,”  written  by  Dr.  Carl  Teplitz,  is  an 
outstanding  new  treatise  on  this  subject  and  could 
easily  stand  alone  as  an  important  work  in  burn 
research.  The  addition  of  chapters  on  “Office  Treat- 
ment of  Burns,  Nursing  Care,  and  Burns  in  Children” 
will  be  helpful  to  the  practitioner  who  cares  for  the 
burned  patient  in  his  office  or  community  hospital. 
The  large  experience  of  the  Brooke  Army  Medical 
Center  is  drawn  upon  to  interpret  the  burn  problem 
and  to  outline  the  practical  aspects  of  burn  manage- 
ment. The  authors  have  avoided  rigid  adherence  to 
a routine  for  initial  fluid  replacement  but  concen- 
trate on  the  physiology  of  the  fluid  deficit.  Likewise, 
the  problem  of  management  of  burn  wound  sepsis 
is  discussed  in  careful  detail  without  excessive  em- 
phasis on  topical  antibacterial  therapy.  The  chapters 
on  anesthesia  and  rehabilitation  written  by  guest 
authors  are  pertinent  additions  to  the  second  edition. 
An  exceptionally  helpful  chapter  deals  with  “Burns 
in  Specific  Areas”  and  includes  management  tips 
for  patients  with  burns  about  the  face,  respiratory 
tract,  bums  of  the  hands,  and  burns  of  other  areas 
often  difficult  to  manage. 

This  important  book  is  essential  reading  for  all 
physicians  who  care  for  burned  patients.  Although 
it  is  relatively  short  and  concise,  it  is  an  exception- 
ally authoritative  discussion  of  the  burn  problem. 
The  book  is  well  organized,  has  ample  illustrations, 
and  is  attractively  printed. 

ROLAND  FOLSE,  M.D. 

Endocrine  and  Genetic  Diseases  of  Childhood 

Edited  by  Lytf  I.  Gardner,  M.D.,  Professor  of  Pediatrics, 
State  University  of  New  York,  Upstate  Medical  Center,  Syracuse 
New  York.  1072  pp.  Illustrated.  Price  $34.00.  W.  B.  Saunders 
Company,  Philadelphia,  Pa.  1969. 

Pediatric  endocrinology,  always  a gifted  and  pre- 
cocious child  among  the  pediatric  subspecialties. 


has  suffered  a stormy  adolesence  during  the  last 
decade  and  a half.  Dressed  in  the  fresh  raiments 
of  the  new  clinical  biochemistry,  cytogenetics  and 
radioimmunoassay,  an  otherwise  mysterious,  unruly 
and  inconsistent  subject  appears  to  be  maturing 
into  a stylish  but  responsible  scientific  adulthood. 

Thanks  to  the  efforts  of  Lytt  Gardner  and  57  con- 
tributing authors,  this  new  book  is  loaded  with 
excellent  photographs  of  patient  material,  clear  and 
concise  line  illustrations  of  normal  and  morbid  ana- 
tomy and  useful  differential  biochemical  tables  of 
laboratory  values.  The  topography  of  the  text  is 
at  once  scholarly  and  practical. 

The  context  unfolds  organically  as  does  the  tem- 
poral course  of  the  life  cycle,  opening  with  embry- 
onic and  fetal  growth  and  proceeding  to  and 
through  the  endocrinologic  events  of  adolesence. 

Authoritative  sections  on  the  classical  endocrin- 
ologic syndromes  have  been  written  with  a deepen- 
ing perspective  arising  out  of  a clearer  understand- 
ing of  the  underlying  biochemical  and  physiological 
derangements. 

Important  developing  areas  include  the  new  hor- 
mone thyrocalcitonin,  catechol  metabolism  in  such 
clinically  relevant  problems  as  the  neuroendocrine 
tumors  and  iatrogenic  thyroid  disease.  This  may 
be  the  first  pediatric  text  in  which  a section  is 
devoted  to  the  increasingly  common  iatrogenic  dis- 
eases. The  nature  of  chromosomal  aberrations,  their 
clinical  import  and  application  to  day  to  day  prob- 
lems, as  written  is  a joy  to  behold! 

The  human  equation  has  not  been  lost  to  the 
biochemistry.  Chapters  are  devoted  to  the  trouble- 
some problem  of  obesity  in  children,  maternal  depri- 
vation and  the  impact  of  abnormal  growth  and 
sexual  differentiation  on  the  developing  psyche.  An 
approach  to  counseling  the  parents  of  a child  with 
a serious  genetic  disorder  is  also  provided. 

This  text  is  worth  a dozen  post-graduate  courses 
and  the  physician  who  is  pondering  a “funny  kid” 
may  see  him  as  he  pages  through  this  wealth  of 
material.  Pursuing  the  unusual  case  further,  he  will 
find  the  chapter  bibliographies  selective  but  ade- 
quate. 

Endocrine  and  Genetic  Diseases  of  Childhood 
will  join  the  standard  works  of  medicine.  A must 
for  the  physician  caring  for  children,  paramedical 
personnel  such  as  clinical  psychologists  and  social 
workers  will  also  benefit  from  exposure  to  the 
ideas  contained  in  the  relevant  sections. 

Finally,  a balanced  review  must  have  some  criti- 
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cism.  This  ma\  he  put  in  the  form  of  a prediction. 
W'itli  the  present  information  e.xplosion  I doubt 
that  both  the  fields  of  pediatric  endocrinology,  pre- 
sented in  depth  so  beautifully  here,  and  the  non- 
endocrine  genetic  diseases,  given  rather  limited 
space,  can  ever  again  come  under  the  same  cover 
and  be  appropriately  treated. 

This  te.xt  deserves  a special  place  in  your  library 
—one  that  is  within  easy  reach. 

ROBERT  A.  CAMPBELL,  M.D. 

The  General  Practice  of  Community  Psychiatry 

By  Ralph  Crawshaw,  M.D.  248  pp.  Price  $8.75.  The  Benja- 
min Rush  Foundation,  Beaverton,  Oregon.  1969. 

The  General  Practice  of  Community  Psychiatry 
by  Ralph  Crawshaw,  M.D.,  is  a very  personally 
written,  provocative  and  controversial  study  of  a 
ps\chiatrist’s  decision  between  “two  kinds  of  psy- 
chiatry, clinical  and  political”.  He  states,  “for  com- 
munit\-  psychiatry  is  the  confused  mLxture  of  the 
two  and  is  involving  the  medical  profession  in  a 
war  not  of  its  own  choosing.”  Indeed  this  conflict 
seems  of  increasing  concern  to  all  branches  of  medi- 
cine. 

Dr.  Crawshaw  gives  a very  practical  and  mean- 
ingful account  of  his  challenge  in  setting  up  a com- 
munity psychiatric  clinic  over  a 5 year  span  in  a 
county  of  100,000  close  to  Portland,  Oregon.  Out- 
lined from  his  e.xperiences  are  requirements  and 
qualifications  for  being  a director  of  such  a seiA’ice, 
staff  requirements,  services  rendered  and  techniques 
used.  This  book  is  not  written  as  a comprehensive 
te.xt  book,  but  is  “a  chronicle  of  blows  against  the 
dragon  of  community  mental  illness.”  A section  on 
how  communication  was  directed  to  the  general 
public,  the  paraprofessional,  the  general  practitioner, 
to  board  members,  to  the  staff,  and  to  the  profes- 
sions is  crystalized  by  selections  from  papers  and 
addresses.  As  can  be  imagined,  the  scope  is  over- 
whelming. 

Concluding  the  rich  experience  is  a section  on 
Reflections  of  a Director  on  Resigning  from  a Small 
Mental  Health  Clinic.  This  describes  the  idealism 
in  starting  out  with  a new  challenge  and  finding 
efforts  rewarding  though  also  dashed  by  the  rocks 
of  reality.  The  basic  message  is  best  quoted  directly 
from  the  book. 

“The  clinical  psychiatrist  should  be  trained 
to  recognize  his  lack  of  omniscience,  limit- 
ing himself  to  diagnosis  and  recommenda- 
tions. Decisions  and  implementation  should 
be  left  to  the  political  community. 

I deplore  political  psychiatry.  .\11  the  mes- 
merizing malarky  about  treating  political 
groups,  masses  and  populations  has  no 
place  in  the  professional  life  of  a physician 
sworn  to  approach  all  patients,  and  each 


patient  with  equal  dignity  and  singleness 
of  duty.  There  are  honorable  psychiatrists 
conducting  effective  mental  health  pro- 
grams between  public  apathy  and  political 
demagoguery”  . . . “but  the  pressure  to 
settle  for  less  than  adequate  service,  for  a 
veneer  of  professional  service,  is  strong, 
possibly  overwhelming.” 

It  would  seem  that  the  author  has  entered  the 
practice  of  community  psychiatry  adhering  to  the 
tradition  of  one  to  one  doctor-patient  relationship 
and  leaves  the  same  way  5 years  later.  Many  of 
those  practicing  community  psychiatr>-  would  use 
the  more  open  model  of  evaluation  and  w’ould  view 
his  contribution  with  more  acclaim  and  satisfaction 
than  Dr.  Crawshaw  appears  to.  This  is  a well  writ- 
ten book  and  has  a wealth  of  applied  material  both 
for  those  considering  and  for  those  being  on  the 
firing  line  in  community  health,  where  controversy 
and  challenge  prevail. 

-XUSTIX  M.  C.XSE,  M.D. 

Pain  and  the  Neurosurgeon: 

A Forty-Year  Experience 

By  James  C.  White,  M.D.,  F.A.C.S.,  Former  Chief  of  Neuro- 
surgical Service,  Massachusetts  General  Hospital,  Professor  of 
Surgery,  Emeritus,  Harvard  Medical  School;  and  William  H. 
Sweet,  M.D.,  D.  Sc.,  F.A.C.S.,  Chief  of  Neurosurgical  Service, 
Massachusetts  General  Hospital,  Professor  of  Surgery,  Harvard 
Medical  School.  1000  pp.  Illustrated.  Price  $37.00.  Charles  C 
Thomas,  Springfield,  III.  1969. 

This  book  represents  an  analysis  of  forty  years 
of  experience  with  the  treatment  of  pain.  The 
authors  have  not  only  documented  their  cases,  but 
have  reviewed  them  in  reference  to  the  e.xperience 
of  others  with  specific  areas  of  pain  management. 
This  approach  has  allowed  a summation  of  opinion 
and  through  the  use  of  italicized  inserts  emphasis 
is  placed  on  the  element  of  judgment  required  in 
the  personal  management  of  difficult  pain  problems. 
The  latter  is  a humble  attempt  to  add  that  third 
dimension  to  clinical  writing  epitomized  by  bedside 
teaching  of  the  art  of  medicine.  This  is  seldom  found 
in  a reference  w'ork  and  should  establish  this  publi- 
cation as  a milestone  on  the  subject. 

Pain  And  The  Xeitrosurgeon  is  not  a new’  addi- 
tion, but  a sequel  to  the  author’s  1955  book  by  the 
same  publisher.  Pain:  Its  Mechanism  and  Xeuro- 
surgical  Control.  The  two  volumes  go  together, 
particularly  complimenting  one  another  on  items  of 
operative  techniques. 

The  size  of  the  book  (1,000  pages)  is  awesome  and 
it  is  not  intended  for  light  reading.  It  is  arranged 
to  be  a ready  reference  for  the  busy  practitioner  on 
specific  problems  and,  with  the  student  in  mind, 
is  divided  into  two  distinct  parts;  treatment  of 

continued  on  page  62 
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specific  painful  conditions,  and  operative  techniques 

Style  of  the  book  lends  itself  to  easy  reading  and 
illustrations  are  specifically  complimentaiy  to  the 
written  text.  The  title  can  be  interpreted  as  some- 
what restricting  its  audience,  but  this  should  not 
be  the  case.  The  book  is  a broad  and  welcome 
addition  to  the  general  medical  library,  particularly 
for  those  who  are  faced  with  the  clinical  manage- 
ment problems  of  the  intractable  pain  patient. 

LOWELL  E.  WHITE,  JR.,  M.D. 

Diagnosis  and  Management 
of  Pain  Syndromes 

2nd  Ed.  by  Bernard  E.  Finneson,  M.D.,  F.A.C.S.  Chief  of 
Neurosurgical  Surgery,  Crozer-Chester  Medical  Center,  Chester, 
Sacred  Heart  Hospital,  Chester,  Taylor  Hospital,  Ridley  Park, 
Pa.  337  pp.  Illustrated.  Price  $12.50.  W.  B.  Saunders  Com- 
pany, Philadelphia,  Pa.  1969. 

The  second  edition  of  Dr.  Finneson’s  book  consists 
of  fourteen  chapters.  The  first  two  are  devoted  to 
pain  mechanisms  and  pathways  and  psychologic 
aspects  of  pain.  The  next  three  describe  techniques 
in  managing  pain,  including  analgesics,  nerve  blocks 
and  orthopedic  procedures,  while  the  last  nine  deal 
with  pain  syndromes.  These  nine  chapters  are  de- 
voted to  the  following  topics:  headache,  facial  pain, 
neck  pain  and  cervicobrachial  neuralgia,  low  back 
pain  and  sciatica,  visceral  pain  of  the  chest  and 
abdomen,  pain  of  peripheral  vascular  disease,  auto- 
nomic reflex  pain,  nerve  compression  syndromes  and 
other  neuralgias,  and  cancer  pain.  The  chapter  on 
analgesics  was  written  by  a well-known  pharma- 
cologist, Arthur  Grollman,  while  The  Management 
of  Musculoskeletal  Pain  was  written  by  Martin 
Meltzer.  The  other  sections  are  based  on  the  per- 
sonal experience  of  the  author. 

In  the  words  of  the  author,  the  objective  of  the 
book  is  “to  provide  a practical  and  useful  guide  to 
management  of  the  pain  problems  commonly  en- 
countered in  practice.”  I believe  the  author  has 
achieved  this  to  a reasonable  degree  and  the  book 
should  be  useful  to  general  practitioners  and  other 
physicians  who  do  not  have  a special  interest  or 
devote  a major  portion  of  their  time  to  managing 
patients  with  chronic  pain.  The  material  in  the 
first  four  chapters  is  presented  in  traditional  man- 
ner, except  it  lacks  data  and,  more  importantly, 
bibliographies  which  could  be  used  as  a source  of 
reference  by  the  reader.  The  chapters  on  pain 
syndrome  contain  a brief  discussion  of  etiology, 
symptomatolog)',  diagnosis  and  treatment.  Emphasis 
is  placed  on  the  use  of  nerve  blocks,  neurosurgical 
operations  and  orthopedic  procedures.  One  of  the 
best  features  of  the  book  is  the  large  number  of 
excellent  illustrations  developed  by  the  author’s 


wife.  It  is  apparent  that  many  of  them  have  been 
copied  from  standard  textbooks,  but  unfortunately 
no  credit  is  given— a cardinal  sin  in  scientific  writing. 
The  quality  of  the  type  style  and  paper  and  the 
format  of  the  book  is  of  the  high  caliber  character- 
istic of  the  W.  B.  Saunders  Company. 

JOHN  J.  BONICA,  M.D. 

Practical  Evaluation  of  the  Electrocardiogram; 
A Synopsis  of  Differential  Diagnosis 

By  R.  Schroeder,  M.D.  and  H.  Suedhoff,  M.D.  104  pp.  Price 
$19.75.  Charles  C Thomas,  Springfield,  III.  1969. 

The  above  entitled  book  by  Schroeder  and  Sued- 
hoff is  not  one  I would  recommend  for  use  at  any 
level  in  this  country. 

Misleading  statements  in  the  Translator’s  Preface, 
such  as,  this  book  is  unique  because  it  is  not  disease 
organized  as  most  electrocardiographic  texts  are,  is 
just  not  true.  None  of  the  leading  texts  are  or- 
ganized as  indicated  above. 

The  content  of  the  book  can  be  found  in  any 
routine  text.  The  text  promotes  memorization  rather 
than  understanding  and  uses  some  terms  generally 
not  used  in  this  country  today. 

A final  inconvenient  aspect  of  the  book  is  a 
separate  compendium  of  actual  electrocardiographic 
tracings,  which  make  it  necessary  to  switch  back 
and  forth  from  the  text  to  the  illustrations. 

In  summary,  the  preface  misrepresents  this  book 
as  having  a unique  presentation.  The  general  con- 
tent is  standard  but  presented  with  confusing  termi- 
nology, and  the  book  and  illustrations  are  not  handy 
to  use. 

J.  R.  BLACKMON,  M.D. 

Doctor  Carl  J.  Hoffman, 

Physician  and  Surgeon 

By  Fort  Vancouver  Historical  Society,  71  pp.  Price  $2.00. 
Special  Honorary  Number  Volume  10  1969. 

This  is  a well  illustrated  anecdotal  stor>'  of  the 
life  of  Carl  J.  Hoffman,  M.D.,  (WSMA  Outstanding 
Ceneral  Practitioner  of  1949).  It  illustrates  how  a 
small  town  physician  may  keep  up  with  medical 
progress  through  attending  medical  meetings  in  a 
medical  center  such  as  Portland  and  by  utilizing  his 
vacations  for  attendance  at  national  meetings.  Dr. 
Hoffman  believes  in  giving  his  patients  service  and 
being  involved  in  the  life  of  his  community.  As 
Health  Officer,  he  was  active  in  the  control  of  con- 
tagious diseases  and  in  promoting  modern  water  and 
sewer  sanitation.  Realizing  the  importance  of  edu- 
cation, Dr.  Hoffman  was  an  active  member  of  the 
sehool  board  for  many  years.  Dr.  Hoffman  is  one 
of  the  few  living  fortunates  who  have  the  oppor- 
tunity to  read  a laudatory  biography  of  himself. 

K.  K.  SHERWOOD,  M.D. 
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RECEIVED 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

Doctors  on  Horseback:  Pioneers  of  American  Medicine. 
(Unabridgeti,  republication  of  the  first  [1937]  edition).  By 
James  Thomas  Flexner.  320  pp.  Illustrated.  (Paperback) 
Price  $2.50.  Dover  Publications.  Inc.,  New  York.  1969. 

Bacterial  Episomes  and  Plasmids.  A Ciba  Foundation 
Symposium.  By  G.  E.  W.  Wolstenholme  and  Maeve  O’Con- 
nor. 268  pp.  Illustrated.  Price  $12.50.  Little.  Brown  and 
Company,  Boston. 

Circulatory  and  Respiratory  Mass  Transport:  A Ciba 

Foundation  Symposium.  By  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  310  pp.  Illustrated.  Price  $12.50.  Little. 
Brown  and  Company,  Boston.  1969. 

Arthritis  and  Physical  Medicine.  By  Sidney  Licht,  M.D. 
521  pp.  Illustrated.  Price  $14.00.  Elizabeth  Licht,  Pub- 
lisher. New  Haven,  Connecticut.  1969. 

Trauma  to  the  Thorax  and  Abdomen.  By  J.  D.  Martin, 
Jr.,  M.D.,  C.  Doyle  Haynes,  M.D.,  Charles  R.  Hatcher,  Jr., 
M.D.,  Robert  B.  Smith,  III,  M.D.  and  H.  Harlan  Stone,  M.D. 
566  pp.  Illustrated.  Price  $25.50.  Charles  C Thomas. 
Springfield,  Illinois.  1969. 

A Doctor  Discusses  Narcotics  and  Drug  Addiction.  By 
Louis  Relin  in  consultation  with  Robert  L.  Sharoff,  M.D., 
Associate  Professor  of  Psychiatry,  New  York  Medical 
College;  Former  Director  of  the  Narcotic  Addiction  Serv- 
ice, Metropolitan  Hospital,  New  York  City.  90  pp.  Illus- 
trated. Price*  $1.75.  Budlong  Press  Company,  Chicago. 
Illinois.  1969. 

A Doctor’s  Sensible  Approach  to  Alcohol  and  Alcoholism. 
By  Gene  Mariken,  B.A.,  in  consultation  with  Eugene 
Scheimann,  M.D.,  Staff,  American  Hospital,  Chicago; 
Member,  A.M.A.,  Chicago  Medical  Society,  Illinois  State 
Medical  Association;  Consultant,  Illinois  Central  Railroad; 
Listed,  Who  Is  Important  in  Medicine,  Who’s  Who  in  the* 
World;  Published,  A.M.A.  Journal,  Psychoanalytic  Review, 
others.  97  pp.  Illustrated.  Price  $1.75.  Budlong  Press 
Company,  Chicago,  Illinois.  1969. 

Brain  Tumor  Scanning  with  Radioisotopes.  By  Louis 
Bakay,  M.D.,  F.A.C.S.,  Professor  of  Surgery  (Neuro- 
surgery) and  Head  Division  of  Neurosurgery,  State  Uni- 
versity of  Ne*w  York  at  Buffalo  Medical  School,  Buffalo, 
New  York;  and  David  M.  Klein,  M.D.,  F.A.C.S.,  Associate 
Professor  of  Surgery  (Neurosurgery)  Division  of  Neuro- 
surgery, State  University  of  New  York  at  Buffalo  Medical 
School,  Buffalo,  New  York.  217  pp.  Illustrated.  Price 
$19,50.  Charles  C Thomas,  Springfield,  111.  1969. 

The  Physics  of  Radiology.  3rd  Ed.  By  Harold  Elford 
Johns,  Ph.D.,  F.R.S.C.,  LL.D.  Professor  and  Head  of  the 
Department  of  Medical  Biophysics,  Professor  of  Physics, 
University  of  Toronto;  Head,  Physics  Division,  Ontario 
Cancer  Institute,  Toronto,  Canada;  and  John  Robert  Cun- 
ningham, B.Eng.,  M.Sc.,  Ph.D.  Senior  Clinical  Physicist, 
Ontario  Cancer  Institute;  Assistant  Professor,  Department 
of  Medical  Biophysics,  University  of  Toronto.  800  pp. 
Illustrated.  Price  $24.75.  Charles  C Thomas.  Springfield. 
111.  1969. 

Extracorporeal  Circulation  for  Open-Heart  Surgery: 
Pathology,  Apparatus  and  Methods  Including  the  Special 
Techniques  of  Hypothermia  and  Hyperbaric  Oxygenation. 


By  E.  Converse  Pe*irce  II,  M.D.,  Director,  Daniel  C.  Elkin 
Memorial  Surgical  Research  Laboratory,  Professor  of 
Surgery,  Associate  Professor  of  Physiology,  Emory  Uni- 
versity School  of  Medicine,  Atlanta,  Georgia.  117  pp 
Illustrated.  Price  $9.50.  Charles  C Thomas.  Springfield. 
111.  1969. 

Textbook  of  Pediatrics.  (Ninth  Edition)  by  Waldo  E. 
Nelson,  M.D.,  D.Sc.  (Hon.),  Professor  of  Pediatrics,  Wo- 
man’s Medical  College  of  Pennsylvania  and  Temple  Uni- 
versity School  of  Medicine;  Attending  Pediatrician,  St. 
Christopher’s  Hospital  for  Children,  Philadelphia;  and 
Associate  Editors  Victor  C.  Vaughan,  III,  M.D.,  Phila- 
delphia; and  R.  James  McKay,  M.D.,  Burlington.  1589  pp. 
Illustrated.  Price  $23.25.  W.  B.  SaundcTS  Company.  Phila- 
delphia, Pa.  1969. 

Cranial  and  Intracranial  Suppuration.  By  E.  S.  Gurdjian, 
M.D.,  Professor  and  Chairman,  Department  of  Neuro- 
surgery, Wayne  State  University  School  of  Medicine, 
Detroit,  Michigan.  117  pp.  Illustrated.  Price  $11.50. 
Charles  C Thomas,  Springfield,  111.  1969. 

The  Microcirculation:  A Symposium.  By  William  L.  Win- 
ters, Jr.,  M.D.,  Te*mple  University  School  of  Medicine, 
Philadelphia,  Pa.;  and  Albert  N.  Brest,  M.D,,  Hahnemann 
Medical  College  and  Hospital,  Philadelphia,  Pa.  195  pp. 
Illustrated.  Price  $16.75.  Charles  C ’Thomas,  Springfield. 
111.  1969. 

Collateral  Circulation  in  Clinical  Surgery.  By  D.  E. 
Strandness,  Jr.,  M.D.,  Chief,  Peripheral  Vascular  Service*, 
Veterans  Administration  Hospital,  Seattle,  Washington, 
Associate  Professor  of  Surgery,  University  of  Washington, 
School  of  Medicine,  Seattle,  Washington.  633  pp.  Illus- 
trated. Price  $18.50.  W.  B.  Saunders  Company,  Phila- 
delphia, Pa.  1969. 

Microneurosurgery.  By  Robert  W.  Rand,  Ph.D.,  M.D., 
Professor  of  Neurological  Surgery,  University  of  California 
School  of  Medicine,  Los  Angeles,  California.  224  pp. 
Illustrated.  Price  $25.00.  The  C V.  Mosby  Company. 
Saint  Louis.  1969. 

Roentgen  Diagnosis  of  Rheumatoid  Arthritis.  By  David 

L.  Berens,  M.D.,  Clinical  Associate  in  Radiology,  Buffalo 
Ge*neral  Hospital.  Assistant  Clinical  Professor  in  Radiology, 
State  University  of  New  York  at  Buffalo,  Chief  of  Ra- 
diology, St.  Joseph  Intercommunity  Hospital,  Buffalo,  New 
York;  and  Ru-Kan  Lin,  M.D.,  Clinical  Associate  in  Radi- 
ology, Buffalo  General  Hospital,  Assistant  Clinical  Pro- 
fessor in  Radiology,  State  University  of  New  York  at 
Buffalo,  Chief  of  Radiology,  Lafayette  General  Hospital, 
Buffalo,  New  York.  337  pp.  Illustrated.  Price  $25.50. 
Charles  C Thomas,  Springfield,  111.  1969. 

The  New  Management  of  Stable  Adult  Diabetes;  A Com- 
pendium of  Recent  Research  Findings,  New  Metabolic 
Insights,  and  Improved  Clinical  Management.  By  Charles 
Weller,  M.D.,  F.A.C.P.  Director  of  Metabolic  Research 
Unit  and  Diabetic  Clinic,  Grasslands  Hospital,  Valhalla, 
New  York;  Chief,  Diabetic  Clinic,  New  Rochelle  Hospital, 
New  Rochelle,  New  York.  162  pp.  Illustrated.  Price  $6.75. 
Charles  C Thomas,  Springfield,  111.  1969. 

Arteries  and  Veins  of  the  Human  Brain.  By  Roger  B. 
Stephens,  Ph.D.,  M.D.  Stanford  University,  School  of 
Medicine,  Stanford,  California;  and  Donald  L.  Stilwell, 

M. D.,  Associate  Professor  of  Anatomy,  Stanford  Univer- 
sity, School  of  Medicine,  Stanford,  California.  181  pp. 
Illustrated.  Price  $21.00.  Charles  C Thomas.  Springfield, 
111.  1969. 

Practical  Evaluation  of  the  Electrocardiogram:  A Synopsis 
of  Differential  Diagnosis.  3rd  Ed.  By  R.  Schroeder,  M.D.; 
and  H.  Suedhof,  M.D.  Translated  by  William  H.  Wehr- 
macher,  M.D.,  Chicago,  111.  104  pp.  Illustrated.  Price 

$19.75.  Charles  C Thomas.  Springfield,  111.  1969. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,300,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6171. 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D.. 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible. 
95  man  clinic  of  specialists  associated  with  250-bed  hospital, 
10  man  department.  Starting  income  $22,800  to  $24,000 
per  annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000.  Norman  W.  Frink,  M.D.,  The  Perma- 
nente Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


UROLOGIST— The  100  physician  Permanente  Clinic  seeks 
a board  certified  or  board  eligible  urologist.  Starting  in- 
come $30,000.  Partnership  afteT  two  years  if  mutually 
satisfactory.  Fringe  benefits.  Luis  Halpert,  M.D.,  Chief 
of  Urology,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


GENERAL  PRACTITIONER  NEEDED-Excellent  opportunity 
for  two  general  practitioners  to  develop  rewarding  prac- 
tices in  an  expanding  progressive  community  of  6,000 
servicing  a population  of  14,000.  Several  types  of  group 
association  and  off  time  coverage  available.  Located  in 
the  heart  of  beautiful  Puget  Sound  country.  Mild  year 
round  climate  offers  best  in  hunting,  fishing,  boating, 
water  sports,  snow  skiing  and  mountain  climbing.  Cur- 
rently 6 physicians  greatly  overloaded.  New  2>2  million 
dollar  56-bed  general  hospital  opened  October  1968.  Sub- 
stantial income  supplement  including  first  year  guarantee 
plus  other  assistance  designed  to  ease  transition,  available 
to  selected  physicians.  Reply  in  confidence  to  J.  B.  Stentz, 
Shelton  General  Hospital  Foundation,  P.O.  Box  444,  Shel- 
ton, Wa.  98584. 


DIRECTOR  OF  MEDICAL  EDUCATION-A  500-bed  modern 
accredited  private  hospital  in  Portland,  Oregon  has  an 
excellent  opportunity  for  a board  certified  internist  as 
head  of  the  Medical  Education  Department.  The  position 
includes  teaching  in  the  medical  residence  program  as 
well  as  administration  of  the  department.  Affiliation  with 
the  University  of  Oregon  Medical  School  is  available. 
Salary  is  in  the  $30,000  range  with  other  employee  bene- 
fits. Submit  credentials  to:  John  Roddy,  M.D.,  Dept,  of 
Radiology,  Providence  Hospital.  700  N.E.  47th  Ave.,  Port- 
land, Ore.  97213. 


PHYSICIAN  FOR  STUDENT  HEALTH  SERVICE-Central  Wash- 
ington State  College,  Ellensburg.  Temporary  or  perma- 
nent. Call  Dr.  Behrman,  (509)  963-1881,  collect. 


EMERGENCY  SURGERY  OPPORTUNITY-Physicians  to  staff 
emergency  department  of  a 500-bed  general  hospital  lo- 
cated in  a quiet  residential  area  adjacent  to  a modern 


professional  facility.  Salary  in  the  $24,000  range.  Excel- 
lent employee  benefit  program.  Must  be  licensed  in  the 
State  of  Oregon.  Submit  Credentials  to : Coordinator  of 
Medical  Services,  Providence  Hospital.  700  N.E.  47th  Ave., 
Portland,  Ore.  97213. 


GP,  INTERNIST,  OB-GYN,  PEDIATRICIAN— Wanted  to  associate 
with  established  M.D.,  in  Med-Dental  Center.  Service  area 
of  20,000  now.  Rapidly  growing  community  20  miles  east 
of  Seattle.  Write  Box  1-B,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wa.  98121. 


GP  WITH  SURGICAL  EXPERIENCE  NEEDED— Why  battle  the 
smog,  fog,  traffic  and  urban  problems  when  you  can  live 
and  practice  in  a modern  well  equipped  clinic  with  a 
modern  new  hospital  asociated  with  it  and  congenial  cir- 
cumstances. The  benefits  are  excellent.  Higher  salary 
than  average  with  opportunity  for  partnership.  Keough 
Plan,  automobile  insurance.  Two  week  ends  off  in  three, 
on  call  every  third  night.  Your  children  may  go  to  an 
excellent  school.  Please  call  collect  (206)  496-5145,  or 
write  Brandt  Bede,  M.D.,  or  J Arnold  Wark,  M.D.,  Mor- 
ton Medical  Center,  Box  128,  Morton,  Wa.  98356. 


SITUATION  WANTED 


CARDIOLOGIST-INTERNIST— Military  service  completed  seeks 
position  in  the  Seattle-Tacoma  area.  Training  includes 
ecu,  cardiac  cath.,  pediatric  cardiology  and  research  ex- 
perience in  addition  to  a year  as  chief  resident  in 
medicine.  All  training  has  been  at  a major  New  York  City 
medical  school.  Send  inquiries  to  Box  45-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


OFFICE  SPACE 


OFFICE  SPACE— of  1,850  sq.  ft.  available,  ground  level.  New 
medical  duplex,  in  attractive  location  of  S.  Renton  area. 
Close  to  New  Valley  General  Hospital.  PA  5-6263. 


OFFICE  FOR  RENT— Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
11th,  East  Wenatchee,  Wa.  98801. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-FuHy  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE— Bor  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle.  Wa.,  98121. 


OFFICE  SPACE  AVAILABLE— In  Med-Dental  Center,  Red- 
mond, Wa.  Interior  will  be  finished  to  suit  tennant.  Serv- 
ice area  20,000,  increasing  rapidly.  Contact  Mr.  Gordon 
Fitzgerald,  8359-164th  N.E.,  Redmond,  Wa.  98052. 

WILL  BUILD  TO  SUIT,  °r  sub-divide  any  part  of  9,100  sq.  ft. 
New  building,  air  conditioned,  convenient  location,  im- 
mediate occupancy,  high  growth  area.  Alderwood  Realty 
Company,  19425  - 44th  Avenue  W.,  Lynnwood,  Wa.  98036, 
phone  206  774-5171. 


EQUIPMENT 


PICKER  X-RAY  MACHINE-200  complete  with  tilt  table,  etc. 
Excellent  condition.  Call  Seattle  collect  Picker  Co.,  Mr. 
James  Atkins  (206)  MA  3-2573  or  Litton  Co..  Mr.  Morris 
Snyder  (206)  EA  5-0791. 
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Meetings  OF  MEDICAL  SOCIETIES 


American  College  of  Surgeons— Sec- 
tional Meeting,  Feb.  2-4,  1970,  Hil- 
ton Hotel,  Portland,  Ore. 


.A.MA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


.AM.A  Clinical — Nov.  29-Dec.  2,  1970, 

Boston;  Dec.  1-4,  1974,  Portland, 
Ore. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association— Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


Idaho  Academy  of  General  Practice, 
Annual  Meeting,  May  1-2,  1970, 

North  Shore  Motel,  Coeur  d’Alene. 
Pres.,  Fred  E.  Marienau,  Idaho 


OREGON 


-Academy  of  General  Practice,  May  6- 
7-8,  1970,  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 
Pres.,  Laurel  G.  Case,  Medford 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan.-Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Richard  A.  Hodgson,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association — 2nd 
Fri.  (Feb.,  Apr.,  Oct.,  Dec.),  Port- 
land. 

Pres.,  John  L.  Lang.  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan. 
through  May).  Heathman,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  June,  July, 
Aug.)  Portland. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.  Medical  Society  Building, 
Portland. 

Pres.,  Glenn  C.  Lembert,  Vancou- 
ver, Wash. 

Sec.,  Donald  F.  Kelly,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society— 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  9,  1970. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.). 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Fri. 

(Sept.-May),  Arctic  Club. 

Pres.,  John  Sterner,  Seattle 
Sec.,  Janice  Nielsen,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
23-24,  Olympic  Hotel,  Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Annual  Meeting,  April  4,  1970. 
Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine—4th  Tues.  Ceccanti’s  Res- 
taurant. Annual  Meeting,  March  7, 
1970,  Tacoma,  Washington. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  Academy  of  General  Prac- 
tice— .Vnnual  Scientific  Assembly, 
May  14-16,  1970,  Cascadian  Hotel, 
Wenatchee. 

Pres..  Richard  H.  Ganz.  Spokane 
Sec.-Treas.,  William  A.  Ehlers. 
Lacey 


W’ashington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres..  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


W'ashington  State  Society  of  Allergy — 
Northwest  Allergy  Forum,  May 
1970. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anes- 
thesiologists— Quarterly.  Seattle. 
Pres.,  Richard  L.  Pokorny,  Spokane 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May), 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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continued  from  page  55 

under  the  supervision  of  the  Board  of  Medicine 
staE  in  Boise. 

The  next  regular  meeting  of  the  Board  of  Medi- 
cine will  be  held  in  Boise,  January  12-14,  1970,  for 
the  purpose  of  conducting  board  business  including 
licensure  of  physicians  to  practice  medicine  and 
surgery  and  osteopathic  medicine  and  surgery,  con- 
sideration of  new  rules  and  regulations,  registration 
of  physical  therapists  and  other  matters. 

Members  of  the  Board  are:  Robert  E.  Lloyd, 
Boise,  Chairman;  Orland  B.  Scott,  Kellogg,  Vice- 
Chairman;  G.  Curtis  Waid,  Idaho  Falls;  Dan  E. 
Stipe,  Lewiston;  Fred  H.  Helpenstell,  Nampa;  Ben- 
jamin E.  Katz,  Twin  Falls,  and  Arthur  S.  Cudmore, 
Boise. 


Gon- 

yen- 

ience! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144tab- 
lets  in  1 2 rolls. 

jliARCH  LABORATORIES 

A 111  319  South  Fourth  street.  St.  Louis.  Missouri  63102 


I 
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Each  tablet  contains  ethynodiol  diocetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
ond  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  fomily's  present  needs  ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 


Actions— Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  ot 
gonadotropins  from  the  pituitary  gland,  Ovulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  lutenizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat 
lower  than  that  of  the  combination  products.  Both  types  provide  almost 
completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  ot  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  is  indicated  for  oral  contraception 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected  carcinoma  of  the 
breast,  known  or  suspected  estrogen-dependent  neoplasia,  and  undiag- 
nosed abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur 
or  be  suspected  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in 
Great  Britain  and  studies  of  morbidity  in  the  United  ' ' 

States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism 
and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain’-^  leading  to  this 
conclusion,  and  one<  in  this  country.  The  estimate 
of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  DolP  was  about  sevenfold,  while  — 

Sartwell  and  associates  in  the  United  States  found  V 
relative  risk  of  4 4.  meaning  that  the  users  are  sev-  I 
eral  times  as  likely  to  undergo  thromboembolic  ^ f 

disease  without  evident  cause  as  nonusers.  The  ® 

American  study  also  indicated  that  the  risk  did  not  T 
persist  after  discontinuation  of  administration,  and 
that  it  was  not  enhanced  by  long-continued  admin-  - 
istration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However, 
the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential 
products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable.  Retrospec- 
tive studies  in  Great  Britain  have  shown  a statistically 
significant  association  between  cerebral  thrombosis  and 
embolism  and  the  use  of  oral  contraceptives. 

This  has  not  been  confirmed  in  the  United  States. 


Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  ot  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal' 
vascular  lesions,  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it 
IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contracep- 
tive regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule 
the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first 
missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  includ- 
ing a Papanicolaou  smear  since  estrogens  have  been  known  to  produce 
tumors,  some  of  them  malignant,  in  five  species  of  subprimate  animals. 
Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  Ovulen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking 
Ovulen.  It  IS  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  2 months.  Under  the  influence  of  progestogen-estrogen  prep- 
arations preexisting  uterine  fibromyomas  may  increase  in  size.  Because 
these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthma, 
cardiac  or  renal  dysfunction,  require  careful  observation.  In  breakthrough 
bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunc- 
tional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per 
vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose 
tolerance  has  been  observed  in  a significant  percentage  of  patients  on 
oral  contraceptives.  The  mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  Ovulen  may  mask  the  onset  of  the  climac- 
teric. The  pathologist  should  be  advised  of  Ovulen  therapy  when  relevant 
specimens  are  submitted.  Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of  contraceptive  steroids. 


Adverse  reactions  observed  In  patients  receiving  oral  contraceptives 

—A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e g,,  retinal  thrombosis 
and  optic  neuritis. 

The  following  adverse  reacfions  are  known  to  occur  in  patients  receiv- 
ing oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding,  spot- 
ting, change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement 
and  secretion),  change  in  weight  (increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation  when 
given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash  (al- 
lergic), rise  in  blood  pressure  in  susceptible  individuals  and  mental  de- 
pression. 

Although  the  following  adverse  reactions  have  been  reported  in  users 
of  oral  contraceptives,  an  association  has  been  neither  confirmed  nor 
refuted  anovulation  post  treatment,  premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  ery- 
thema multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching 

The  following  laboratory  results  may  be  altered  by 
the  use  of  oral  confraceptives:  hepatic  function:  In- 
creased sulfobromophthalein  retention  and  other  tests; 

coagulation  tests:  increase  in  prothrombin  factors  VII, 
VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in 
T'  uptake  values;  metyrapone  test  and  pregnanediol 
tKBBBKbi  determination. 


1.  Royal  College  of  General  Practitioners:  Oral  Contra- 
ception and  Thromboembolic  Disease,  J.  Coll.  Gen. 
Pract.  73:267-279  (May)  1967. 

2.  Inman.  W.  H W..  and  Vessey,  M.  P Investigation  of 
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bosis and  Embolism  in  Women  of  Child-Bearing  Age. 
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3.  Vessey,  M.  P..  and  Doll,  R.:  Investigation  of  Rela- 
tion Between  Use  of  Oral  Contraceptives  and  Throm- 
boembolic Disease.  A Further  Report,  Brit.  Med.  J. 
2:651-657  (June  14)  1969. 

4.  American  Journal  of  Epidemiology  (to  be  published). 


Where  “The  Pill"  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 
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a clinical 
situation  for 

\Mum®  (diazepam) : 


psychic  tension... 

, ^ and  irritable  colon 

/ 

Included  in  the  therapeutic  regimen, Valium  (diazepam) 
relieves  psychic  tension  and  helps  lessen  G.I. complaints. 


The  pronounced  calming  action 
of  Valium  (diazepam)  is  generally 
evident  within  the  first  days  of 
therapy. . . proper  maintenance 
dosages  seldom  dull  the  senses  or 
interfere  with  functioning . . . the 
h.s.  dose,  added  to  the  t.i.d.  sched- 
ule, helps  relieve  insomnia  in- 
duced by  psychic  tension. 

Before  pre.scribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety 
states;  .somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depre.ssive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pa- 
thology, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 


6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  have 
occurred  following  abrupt  discontinu- 
ance. Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  ten- 
dencies. Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 
I^imit  dosage  to  smallest  effective 


amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nau.sea.  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  sucb  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  steep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Valium®(diazepani) 

2-mg,  5-mg,  10-mg  tablets 


Division  of  Hoffmann-La  Roche  Inc 
Nutlev-  New  Jersey  07110 
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OREGON  • WASHINGTON  • IDAHO 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  inhibitors.  In  pofients  hypersensitive  to 
this  drug;  In  emotionally  unstoble  potlents  susceptible  to  drug  abuse. 

Warning;  Although  generally  sofer  than  the  omphetomines,  use  with  greet  coution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  Is  chorocterlstic  of  sympothomimetic  ogents.  It  may 
occoslonolly  cause  CNS  effects  such  os  Insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epfp 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  rtm 
vascular  ellects  reported  include  ones  such  os  tochycordlo,  precordlopt* 
arrhythmia,  polpltotion,  ond  Increased  blood  pressure.  One  published  e: 
described  T-wave  changes  In  the  ECG  of  a healthy  young  mole  ofter  IngeC' 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  hos  n;W 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  r. 
urticaria,  ecchymosis,  and  erythema.  Gastroinleslinal  effects  such  os  d if 
constipation,  nausea,  vomiting,  ond  abdominal  discomfort  hove  been  rtir 
Specific  reprorts  on  the  hematopoietic  system  Include  two  each  of  bone  >t 
depression,  agranulocytosis,  and  leukopenlo.  A variety  of  miscellaneous  v- 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  suet  s 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  de  to.s 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  meto 
doily,  swallowed  whole.  In  mldmornlng  (10  o.m.);  TEPANIL:  One  25  mg.  tobi  It  i 
times  dolly,  one  hour  before  meals.  If  desired,  on  odditional  loblel  moy  be  re 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  ac  fs 
recommended.  t.oo«a  / i/ro  / u.s.  patent  ho 


1 


THE  NATIONAL  DRUG  COMHN! 

DIVISION  OF  RICHARDSON  MERREL  F 

PHILADELPHIA.  PENNSYLVANIA  li. 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
EMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


-UTREXIN,  the  non-steroid  “uterine 
axing  factor’’  has  been  found  to  be  useful 
many  clinicians  in  controlling  abnormal 
Tine  activity. 

Literature  on  indications  and  dosage  avail- 
le  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTR23 ) 
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soothing 

relief  for 
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cough 


W 


alco 


EXPECTORANT 


Each  Ruidounce  contains:  80  mg.  Benadryl^  (diphenhydramine^ 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 graif 
sodium  citrate;  2 grains  chloroform;  H 10  grain  menthol;  and  5°/o'a 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  re^ 
...soothes  irritated  throat  membranes.  And  its  not-too-sw^t, , 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take. 
PRECAUTIONS.-  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness  i 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING : Bottles  of  4 oz.,  1 6 oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expressiort.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Not  Very  Angry 

Estacada,  Oregon 

Editor,  NORTHWEST  MEDICI.NE: 

The  letter  from  the  so-called  angry  (but  not 
very)  young  man  was  very  enlightening.  It  was 
certainly  an  almost  classic  e.xample  of  negativism  and 
the  cop  out.  Of  course  organized  medicine  has 
made  many  mistakes  and  of  course  a continuous 
revamping  program  should  take  place.  This  is  true 
of  any  viable  organization  whether  it  is  composed 
of  bricklayers  or  philosophers.  In  medicine  as  in 
any  other  profession  or  occupation,  it  is  the  young 
who  will  take  over  and,  we  hope,  improve  all  of 
the  standards.  One  cardinal  rule  should  be  followed, 
however,  and  that  is  to  understand  how  something 
functions  before  you  knock  it. 

It  is  obvious  that  this  man  knows  nothing  about 
the  structure  of  organized  medicine.  Does  he  know, 
for  example,  that  the  basic  unit  is  the  county  medical 
society?  And  that  these  members  elect  representatives 
to  go  to  the  state  level,  and  that  that  these  state 
delegates  in  turn  elect  representatives  to  go  to  the 
national  group?  The  entire  process  takes  place  from 
the  bottom  up  and  not  from  the  top  down. 

I would  like  to  invite  this  man  to  attend  a meeting 
of  the  Clackamas  County  Medical  Society  and  see 
medical  democracy  in  action  with  all  shades  of  the 
political  spectrum  represented  and  vocally  so.  In  fact, 
I challenge  him  to  come  there  and  say  what  he 
pleases.  We  will  treat  him  as  we  do  any  other 
physician  who  voices  his  comments  there. 

I would  like  to  plead  with  any  young  physician 
to  tell  any  of  us  old  rascals  anything  which  will 
improve  the  quality  of  medical  care  or  further  any 
social  improvement  for  which  we  should  be  respon- 
sible. This  could  be  done  at  many  types  of  meetings. 
Perhaps  it  would  be  an  education  for  both  sides. 

I said  the  angry  (but  not  very)  young  man  showed 
negativism  and  the  cop  out.  He  spent  so  much  of 
his  letter  saying  why  he  could  not  sign  his  name 
and  worrying  about  retaliation  of  some  sort,  that 
while  he  professed  to  worry  about  social  changes,  he 
really  was  only  worrying  about  his  own  future. 
When  I say  angry  (but  not  very)  I mean  that  if  he 


were  really  an  angry  young  man  he  would  have 
stood  by  his  comments  proudly  and  defiantly.  Per- 
haps he  should  go  see  the  Wizard  of  Oz. 

Sincerely  yours, 

ALLYN  M.  PRICE,  M.D. 


From  An  Angry  Young  Man 
Who  Signs 

Spokane,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Your  magazine  has  once  again  stimulated  me 
to  take  the  time  to  address  the  medical  profession 
in  the  only  avenue  open  to  me,  the  Correspondence 
section.  I am  writing  as  another  “angry  young  man” 
from  the  opposite  end  of  the  political  spectrum  as 
your  intern  who  did  not  have  the  courage  to  sign 
his  name.  First  let  me  address  myself  to  your  ques- 
tion: why  he  did  not  have  the  faith  in  the  medical 
profession  to  sign  his  name.  I believe  this  to  be  a 
major  manifestation  of  his  youth,  inexperience  and 
lack  of  knowledge.  First,  if  he  is  so  unfortunate 
to  be  in  such  a position  that  his  residency  depends 
upon  his  being  a “yes”  man  to  an  attending  man 
or  men,  the  residency  is  not  a good  one  and  he 
should  look  elsewhere  for  his  training.  His  lack  of 
knowledge  of  our  great  American  system  is  reflected 
in  his  shortsightedness  in  failing  to  grasp  the  con- 
cept that  if  one  avenue  is  closed,  there  will  be 
several  others  opened— many  of  which  will  be  better 
than  the  one  he  feels  is  denied  him;  the  denial 
being  as  yet,  hypothetical.  Secondly,  he  has  been 
unduly  influenced  by  what  others  have  told  him, 
concerning  attitudes  of  the  AM  A and  its  local 
branches.  He  has  listened  to  the  people  who  equate 
opposition  to  govemmental  performance  of  these 
obligations  as  opposition  to  the  performance  in 
any  manner.  If  he  would  examine  the  perfonnance 
of  various  governments  over  the  history  of  man,  he 
would  find  that  almost  without  exception,  anything 
that  any  government  has  tried  to  do  has  later  been 
accomplished  better  by  private  enterprise.  The 
major  exceptions  fall  in  the  realm  of  Force,  with 
the  police  and  armies  being  the  primary  example; 
our  Liberal  friends  don’t  believes  these  are  good 
examples  today. 

I would  like  to  address  a few  questions  to  this 
young  man,  “Why  should  you  have  any  voice— 
what  have  you  done  to  deserve  being  heard?  How 
many  jobs  have  you  created  by  the  use  of  your 
own  efforts?  How  many  of  the  taxes  have  you  paid 
which  go  to  support  these  pie-in-the-sky  dreams 
that  you  talk  about?  And  finally,  if  you  are  really 
so  concerned  about  the  suffering  poor,  why  are  you 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains;  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Coniraindicalions:  Hypersensitivity  to  any 
component. 

WarninR:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— macu\o- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  X/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reac/iour— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ooJ— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


f LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


635-9 


Give  vour  patients 

rest  from  pain  Empirin®  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 

B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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large  city  instead  of  going  into  the  smaller  commun- 
ities where  the  medical  needs  of  both  the  middle  and 
lower  class  ha\e  reached  crisis  proportions?  Its  so 
easy  to  sta\'  in  the  Meccas  and  throw  someone  else’s 
money  at  the  problem  in  the  hope  it  will  then  go 
away  and  \ou  \onng  people  can  go  ahead  and 
enjoy  the  fruits  created  by  someone  else,  while  whin- 
ing about  the  heartless  cruelty  of  “the  establishment”. 

I,  too,  ha\e  contemplated  not  joining  the  various 
medical  groups  when  a past  president  of  the  AMA 
sa\s  that  by  not  co-operating  with  Medicare  I am 
being  unethical;  when  the  local  medical  society 
refused  to  bring  to  the  floor  a resolution  on  non- 
cooperation because  the  Liberal  Kennedy-controlled 
government  had  said  they  would  destroy  the  AMA 
in  the  courts  if  these  were  passed.  I,  too,  have 
watched  men  who  have  known  better,  knuckle  under 
to  economic  pressures  instead  of  resisting  unto 
destruction  the  corrupting  siren  song  of  Federal 
.Medicine.  The  history  of  Medicine  has  been  one  of 
gradual  expansion  of  better  and  better  health  to 
more  and  more  people  using  private  monies  of 
insurance,  philanthropy,  and  Church. 

It  is  estimated  that  sometime  soon  the  Gross 
National  Product  w’ill  top  81,000,000,000,000— the 
tax  take  of  this  is  almost  30  percent;  imagine  what 
could  be  accomplished  if  only  5 percent  were  re- 
tained to  be  re-invested  in  research,  into  better 
methods,  and  lowering  of  costs  by  more  wide- 
spread, more  satisfactory  means  of  distributing  the 
available  Medical  care,  instead  of  funneled  into 
sterile,  graft-ridden  government  to  be  used  as  hand- 
outs. The  history  of  man  extends  back  over  some 
six  to  ten  thousand  years;  only  in  the  past  200, 
have  w'e  realized  that  government  is  the  slave  of 
the  people  and  not  the  people  the  slave  of  the 
government.  Look  at  the  awesome  wonders  created 
for  the  common  man  in  this  short  American  ex- 
periment. What  a crime  that  our  young  people  can 
only  fall  back  on  the  outmoded  methods  tried  so 
long  with  so  little  effect,  for  so  many.  Instead,  let’s 
all  lift  up  our  minds  to  see  what  God  can  accomplish 
through  each  of  us,  that  it  might  be  truly  said— 
what  wonders  has  God  wrought! 

Sincerely  yours, 

CHARLES  R.  WOLFE,  M.D. 


Advice  for  Angry  Young  Men 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I would  like  to  answer  the  letter  by  the  .\ngry 
Young  Man  appearing  in  the  December  issue  of 


1969  of  NORTHWEST  MEDICINE.  I think  he  is  very 
wise  to  refrain  from  signing  the  letter.  He  would 
indeed  be  in  ti'ouble  if  he  had  signed  it,  and  it  is 
not  a matter  in  having  faith  in  the  rest  of  us  as 
the  “rest  of  us”  are  just  as  liable  to  let  him  down 
as  not.  In  fact  his  letter  should  not  castigate  the 
-\M.\;  it  should  be  directed  to  “the  rest  of  us.” 

The  AMA  has  a tremendous  job  trying  to  keep 
the  practice  of  medicine  free  from  interference,  free 
from  the  government,  free  from  the  insurance  com- 
panies, and  free  to  compete  on  the  open  market.  They 
are  not  just  fighting  “against”  socialized  medicine; 
they  are  fighting  for  something  they  know  is  good 
and  works,  if  it  is  left  alone  to  work  unhampered. 

.\fter  twenty-five  years  of  practice  in  this  area 
(Seattle)  this  Oregon  medical  school  graduate  can 
report  the  greatest  interference  in  the  private  prac- 
tice of  medicine  comes  from  doctors,  not  in  the  .\MA, 
but  in  the  local  hospitals  and  in  the  local  county 
medical  service  corporation.  Next  in  line  come  the 
insurance  companies,  which  would  like  to  control 
your  fees  and  the  relationship  with  your  patients 
and,  finally,  “coming  up  rapidly,”  Medicare.  These 
organizations  would  like  to  control  not  only  your 
fees,  your  practice  of  medicine,  but  also  your  judg- 
ment. The  AMA  knows  that.  They  also  know  the 
“group  health  type  of  organizations”  represent  in- 
surance controlled  practice  of  medicine  with  certain 
disadvantages  to  the  patient  as  compared  to  private 
practice.  The  .\MA  knows  the  taxpayers’  money 
(our  young  student  refers  to  it  as  Federal  Aid) 
goes  only  so  far  and  no  further,  and  that  when  the 
Federal  government  uses  it  to  help  students  or  medi- 
cal schools  or  Medicare  or  Social  Security  there  have 
to  be  strings  attached.  When  strings  are  attached 
they  interfere  with  the  private  practice  of  medicine. 

The  private  practice  of  medicine  is  still  the  back- 
bone of  medical  care  in  the  U.S.,  at  least  as  com- 
pared to  England’s  socialized  medical  system.  It  is 
both  better  for  the  patient  and  the  doctor,  or  so 
I am  told  by  my  friends  in  Saskatchewan,  formerly 
from  England.  The  AMA  is  doing  yeoman’s  work  in 
keeping  it  that  way. 

,\s  a staunch  supporter  of  the  private  method  of 
practicing  medicine,  I would  like  to  direct  the  young 
student  at  the  outset  of  his  practice  in  one  direction; 
if  you  are  honest  and  have  firm  convictions,  direct 
your  anger  to  defeating  medical  problems  that  exist 
in  your  practice  and  you  will  have  no  time  left  to 
feel  one  way  or  another  about  the  AMA.  You  will 
find  yourself  fighting  to  maintain  control  of  your  own 
way  of  managing  your  practice,  your  fees,  your 
diagnosis  and  your  patient.  It  is  a very  rewarding 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro -Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY.  INC.,  RICHMOND,  VIRGINIA  23217 
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NOTES ; 


Polymerization  of  water  has  been  recognized.  Water 
doesn't  always  behave  like  water  according  to  several 
recent  reports.  Called  anomalous  water,  or  polywater, 
it  appears  to  have  complex  linkage  with  fairly  well  defined 
spacing  between  elements.  Polywater  could  be  present  in 
cells.  Speculation  on  its  role  in  cell  membrane  function 
might  turn  up  some  interesting  ideas  worth  investigation. 

Businessmen  know  that  governmental  bureaus  have  a long 
record  of  getting  things  badly  fouled  up  when  they  tinker 
with  practical  business  operations.  An  example,  quoted  by 
the  National  Federation  of  Independent  Business,  is  a pro- 
vision in  the  Truth  in  Lending  Law.  If  you  buy  an  appliance 
on  contract,  and  it  is  delivered,  you  may  cancel  the  deal 
within  three  days.  If  the  dealer  does  not  pick  it  up  within 
ten  days  full  title  passes  to  you  and  the  dealer  can 
whistle.  With  tongue  in  cheek,  the  Federation  says  get 
it  in  the  house  and  then  go  away,  leaving  the  house  locked, 
for  a couple  of  weeks.  However,  there  is  speculation  that 
the  provision  will  not  apply  to  portable  items  - only  to 
improvements  to  real  property.  But  no  one  knows  for  sure. 

Seattle  Better  Business  Bureau  quotes  the  Washington 
Dairy  Farmer  on  truth  in  advertising.  Example:  "For  sale  - 
Holstein  milch  cow  - Basic  cow  $200;  two-tone  exterior 
$45.00;  extra  stomach  $75.00;  product  storage  compartment 
$60.00;  dispensing  device,  four  spigots  at  $10.00  each, 

$40.00;  genuine  cowhide  upholstery  $125.00;  dual  horns  at 
$7.50  each,  $15.00;  automatic  fly  swatter  $35.00.  Total 
price  $595. 00. " 

Advance  approval  must  be  obtained  from  FDA  before 
research  on  tetrahydrocannabinols  if  new  regulation  sought 
by  FDA  is  approved.  These  substances  are  the  main  active 
ingredients  of  marijuana. 

Computers  can  repair  themselves.  Machines  have  been 
designed  with  spare  parts  and  spare  circuits  that  can  be 
switched  into  operation  when  a monitoring  system  detects 
failure.  One  such  monitoring  idea  is  to  use  three  identical 
circuits  whose  results  can  be  compared.  If  one  of  them 
deviates,  its  report  can  be  eliminated  in  favor  of  the 
majority  report  of  the  other  two. 

After  January  1,  1971,  it  will  be  unlawful  to  adver- 
tise cigarettes  on  radio  or  television.  And  the  warning 
on  cigarette  packages  must  read  that  cigarette  smoking 
"is  dangerous  to  your  health." 
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The  trouble 
with  her  stomach 
may  have  started 
in  her  mind. 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


Some  people  can  take  stress  in  their  stride. 
They’ll  probably  never  need  Adipex. 

But  for  those  who  are  less  able  to  cope 
with  tension  and  anxiety,  a temporary 
build-up  of  mental  and  emotional  pressures 
often  rebounds  in  the  stomach. 

Adipex  is  ideal  short-term  therapy 
for  these  patients.  It  helps  to  control 
tension-induced  GI  spasm  while  it  relieves 
the  underlying  anxiety-depression. 

When  she’s  not  sure  she  can  get  through 
another  week,  Adipex  may  help  her  get 
through  the  day. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability 
occur  infrequently  and  usually  respond  to  decrease 
in  dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or  cardiovascular 
reactions  such  as  alterations  in  blood  pressure, 
chilliness,  sweating,  anginal  pain 
and  arrhythmias. 

Precautions:  Discontinue  use  if 
rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary  or 
cardiovascular  disease,  hypertension, 
hyperthyroidism,  hyperexcitable  or 
psychotic  states,  increased 
intraocular  pressure  or  glaucoma, 
or  sensitivity,  idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied:  Bottles 
of  100  and  1000 
tablets  or  capsules. 

Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med^ 


Each  tablet  or  capsule  contains: 
Methamphetamine 
hydrochloride  10  mg. 

Amobarbital  50  mg. 

(Warning:  Maybe  habit  forming) 
Homatropine 
methylbromide  7.5  mg. 
Ty-Med®is  the  Lemmon  brand 
of  timed-release  medication. 


Please  send  me  a trial  supply  of  Adipex  Ty-Med® 
tablets. 


Narne. 
Street. 
City — 


-M.D. 


-State- 


-Zip- 


Lemmon  Pharmacal  Company 
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planning  to  stay  in  the  protected  environment  of  the 
life  in  spite  of  the  interference  all  about  you;  so 
quite  griping  and  go  to  work;  you  will  love  it. 

Sincerely, 

B.VLPH  L.  GREGG,  M.D. 

Compulsory  Reporting  a Swindle 

Hillsboro,  Oregon 

Editor,  NORTHWE.ST  MEDICINE: 

The  Oregon  Medical  Association  by  a particularly 
childish  and  thoughtless  action  poses  for  physicians 
an  ethical  problem  that  should  never  need  to  arise. 

In  passing  a compulsory  post-graduate  education 
reporting  requirement  as  prophyla.\is  against  re- 
licensure examination  they  perpetrate  a fraud  on  the 
public,  protect  the  incompetent  who  will  naturally 
certify  they  have  fulfilled  minimal  standards  and 
needlessly  harass  the  conscientious.  A physician 
who  refuses  to  participate  in  the  swindle  is  ex- 
pelled from  membership  in  OMA.  The  authors  of 
the  plan  claim  to  be  pleased  that  so  much  attention 
is  being  given  to  the  idea  elsewhere  in  the  countrx’, 
but  when  it  is  seen  that  ethical  physicians  are  driven 
out  of  the  organization  that  so  badly  needs  them, 
Oregon  will  not  be  famous  but  a pitiful  laughing- 
stock. The  obligation  to  work  for  the  benefit  of 
physicians  is  subverted  by  this  foolishness  which  is 
properly  characterized  by  the  gentleman  who  offered 
the  brownie  stamp  amendment.  The  next  offering 
ma\  be  a Portland  Tea  Part\'  to  throw  overboard  the 
little  scorecards  the  busybody  committee  sends  out 
to  us. 

Let  us  all  urge  our  OM.\  delegates  to  recognize 
their  responsibilities,  to  grow  up,  and  to  reverse 
the  vote  they  took  at  their  last  meeting  so  we  can 
all  pull  together  to  do  the  things  that  need  to  be 
done  for  our  mutual  benefit. 

T ruly, 

ROGER  G.  SMITH,  M.D. 

A Cardiocard^^ 

Seattle,  Washington 

Editor,  .NORTHWEST  MEDICI.NE; 

If  1 had  an  EKG  for  comparison?  How  many 
times  has  the  practicing  physician  asked  himself 
that  question  in  his  office  or  in  the  emergency  room 
when  confronted  with  an  electrocardiographic  diag- 
nostic problem?  I would  like  to  point  out  to  the 
readers  of  northwest  medicine  that  instant  emer- 
gency EKG  comparison  is  now  possible. 

Wallet-sized  electrocardiogram  identification  trac- 
ings are  now  available  to  physicians  who  have 
patients  with  worrisome  heart  problems.  Any  pro- 
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SynthroiiT 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  repla 
ment  therapy  for  diminished  or  absent  thyroid  function  result 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  defr 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxeder 
hypothyroidism  without  myxedema,  hypothyroidism  in  pregnan 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyrc 
ism,  simple  (non-toxic)  goiter,  and  reproductive  disorders  associa 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Inject 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunctic 
where  rapid  replacement  of  the  hormone  is  required.  When  a 
tient  does  not  respond  to  oral  therapy,  SYNTHROID  (sodium  le 
thyroxine)  injection  may  be  administered  intravenously  to  avoid  e 
question  of  poor  absorption  by  either  the  oral  or  the  intramusci, 
route. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycarc 
vomiting  and  continued  weight  loss.  These  effects  may  begin  at 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  wee 
Patients  receiving  the  drug  should  be  observed  closely  for  signs 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontir 
medication  for  2-6  days,  then  resume  at  a lower  dosage  level, 
patients  with  diabetes  mellitus,  careful  observations  should  be  ms 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  requ 
ments.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency 
Addison's  Disease  (chronic  subcortical  insufficiency),  Simmond 
Disease  (panhypopituitarism)  or  Cushing's  syndrome  (hyperadr 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  dur 
SYNTHROID  (sodium  levothyroxine)  administration.  The  dt 
should  be  administered  with  caution  to  patients  with  cardiovasa 
disease;  development  of  chest  pains  or  other  aggravations  of  c 
diovascular  disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxi 
therapy  are  slow  in  being  manifested.  Side  effects,  when  they*: 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  swijl 
ing,  heart  palpitations  with  or  without  pain,  leg  cramps,  and  weiBi 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observB 
Myxedematous  patients  with  heart  disease  have  died  from  abri 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  of  3: 
patient  during  the  beginning  of  any  thyroid  therapy  will  alert  » 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed 
a more  gradual  adjustment  upward  will  result  in  a more  accur 
indication  of  the  patient's  dosage  requirements  without  the  app« 
ance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHR( 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  <j 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a sir 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  with, 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balanc 
attained.  Clinical  evaluation  should  be  made  monthly  and 
measurements  about  every  90  days.  Final  maintenance  dosage 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema,  stan 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to( 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  we- 
The  daily  dose  may  be  further  increased  at  two-month  intervals 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0.1-1.0  | 
daily). 

Supplied:  Tablets;  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg. 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  In, 
tion:  500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mann 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chio  < 
Injection,  U.S.P.,  as  a diluent.  » 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  admi  J 
tered  intravenously  utilizing  200-400  meg.  of  a solution  contairffl 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  foHH 
ing  day,  a repeat  injection  of  100-200  meg.  may  be  given.  I 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove.  Illinois  60053  i 

February,  1970  i 


Fog  on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
haloed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Holmes.  As  he  lights  his  calabash,  his  companion  speaks: 

■'By  Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
again.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
dealing  with  several  others — even  twins.  But  now — I’d  say  we’ve 
uncovered  a double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
reads  aloud  from  it): 

"The  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
roxine)”  . , . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

(Watson  continues);  “A  single  entity  that  serves  two  functions.” 

“A  master  stroke,  Watson.” 

‘‘Follow  along,  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
ing thyroid  hormone  is  levothyroxine — T^  as  you  call  it.  T,  is  bound 
to  thyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
gradually  to  tissue  cells — as  free  thyroxine.” 


“Is  that  why  there’s  such  a smooth,  predictable  response,  Wafson?” 
“Quite!  With  agent  T,,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 

“But  how'  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone — because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine — the  form  in 
which  it  is  metabolically  active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why,  .SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 
“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 
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Rheumatoid  arthritics 
were  reported 

2/^  to  9 times 

more  prone  to 
G.I.  intolerance  with 
plain  aspirin. 


But  no  G.I.  intolerance 
with  Bufferin 


for  most 
arthritics. 


The  high  incidence  of  G.I.  intolerance 
to  plain  aspirin  was  revealed  from 
hospital  records  comparing  rheumatoid 
arthritics  to  the  general  patient  popula- 
tion.^ A two-part  study  reported  in  an 
article"  in  the  Journal  of  the  A merican 
Medical  Association  investigated  this 
problem  to  determine  if  Bufferin® 
would  be  better  tolerated  by  arthritics. 

The  first  part  dealt  with  37  hos- 
pitalized rheumatoid  arthritics  with 
proved  intolerance  to  aspirin.  In  a 
double-blind  crossover  test,  alternating 
regimens  of  aspirin  and  Bufferin  (2 
tabs.  4 times  a day  while  awake)  were 
administered.  Of  the  37,  twenty-si.\ 
responded  to  Bufferin  without  signifi- 
cant gastrointestinal  problems.  In  the 
second  part,  25  of  these  same  26 
artliritics  participated  in  a long-term 
management  study  using  Bufferin. 

In  this  single-modality  test,  24 
out  of  25  arthritics  with  proved  aspirin 
intolerance  took  a regimen  including 
Bufferin*  (2  tabs,  q.i.d.)  from  4 to  18 
months  with  no  significant  gastro- 
intestinal distress. 


Achieve  higher  pure 
acetylsalicylic  acid  blood  levels 
faster  with  Bufferin. 


In  a series  of  tests,^  blood  levels  were 
measured  which  compared  Bufferin 
witli  plain  aspirin.  In  the  first  minutes, 
Bufferin  produced  blood  levels  of  pure 
acetylsalicylic  acid  averaging  almost 
twice  tliose  of  plain  aspirin  tablets. 

Bufferin  can  give  arthritis  suffer- 
ers the  benefit  of  higher  pure  acetylsali- 
cylic acid  levels  faster.  And  without 
undue  risk  of  gastrointestinal  problems. 

Composition  : Each  tablet  con- 
tains aspirin  5 Gr.,  and  the  antacid 
Di-Alminate®  (Bristol-Myers’  brand 
of  Aluminum  Glycinate  and  Magne- 
sium Carbonate). 

♦Majority  of  patients  studied  received  long-term  therapy 
consisting  of  physiotherapy,  dietary  adjuncts,  and  in 
some  instances,  gold  salts. 

I-^Fremont-Smith,  Paul,  JAMA,  159:186-388,  June  4, 
195  5. 


Correspondence  continued  from  page  84 

ceeds  from  the  production  of  these  plastic  laminated 
identification  cards  go  to  the  Cardio-Pulmonary 
Research  Institute.  To  order  this  valuable  EKG 
card,  the  physician  must  send: 

1.  A mounted,  twelve-lead  electrocardiogram. 

2.  The  pertinent  information  listed  below. 

3.  $10  in  check  or  money  order. 

Orders  should  be  sent  to  CAPRI'^^'  (Cardio-Pul- 
monary Research  Institute),  1120  East  Terrace  St., 
Seattle,  Washington  98122. 

The  following  information  should  accompany  the 
request: 

Patient’s  name,  address,  home  and  business  phone 
numbers  including  area  codes;  the  patient’s  physi- 
cian’s phone  number  and  doctor  exchange  number; 
name  of  hospital  likely  to  be  used  by  the  physician 
and  patient;  date  of  enclosed  EKG  and  latest  resting 
blood  pressure  reading;  cardiac  and  other  history; 
drugs  being  taken  by  the  patient;  allergic  history. 
Order  forms  or  any  other  information  desired  may 
be  secured  by  writing  CAPRI,  1120  East  Terrace  St., 
Seattle,  Washington  98122. 

The  original  electrocardiogram  and  the  laminated 
plastic  electrocardiogram  identification  card  will  be 
mailed  promptly  to  the  physician.  He  can  then 
instruct  his  patient  to  carry  the  card  at  all  times. 
It  would  be  appropriate  for  the  physician  to  charge 


H.  R.  PYFER,  M.D. 


his  patient  a reasonable  fee  for  handling  the  order- 
ing of  these  identification  electrocardiograms. 

Most  physicians  queried  felt  that  wallet-sized 
EKG  tracings  will  prove  to  be  of  great  value  to  the 
patient  and  to  the  physician. 

Sincerely, 


The  electrocardiogram  identification  card  as  produced 
by  the  Cardio-Pulmonary  Research  Institute. 


Name 


John  H . Doe 


Address 


557  Washington  Ave. 


Seattle,  Wash.  9810A 


Phone  567-8930 


Doctor  P 


Phone  663-8976 


History  & Drugs 


Coumadin 


Last  MI  7/U/68 


Cardlo-  Pulmonary 
Research  Institute 


3T;uiit,  Fdward  B.,  Jr.,  and  Morgan,  Ann  M.,  Journal  of 
Pharmaceutical  Scieneet,  54  No.  11:1640-1646,  1965.  8/ 
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notes  continued  from  page  82 

A task  force  appointed  by  Secretary  Finch,  has  recom- 
mended that  Medicaid  funds  be  used  to  finance  group 
practice,  neighborhood  health  clinics  and  home  health  care 
programs,  particularly  in  ghettos  and  other  low-income 
areas.  No  question  about  need  - but  does  a machine 
satisfy  it?  And  is  the  physician  to  be  an  interchangeable 
module,  faceless  and  nameless,  to  be  moved  from  clinic  to 
clinic  as  demands  come  and  go? 

Appendicitis  mortality  still  must  be  reckoned  with. 
Total  deaths  from  appendicitis  in  1967  were  more  than 
1,500,  according  to  the  Metropolitan  Life  Insurance  Com- 
pany. In  one  study  it  was  found  that  28  percent  had 
perforated  before  admitted  to  the  hospital.  Almost  all 
of  the  deaths  were  in  this  group. 

Futility  of  heart  transplants  has  now  been  exposed 
by  reports  of  the  life  of  Dr.  Philip  Blaiberg  after 
his  operation.  More  than  half  of  his  time  was  spent  in 
the  hospital  or  in  bed  at  home.  He  took  enormous  numbers 
of  pills  and  his  glowing  public  appearances  were  staged 
performances,  at  the  cost  of  exhaustion  afterward.  A sig- 
nificant autopsy  finding  was  advanced  demineralization 
of  all  bones.  Now,  perhaps,  the  enthusiasts  will  stop  the 
practice  entirely  and  let  physiology  catch  up  with 
technique.  Very  few  heart  transplants  have  been  performed 
recently. 

Flossie  Bones  is  mourned  in  a recent  issue  of  Guy' s 
Hospital  Gazette.  She  died  last  July  but  left  memories 
of  character  and  kindness  with  Guy's  men  now  all  over  the 
world.  She  ran  the  pub  that  was  called  the  "Ship  and 
Shovel"  located  not  more  than  a hundred  yards  from  the 
College,  but  apparently  provided  motherly  sympathy,  advice, 
and  sometimes  money,  as  well  as  suds.  She  maintained  a 
"doctor's  room"  where,  in  the  days  before  electronic 
paging,  the  hospital  porter  could  frequently  find  a house 
officer,  needed  for  an  emergency.  Main  feature  of  the 
room  was  a large,  circular  oak  table  on  which  budding 
physicians  carved  their  initials,  a ceremony  reserved  for 
the  evening  following  qualification  as  a practitioner. 

The  pub  was  destroyed  in  the  Blitz  of  W.  W.  II  but  Flossie 
and  the  table  were  saved.  It  now  adorns  the  Resident's 
Bar  in  the  East  Wing  of  Guy's,  left  in  the  permanent 
possession  of  the  hospital  as  Mrs.  Bones  wished. 

Sentimental  people,  the  British. 


H.L.H. 
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Because  any  ■ ■ 

urologic  infection  HA  H|A  AA 

can  be  serious,  H 

-BREON  introduces  IHHI  IhII 
potent  therapy  ■ I I 

itpong  start; 

and  a 

ast  finish... 


“...a  significant  gap  appears 
to  have  been  closed  in  the 
armory  of  drugs  available  to 
the  urologist! ' 

Bacteriuria  and  symptoms 
can  be  eliminated  uithin 
48  to  72  hours;  susceptible 
infection  often  in  10  to  14  days. 


before  your 
“minor ’becomes 
a major  problem 

choice  initial  treatment  for 
urinary  infections 

Cybis*  (nalidixic  acid)  provides  prompt 
broad  gram-negative  bactericidal 
activity  at  normal  urinary  pH  range  that 
can  eradicate  troublesome  E.  coli, 
Aerobacter  and  Proteus.  A good 
starting  drug,  it  can  effectively 
accelerate  management  of  infection 
due  to  sensitive  organisms. 


essential  control  within  the  primary 
72-hour  cycle 

In  cases  of  acute  infection  due  to 
susceptible  organisms,  Cybis  works 
well  toward  the  rapid  clearing  of 
disease  when  obstruction  is  absent  or 
can  be  relieved.  Within  48  to  72  hours, 
symptoms  are  frequently  eased  and 
bacteriuria  eliminated.  Susceptible 
infection  is  often  eradicated  in  1 0 to 
14  days. 

blocks  the  young  female  progression 
of  infection 

Cybis  can  be  useful  in  naturally 
susceptible  young  female  patients  with 
new  or  well-established  urinary 
disturbances.  Combining  rapid 
potency  with  relative  freedom  of 
serious  side  reactions  and  toxicity, 
the  drug  can  be  of  particular  value  in 
preventing  higher  tract  involvement  or 
blocking  the  possible  continuum  of 
disease.  (See  Chart ) 


luetic  Relationship  of  Acute  and 
Chronic  Bacterial  Pyelonephritis 
to  Chronic  Renal  Disease' 


consistent  activity 
iagainst  706 
j gram-negative  strains 

* In  vitro  testing  of  E.  coll,  Aerobacter 
j and  Proteus  species  showed  better 
i than  90%  sensitivity  to  nalidixic  acid? 
i)  (See  Table) 


^tetter  Than  90%  Sensitivity  Among  3 Common  Urinary  Invaders 
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89% 


TOTAL  706 

57  of  66  Pseudomonas  species  were  resistant 


Average  91% 


References:  1.  Reimann-Hunziker,  R.  and  Reimann-Hunziker, 

G.  J.:  Praxis  53:15,  Jan.  9,  1964.  2.  Sanford,  J.  P.:  Med.  Times 
96:715,  July  1968.  3.  Reese,  L.:  Canad.  M.  A.  J.  92:394-397,  Feb.  20,  1965. 


bp  the  Strang  start  and  a tbsthnlsh...  in  cystitis,  pgretonephritis,  prostatitis,  urethritis 
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Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows  on  the  next  page,  including  indications, 
warning,  precautions,  adverse  reactions  and  dosage. 


Summary  of  prescribing  information 

Indications:  Urinary  tract  infections  in  which  species 
of  sensitive  gram-negative  bacteria  are  predominant, 
particularly  Proteus,  Escherichia  coli,  Aerobacter, 
Klebsiella,  and  certain  strains  of  Pseudomonas. 
Gram-positive  bacteria  are  less  sensitive  to  Cybis  but 
favorable  clinical  results  have  been  observed. 

Warning:  Use  in  Pregnancy.  This  drug  is  not 
recommended  in  the  first  trimester  of  pregnancy. 
However,  it  has  been  used  in  several  patients  during 
the  last  two  trimesters  without  producing  apparent 
ill  effects  in  either  mother  or  fetus. 

Precautions:  Although  prolonged  treatment  with 
Cybis  has  been  generally  well  tolerated,  as  with  all  new 
drugs  it  is  advisable  to  carry  out  blood,  renal,  and  liver 
function  tests  periodically  if  treatment  is  continued  for 
more  than  one  or  two  weeks.  The  dosage  recommended 
for  adults  and  children  should  not  be  arbitrarily  doubled 
unless  under  the  careful  supervision  of  a physician. 

It  should  be  used  with  caution  in  patients  with  liver 
disease,  epilepsy,  or  severe  cerebral  arteriosclerosis, 
and  in  patients  in  whom  kidney  function  is  severely 
impaired.  Patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving 
Cybis  and,  if  a photosensitivity  reaction  occurs,  therapy 
should  be  discontinued. 

During  treatment  microorganisms  may  develop 
resistance  to  this  drug.  Resistant  bacteria,  not 
previously  present  or  identified,  may  emerge.  Cultures 
should  be  taken  and  bacterial  sensitivity  tests  made 
periodically,  particularly  if  the  clinical  response  is 
unsatisfactory  or  if  a relapse  occurs.  Should  resistance 
develop,  other  specific  chemotherapy  should  be 
instituted;  no  cross  resistance  has  been  observed. 

If  new  strains  of  bacteria  that  are  not  sensitive  emerge, 
other  effective  antibacterial  agents  may  be  added. 

When  Benedict’s  or  Fehling’s  solutions  or  Clinitest® 
Reagent  Tablets  are  used  to  test  the  urine  of  patients 
taking  Cybis,  a false-positive  reaction  for  glucose  may 
be  obtained  due  to  the  liberation  of  glucuronic  acid 
from  the  metabolites  excreted.  However,  a colorimetric 
test  for  glucose  based  on  an  enzyme  reaction  (using, 
for  example,  Clinistix®  Reagent  Strips  orTes-Tape®)  does 
not  give  a false-positive  reaction  to  Cybis  glucuronide. 

Adverse  reactions:  Mainly  mild  nausea,  vomiting, 
and  other  gastrointestinal  disturbances:  less  frequently, 
sleepiness,  drowsiness,  weakness,  headache,  dizziness 
and  vertigo,  and  rarely  cholestasis,  paresthesia, 
thrombocytopenia,  leukopenia,  or  hemolytic  anemia 
which  in  some  patients  may  have  been  associated  with 
deficiency  in  activity  of  glucose-6-phosphate 
dehydrogenase.  Itching,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  photosensitivity  reactions 
primarily  involving  exposed  surfaces,  and  reversible 
subjective  visual  disturbances  (overbrightness  of  lights, 
change  in  visual  color  perception,  difficulty  in  focusing, 
decrease  in  visual  acuity  and  double  vision),  occurred 
occasionally.  Reversible  increased  intracranial  pressure 
with  bulging  anterior  fontanel,  papilledema,  and 
headache  have  been  observed  occasionally  in  infants 
and  children.  Toxic  psychosis  and  brief  convulsions  (the 


latter  generally  in  patients  with  possible  predisposii 
factors,  and  both  usually  associated  with  excessive 
dosage)  have  been  recorded  in  rare  instances. 

Dosage  and  administration:  Adults — Four  Gm.  a 
by  mouth  (2  tablets  of  500  mg.  four  times  daily)  for  i 
to  two  weeks.  Thereafter,  if  prolonged  treatment  is 
indicated,  the  dosage  may  be  reduced  to  two  Gm.  c 
(1  tablet  of  500  mg.  four  times  daily).  Children — 1 

According  to  age  and  weight:  approximately  25  mg 
per  pound  of  body  weight  per  day,  administered  in 
divided  doses. 

Note:  The  dosage  recommended  above  for  adults  a 
children  should  not  arbitrarily  be  doubled  unless  u I 
the  careful  supervision  of  a physician.  Until  further 
experience  is  gained,  infants  under  1 month  shoulc4 
be  treated  with  the  drug. 

How  supplied:  Tablets  of  500  mg.,  bottles  of  50. 

Before  prescribing,  please  refer  to  complete 
prescribing  information. 


Cybis; 

(oaidDiaflfl) 

fbp  the  Strong  Start 
and  a hist  finish... 

in  cystitis 
nreionephritis 
prostatitis 
urothritis 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N.  Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  ar  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg,,  Amlnophylllne,  195 
mg.  Indications;  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  orterlosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions;  Amlnophylllne  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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GKiinamiri 

(quinine  sulfate  260  mg.,  amlnophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 


three 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  al 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,'  -^  broad-spectrum  antibiotics^’’  and  prolonged  use  of  corticosteroids.'' 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’’" 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  monifestotions  of 
sulfonamide  toxicity  ore  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories— Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.;  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  $.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.AA.A. 
196:731,  1966.  5.  Guerriero,  W.  F.;  South.  M.J. 
56:390,  1963.  6.  Seelig,  AA.  S. : Am.  J.  AAed. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicogo,  Illinois, 
June  1966.  10.  Wolsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


C^DC  A kA  (aniinacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Cl  IDDr^CIT^DICC  (ominacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
ourrv^oi  l VJKICO  1.05  Gm.,  allantoin  0.014  Gm.) 


TRAOeUARK  AVC 


AV-SISA  7/S» 


•The  lowest  priced  tetracycline— nystatin  combination  available— 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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EDITORIAL 


Qualitative  and  Quantitative  Problems  in  Generation 


Visualizing  the  future  in  the  light  of  recent 
observations  pertaining  to  the  very  rapid 
increases  in  population  and  recognized  genetic 
abnormalities  should  make  us  immediately 
strongly  aware  of  increasing  major  problems. 
The  interval  for  doubling  the  population  has 
been  reduced  enormously,  now  requiring  only  37 
years.  Problems  concerning  food,  clothing,  vio- 
lence, wars,  and  other  matters,  loom  strongly.  It 
is  estimated  that  3.5  million  people  will  die  this 
year  of  starvation.  Not  only  must  there  be  sys- 
tematic steps  in  controlling  the  enormous  popu- 
lation e.xpansion,  but  much  greater  attention 
should  be  devoted  to  decreasing  particularly 
some  of  the  progeny  presenting  major  mental, 
physical,  economic,  and  other  problems.  In  deal- 
ing with  these  situations,  we  must  include  some 
major  changes  in  laws,  religious  policies,  and 
social  customs. 

In  order  to  secure  the  opinions  of  an  educated 
group  regarding  antifertility  measures  and  abor- 
tions, I submitted  a questionnaire  to  the  1954 
and  1955  graduates  of  the  Universitx^  of  W'ash- 
ington.  Details  of  this  report  will  be  published 
subsequently.  The  same  questionnaire  was  sub- 
mitted a few'  months  ago  to  all  the  members  of 
the  -Association  of  Professors  of  Medicine  and 
to  all  the  members  of  the  Association  of  Ameri- 
can Physicians.*  The  returns  from  these  groups 
w’ere  combined  and  compared  with  those  ob- 
tained from  the  University  of  M’ashington  grad- 
uates. Eighty-tw'o  percent  of  the  medical  and 
the  lay  groups  favored  free  supply  by  the  gov'- 
ernment  of  antifertilih^  drug  (such  as  an  in- 
jection everx'  three  months  of  medroxyproges- 
terone, provided  continued  studies  substantiate 
sufficient  effectiveness  and  safety)  to  married 
women  who  request  it.  .Almost  as  many  (73  per- 
cent and  70  percent)  favored  the  drug  supply  to 
single  girls  ov'er  age  21  w'ho  request  it.  To  a 
question  as  to  whether  such  therapy  should  be 
offered  free  along  w'ith  a certain  amount  of 
cash  to  individuals  w'ith  certain  psychiatric. 


physical,  social  or  economic  problems,  appro.xi- 
mately  50  percent  responded  in  favor. 

Eighty-six  percent  of  the  medical  group  and 
87  percent  of  the  lay  group  voted  that  criminal 
abortion  law's  should  be  inapplicable  to  licensed 
physicians  and  pregnant  patients.  More  than 
90  percent  of  each  group  voted  that  such  abor- 
tions should  be  conducted  in  an  accredited  hos- 
X^ital  and  that  participation  should  not  be  com- 
pulsory. Brow'n  et  al  found,  from  a question- 
naire submitted  to  417  Seattle  physicians,  that 
87  percent  fav'ored  legal  abortion  for  medical 
complications  and  73  percent  for  economic  and 
social  reasons. = 

Since  it  is  known  that  some  Catholics  have 
played  a dominant  role  in  preventing  liberal- 
ization of  the  abortion  laws,  it  is  pertinent  that 
64  percent  of  the  Catholic  physicians  and  61 
percent  of  the  Catholic  laity  responded  to  my 
questionnaire  in  favor  of  liberalization.  In  this 
connection  it  should  be  emphasized  that  Drinan 
(Dean  of  Boston  College  Law  School,  Catholic) 
states:  “There  is  no  such  thing  as  a Catholic 
position  on  the  jurisprudence  of  abortion  laws. 
Catholics  are  free  to  advocate  any  one  of  the 
three  options  available— strict  legal  prohibition 
of  abortion,  the  Model  Penal  Code,  or  abortion 
on  request.”  He  also  states  that  Catholics  should 
“avoid  the  imposition  of  sectarian  beliefs  on 
those  who  do  not  accept  them.”* 

Presumably  laws  and  policies  of  religions  and 
society  have  been  formulated  for  w'hat  has  been 
considered  to  be  best  for  socieh'  as  a w'hole  w'hile 
respecting  certain  desires  or  needs  of  individuals, 
or  both.  Not  uncommonly,  these  tw'O  aspects 
are  in  conflict  w'ith  each  other.  Individual  free- 
dom is  sometimes  extended  to  the  point  of  being 
an  unreasonable  detriment  to  society.  The  re- 
verse also  applies  though  presumably  less  fre- 
quently. Many  law's  and  policies  are  in  very 
great  need  of  revision  in  accordance  with  need. 
This  ver\'  much  applies  to  revision  of  the  abor- 
tion law’s  in  existence  in  Northwest  states  as 
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well  as  in  many  others.  Granted  that  some  prob- 
lems will  be  presented  by  liberalization,  they 
are  far  less  than  the  ones  presented  by  the 
present  status.  Moreover,  we  should  continue  to 
solve  problems  that  present  themselves,  con- 
sulting as  needed:  sociologists,  economists. 


psychologists,  psychiatrists  and  other  physicians, 
religious  leaders,  attorneys,  legislators,  and 
others.  In  conclusion,  I hope  all  of  us  will 
mobilize  immediately  in  a vigorous  manner  to 
correct  much  suflFering  that  prevails  as  a result 
of  the  present  laws  and  policies. 

Robert  H.  Williams,  M.D. 


REFERENCES 

1 Williams.  R.  H.,  Our  role  in  the  generation,  modifi- 
cation, and  termination  of  life.  Arch  Intern  Med  124.215-237 
(August)  1969. 

2 Brown,  N.  K.,  Bulger,  R.  J.,  Laws,  E.  H.,  et  al,  The 
preservation  of  life,  JAMA  211:76-82  (January  5)  1970. 

3 Dnnan,  R.  F.,  The  morality  of  abortion  laws.  Catholic 
Lawyer  14:190-198.  264  (Summer)  1968. 


Opinions 


As  anticipated,  there  is  continuing,  strong,  phy- 
sician support  for  repeal  of  laws  restricting  abortion. 
The  vote  in  favor  of  repeal  was  81  percent. 

This  can  be  compared  with  return  from  a survey 
conducted  by  Washington  State  Medical  Association 
last  September  and  reported  in  the  November  issue 
of  this  journal.  The  vote  in  that  poll  was  91  percent 
in  favor  of  change.  Difference  in  results  from  the 
two  polls  is  probably  not  significant. 

Abortion  was  chosen  as  the  subject  of  the  Decem- 
ber poll  because  of  much  publicity  given  a physician 
who  claimed  to  have  done  a number  of  abortions. 
All  news  media  carried  reports  and  at  least  one 
national  television  network  carried  an  interview 
with  the  physician.  Although  he  stated  that  he  had 
broken  the  law,  his  county  medical  society  took  no 


action.  E.xtended  public  dicussion  of  the  problem 
suggested  recheck  of  physician  opinion. 

Best  article  vote  again  went  to  Garfield  Tourney 
of  Iowa  City,  Iowa,  whose  second  article  from  the 
Tomlin  Memorial  Lectures  at  Medford,  was  on  care 
of  the  dying  patient. 

Results  in  these  surveys  of  reader  preference 
should  not  be  taken  as  judgment  on  inherent  quality 
of  material  presented.  A number  of  those  returning 
cards  add  comment  that  it  is  difficult  to  select  a 
single  article  as  best.  Vote  for  one  article  as  best 
in  a given  issue  reflects  many  factors,  not  the  least 
of  which  is  need  of  the  reader.  To  determine  such 
need  is  actually  the  major  purpose  of  the  request 
for  opinions.  These  monthly  surveys  should  yield 
information  on  the  type  of  material  to  be  developed 
for  future  issues. 


Results  from  the  December  survey  were: 

Ormsby— Current  Status  of  Ijladioactive  Iodine  Therapy 
for  Hyperthyroidism 
Smith— Drug  Abuse  with  Pentazocine 
Holcenberg— Drug  Therapy 
Lucia— Iatrogenic  Diseases 
Tourney— Physician  and  the  Dying  Patient 


Percent  vote 

28 

8 

12 

14 

38 
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ach  Pulvule*  contains 
erythromycin  estoiate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estoiate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estoiate 
equivalent  to  250  mg. 


Each  5 cc.  contain 
erythromycin  estoiate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estoiate 
equiv^ent  to  125  mg. 
erythromycin  base. 
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W When  mixeo  as 
fr  directed,  each  cc. 

will  contain 
erythromycin  estoiate 
equivalent  to  100  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estoiate  equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone’ 


Erythromycin 


Additional 
avaiiable  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Poisoning  in  Childhood 


W.  O,  ROBERTSON,  M.D.,  Seattle,  Washington 


Thousands  of  children  ingest  some  form  of  toxic  material  each  year  and 
hundreds  die  as  a result.  When  the  question  arises,  it  is  necessary  to  determine 
whether  the  substance  swallowed  is  actually  toxic  and,  if  it  is,  to  attempt  to 
block  its  effects.  Poison  centers  offer  a great  deal  of  help  in  identifying  the 
potential  of  a substance  arul  offering  suggestions  for  treatment.  Emesis  induced 
by  syrup  of  ipecac  is  an  effective  way  to  remove  toxic  material  from  the  stomach. 


With  demise  of  many  infec- 
tious diseases— diphtheria, 
polio,  pertusis— and  the  immi- 
nent disappearance  of  others— 
measles,  rubella— diflFerent  medi- 
cal problems  achieve  added 
import.  Such  is  the  case  with 
poison  ingestion  in  childhood. 
Only  since  mid-century  have  the 
true  dimensions  of  this  dilemma 
become  apparent.  For  example, 
in  a single  year,  1960,  more  than 
800,(X)0  such  ingestions  were  re- 
corded—with  at  least  445  chil- 
dren dying.  More  than  100  suc- 
cumbed to  aspirin  alone.  Ad- 
mittedly, many  other  episodes 
went  unrecognized! 

It  is  my  purpose  in  this  com- 
munication to  call  attention  to 
the  seriousness  of  the  problem 
of  accidental  ingestion  of  poison, 
to  indicate  sources  of  informa- 
tion and  to  make  another  appeal 
for  use  of  syrup  of  ipecac  to 
evacuate  ingested  toxic  material 
from  the  stomach. 

The  more  than  500,000  chemi- 
cal products  available  for  inges- 
tion by  children  make  obvious 
the  need  for  the  now  existent, 
nationwide.  Poison  Information 
Center  Program.  Springing  from 


one  successful  center  in  Chicago 
in  1953,  more  than  550  individ- 
ual centers  operate  today.  The 
Poison  Center  at  Children’s  Or- 
thopedic Hospital,  Seattle,  for 
example,  responds  to  1,200  in- 
quiries per  month.  Briefly,  such 
centers’  functions  can  be  sum- 
marized as  follows; 

1.  Accumulating,  storing,  and 
retrieving  information  about 
toxic  or  potentially  toxic  sub- 
stances. 

2.  Providing  information  or 
advice  to  physicians  and  other 
health  professionals  as  well  as 
to  parents  by  telephone  or  by 
letter. 

3.  Assisting  in  the  definitive 
treatment  of  poisoned  patients. 

4.  Encouraging  both  individ- 
ual and  community  eflForts  to 
minimize  the  frequency  of  acci- 
dental ingestions. 

5.  Researching  the  problems 
of  accidental  ingestions  and  poi- 
sonings. It  is  largely  as  a con- 
sequence of  this  fifth  function 
that  an  old  approach  to  manag- 
ing accidental  ingestions— that  of 
gastric  lavage— has  been  scruti- 
nized, found  wanting,  and  is 
being  replaced. 


handling  the  clinical  problems 

When  an  accidental  ingestion 
is  recognized,  two  steps  are  cru- 
cial for  effective  management. 
The  first  is  to  determine  if  the 
ingested  material  is,  in  fact,  poi- 
sonous and  the  second  is  to 
attempt  to  block  potential  tox- 
icity from  developing  in  the 
child.  Even  with  full  informa- 
tion at  hand  on  composition  and 
toxicology,  the  first  goal  is  not 
at  all  easy  to  achieve.  In  large 
enough  quantities,  virtually  any 
chemical  substance  can  be  toxic, 
including  drinking  water  and 
table  salt.'  Moreover,  host  fac- 
tors—age,  weight,  race,  sex,  pre- 
vious state  of  health— each  can 
be  critical  variables  in  trying  to 
predict  toxicity.  Thus,  although 
naphthalene  (old-fashioned  moth 
balls)  is  likely  to  lead  to  serious 
hemolytic  anemia  in  a young 
negro  male,  it  is  virtually  non- 
toxic to  the  older  Caucasian  fe- 
male—simply  a reflection  of 
variation  in  their  respective 
genes,  which  in  this  instance 
stems  from  X-linked  glucose-6- 
PO4  dehydrogenase  deficiency. 
Despite  such  difficult  circum- 
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stances,  experience  at  adequate- 
ly manned  centers  suggests  that 
for  more  than  90  percent  of  calls 
an  accurate  estimate  of  toxic 
potential  can  be  provided  in  less 
than  three  minutes;  at  Boston, 
the  average  time  for  data  re- 
trieval has  been  clocked  as  low 
as  11  seconds— and  without  a 
computer. 

Even  when  potential  to.xicih' 
can  be  assessed,  effective  means 
of  blocking  toxicity  are,  in 
truth,  sorely  limited.  Choices 
might  include: 

1.  Evacuation  of  stomach  con- 
tents before  absorption. 

2.  Inactivation  within  the  gas- 
trointestinal tract  by  nonspecific 
adsorption  (via  activated  char- 
coal) or,  in  specific  instances 
with  the  newer  chelating  agents, 
such  as  desferrioxamine  for  iron 
poisoning. 

3.  Promotion  of  excretion  of 
already  absorbed  substances  \’ia 
alkalinization  or  acidification  of 
the  urine,  peritoneal  dialysis, 
hemodialysis,  etc. 

4.  Specific  pharmacologic  in- 
activation. Currently,  this  ap- 
proach is  limited  to  pharma- 
cologic antagonists  such  as 
atropine,  naline,  and  2-pyridinc 
aldoxine  methiodide,  (PAM). 

lavage  versus  emesis 

Until  1959,  many  physicians 
and  directors  of  most  hospital 
emergency  rooms  espoused  gas- 
tric lavage  as  the  preferred 
method  of  emptying  stomachs. 
Time  honored,  it  embodied  the 
image  of  active  physician  inter- 
vention as  well  as  ob\'ious  effec- 
tiveness; “.\nyone  can  see  the 
results!”  In  reality,  gastric  lavage 
has  been  challenged  over  the 
\ears  as  not  proven.  For  exam- 
ple, while  Starkenstein=  as  early 
as  1929  questioned  its  effective- 
ness, Harstad’  in  1942,  docu- 
mented the  facts  that  not  only 


was  gastric  lavage  largely  in- 
effective in  emptx'ing  stomachs 
of  adults  with  barbiturate  poi- 
soning—his  analytic  methods 
have  been  challenged— but  more 
importantly  that  it  was  danger- 
ous in  any  unconscious  patient 
because  of  pulmonarx’  aspira- 
tion, which  so  frequently  en- 
sued. Just  recently  Baker  has 
echoed  this  warning  with  docu- 
mentation.* 

In  1959,  Arnold  and  col- 
leagues studied  the  issue  of 
gastric  lavage  versus  induced 
emesis  in  dogs."  Their  results 
were  unequivocal  in  demon- 
strating that  when  an  interval  of 
30  minutes  transpired  between 
ingestion  and  evacuation,  induc- 
tion of  emesis  proved  far  more 
effective  in  emptying  stomachs 
than  did  lavage— leading  tt)  re- 
cover}' of  40  percent  versus  12 
percent  of  ingested  markers. 
.\bdallah  and  Tye"  have  con- 
firmed and  extended  this  obser- 
vation using  other  experimental 
animals  and  different  techniques 
of  inducing  emesis. 

Our  group  also  undertook  to 
compare  the  relative  efficacies  of 
emesis  and  lavage  in  the  human. 
A group  of  55  children,  all 
judged  to  require  evacuation  of 
gastric  contents,  was  divided 
into  several  groups.  Some  were 
given  a measured  amount  of 
barium  sulfate  suspension  and 
then  subjected  either  to  induc- 
tion of  emesis  or  to  gastric  lav- 
age. For  others,  Gastrographin 
was  used  as  the  marker.  Imme- 
diately upon  the  cessation  of  the 
specific  treatment  measure,  a 
roentgenogram  of  the  abdomen 
was  taken  to  detect,  1.  the  per- 
sistence of  the  marker  in  the 
stomach  and,  2.  any  spillage  of 
the  marker  into  the  small  intes- 
tine. Two  observers  provided 
independent,  four-point  scoring 
of  the  films.  Complete  agree- 


ment was  achieved  in  69  of  the 
110  measurements  called  for; 
only  one  of  the  110  comparisons 
exceeded  one  full  score  betvveen 
the  paired  interpretations. 

Comparison  of  the  study 
groups  showed  similarity  in  age, 
sex,  substance  ingested,  and 
time  lapse  to  treatment.  So,  too, 
comparing  the  two  treatment 
techniques— emesis  versus  lavage 
—showed  no  detectable  differ- 
ence in  the  amount  of  marker 
estimated  to  remain  in  the  stom- 
ach or  to  spill  into  the  small 
intestine.  Moreover,  no  differ- 
ence was  found  in  the  results 
among  children  who  had  emesis 
induced  b\'  syrup  of  ipecac  as 
opposed  to  those  who  were 
treated  with  apomorphine.  Of 
particular  relevance— because  of 
concern  about  the  effects  of 
delay  in  producing  emesis— the 
children  who  vomited  rapidly, 
i.e.,  within  six  minutes  or  within 
13  minutes,  did  not  differ  in 
their  retention  or  spillage  from 
those  15  children  who  required 
a longer  period  of  time— upwards 
of  half  an  hour. 

In  point  of  fact,  none  of  the 
specific  treatments  proved  par- 
ticularly effective,  ^^41son  had 
previously  arrived  at  the  same 
conclusion."  Sclivartsman  and 
Vaz  have  confirmed  this  obser- 
vation recently."  But  Bo.xer,  .\n- 
derson,  and  Rowe,  using  a differ- 
ent approach,  have  more  closely 
duplicated  findings  in  animals 
and  they  favor  induction  of 
emesis."  Responsible  for  treating 
huge  numbers  of  accidental  in- 
gestions, these  authors  also  as- 
signed their  patients  (all  sali- 
cylate ingestors)  to  two  treat- 
ment groups.  One  group  was 
treated  by  lavage  which,  upon 
completion,  was  followed  im- 
mediately by  induction  of 
emesis.  The  other  group  had  the 
sequence  of  treatments  reversed. 
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All  stomach  contents  were  saved 
and  analyzed  for  salicylates. 
\Mien  emesis  followed  lavage,  it 
led  to  recovery  of  tw  ice  as  much 
salicylate  as  had  the  lavage  it- 
self. In  contrast,  when  lavage 
followed  emesis,  it  resulted  in 
augmenting  recovery  by  less 
than  10  percent  the  amount  of 
salicylate  originally  removed  by 
the  emesis.  The  difference  was 
highly  significant  (p=<0.01) 
and  seems  to  be  practically  sig- 
nificant as  well. 

Finally,  only  last  June,  Gold- 
stein recounted  two  cases  of 
purposeful  ingestions  by  young 
adults  in  whom  lavage  was  orig- 
inally carried  out  (3,000  ml  rinse 
fluid  v'ia  a large  bore  tube)  with 
minimal  returns.  Subsequent  in- 
duction of  emesis  brought  forth 
25  tablets  from  one  and  at  least 
10  to  15  from  the  other.”  He 
favors  emesis  as  being  superior. 

syrup  of  ipecac 

Syrup  of  ipecac  alkaloids  has 
long  been  known  to  be  emetic; 
as  has  been  pointed  out  by  Pic- 
chioni.*'  Three  theoretical  ob- 
jections have  heretofore  obvi- 
ated its  routine  use.  Today  all 
three  stand  e.xposed  as  errone- 
ous. They  were: 

Purported  slotv  onset  of  action 
—refuted  in  1961  when  a series 
of  214  children  were  timed  for 
emetic  response.'-  Fifty-six  per- 
cent vomited  within  15  minutes; 
88  percent  within  30  minutes. 
Of  note  is  the  fact  that  this  in- 
terval between  administration 
and  vomiting  accounted  for  only 
20  percent  of  the  total  interval 
between  home  ingestion  and 
hospital  treatment.  Both  Reid 
and  Alpert  have  confirmed  this 
finding.’ 

Alleged  toxicity— also  refuted 
so  long  as  syrup  of  ipecac— is 
used.  In  no  instance  should  the 
fluid  extract  he  employed.  The 


National  Clearinghouse  Poison 
Control  Center  has  analyzed 
more  than  2,000  instances  of  use 
without  discovering  any  recog- 
nizable toxicity— and  with  98 
percent  effectiveness,  even  in 
those  200  instances  wherein  anti- 
emetic agents  such  as  the  pheno- 
thiazines  have  been  the  material 
accidentally  ingested.’" 

Claimed  superiority  of  alter- 
native mechanical  or  chemical 
techniques  to  induce  emesis— 
also  refuted  in  a study  by  Dab- 
bous,  et  ah’"  Mustard  and  milk, 
and  salt  solutions,  have  also  been 
employed;  in  at  least  one  in- 
stance salt  poisoning  itself  fol- 
lowed. 

More  recently.  Berry  and 
Lambdin”  have  confirmed  the 
efficacy  of  apomorphine  in  pro- 
ducing rapid  (within  four  min- 
utes) and  effective  emesis  in 
children;  moreover,  its  action 
can  be  neutralized  immediately 
by  subsequent  administration  of 
levallorphan  (Lorfan)  or  nalor- 
phine (Nalline).  Here  a practi- 
cal limitation  exists  in  that  apo- 
morphine must  be  administered 
by  a physician  or  a para- 
medic; moreover,  the  child  must 
remain  under  careful  observa- 
tion throughout  his  period  of 
treatment  and  recovery.  Corby 
and  colleagues,  after  initially 
concluding  on  the  basis  of 
studies  in  puppies  that  apomor- 
phine proved  preferable,  have 
revised  their  opinion  based  on 
marker  recovery  in  the  human. 
Among  their  group  of  36  pa- 
tients, virtually  the  same  amount 
of  marker  was  removed  by  ipe- 
cac induced  emesis  and  by  apo- 
morphine. Approximately  30 
percent  was  recovered  from  sub- 
jects in  each  subgroup.  No 
advantage  was  found  to  exist. 
Copper  sulfate  solution  has  also 
been  used  to  induce  emesis  with 
dramatic  results  both  in  this 


country’"  and  abroad.”  Until 
further  confirmation  of  safety 
features  is  reported,  however, 
its  routine  use  is  not  recom- 
mended."’ 

a word  of  caution 

In  some  children,  situations 
preclude  the  use  of  any  emetic 
agent.  They  include: 

1.  The  unconscious  child— or 
one  who  is  likely  to  become  so 
quickly  because  of  barbiturates. 

2.  The  convulsing  child. 

3.  The  child  who  has  ingested 
hydrocarbons  (gasolene,  kero- 
sene) wherein  any  attempt  at 
evacuation  of  the  stomach— 
either  by  lavage  or  emesis— only 
seems  to  augment  additional 
pulmonary  aspiration. 

4.  The  child  who  has  ingested 
a corrosive  agent  such  as  lye. 

Working  with  adults,  Matthew 
and  his  colleagues  have  con- 
cluded that  in  contrast  to  others, 
in  the  unconscious  patient,  lav- 
age can  be  performed  safely. 
They  found,  especially  in  the 
face  of  salicylate  intoxication, 
gastric  lavage  did  prove  surpris- 
ingly effective  as  long  as  four  to 
eight  hours  after  ingestion  but, 
again,  this  was  in  adults."" 

positive  recommendation 

Despite  its  less  than  ideal  per- 
formance and  despite  at  least 
four  situations  where  its  use 
could  be  injurious,  syrup  of  ipe- 
cac induced  emesis  is  gaining  in 
popularity  in  managing  “poi- 
soned” children.  Moreover,  its 
use  has  now  spread  to  the  home 
—with  many  communities,  phy- 
sicians and  pharmacists  cham- 
pioning distribution  of  30  ml 
bottles  for  home  administration 
after  the  doctor  has  been  called. 
The  time  saved  and  absorption 
avoided  can  be  significant  be- 
cause in  two  communities,  stud- 
ies have  shown  that  more  than 
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an  hour  is  consumed  simply  in 
transporting  the  average  child 
to  treatment  facilities. 

Pharmacists  have  been  espe- 
cially helpful  in  ipecac  distribu- 
tion during  Poison  Prevention 
Week;  a 1966  survey  showed  a 
significant  jump  in  distribution 
compared  to  1964.  A program 
for  such  dissemination  continues 
under  the  leadership  of  Chuence 
Rozga\'.  S\Tup  of  ipecac  in  the 
home  mav  also  serve  as  a re- 


minder to  parents  of  the  possi- 
bility of  poisoning. 

summary 

The  past  decade  has  wit- 
nessed an  almost  unbelievable 
frequency  of  accidental  inges- 
tions among  children.  Recogni- 
tion of  the  problem  has  resulted 
in  both  the  development  of  a 
nation-wide  Poison  Control  Cen- 
ter Program  and  the  resurgence 
of  use  of  emesis  induced  by 


syrup  of  ipecac  as  an  initial  step 
in  management.  Data  docu- 
menting both  the  relative  efiFec- 
tiveness  of  this  technique  and 
the  acceptance  of  it  by  practi- 
tioners throughout  our  region 
emphasize  the  point  that  once 
a clinical  problem  is  precisely 
identified,  relatively  simple  steps 
can  serv'e  to  pinpoint  preferred 
treatment  techniques. 

University  of  Washington 
School  of  Medicine  (98105) 
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Drug  Therapy 


III  Treatment  of  Uncomplicated  Hypertension 

GEORGE  N.  AAGAARD,  M.D.,  Seattle,  Washington 


It  has  been  estimated  that  there 
are  twenty  million  people  in 
the  United  States  with  hyperten- 
sion. Insurance  company  statis- 
tics show  that  an  increase  in 
either  systolic  or  diastolic  blood 
pressure  is  associated  with  de- 
creased longevity.  One  might 
assume,  therefore,  that  all  pa- 
tients with  elevated  blood  pres- 
sure should  be  actively  treated. 
Unfortunately,  evidence  to  sup- 
port the  treatment  of  hyperten- 
sion is  incomplete. 

The  cooperative  study  of  Vet- 
erans Hospital  patients  demon- 
strated a significant  decrease  in 
morbidity  and  mortality  in  treat- 
ed male  patients  with  moderate 
or  severe  hypertension.’  These 
patients  had  pretreatment,  aver- 
age, diastolic  pressures  between 
115  and  129  mm.  Patients  with 
this  degree  of  hypertension  on 
repeated  examinations  should 
receive  medical  treatment. 

For  patients  with  lesser  de- 
grees of  hypertension,  evidence 
showing  benefits  of  medical 
treatment  is  not  available.  We 
know,  however,  that  even  in 
adolescent  patients,  hypertension 
takes  its  toll.  A recent  study  re- 
ported that  two  of  thirty  hyper- 
tensive young  people  died  of 
cerebral  hemorrhage  during  a 
seven-year  period  of  observa- 
tion.- Mortality  does  appear  to 
be  reduced  by  antihypertensive 
treatment. 

In  this  discussion  we  shall 


assume  that  the  patient  has  been 
studied  sufficiently  to  rule  out 
specific,  curable  causes  of  hyper- 
tension, or  that  if  some  specific 
cause  of  hypertension  has  been 
found,  the  decision  has  been 
made  to  treat  the  patient  medic- 
ally. For  example,  a patient 
might  have  renal  artery  stenosis 
but,  because  of  age  or  other  con- 
siderations, medical  treatment 
might  be  tried  in  lieu  of  surgerx'. 

therapeutic  measures  other  than 
drugs 

Diet.  Obesity,  if  present, 
should  be  treated  by  a weight 
reduction  diet.  It  is  imperative 
that  the  physician  motivate  the 
patient,  and  insist  that  reduction 
in  weight  be  continued  until  a 
satisfactory  level  has  been 
achieved.  In  mild  hypertensives, 
weight  reduction  alone  will  often 
bring  the  blood  pressure  within 
normal  range. 

Salt  restriction.  Since  the  ad- 
vent of  eflFective  oral  diuretics, 
rigid  salt  restriction  is  usually 
not  necessary  in  mild  to  moder- 
ate hypertension.  In  severe  hy- 
pertension with  normal  kidney 
function,  limitation  of  sodium 
intake  to  I to  2 grams  may  po- 
tentiate drug  therapy,  and  may 
be  attainable  by  many  patients. 

Way  of  life.  Since  hyperten- 
sive patients  are  hyper-reactors, 
and  have  greater  elevations  of 
blood  pressure  in  response  to  a 
variety  of  mental,  emotional  and 
physical  stresses  than  normoten- 


sive  subjects,  it  is  important  to 
help  them  find  an  optimal  style 
of  life,  and  to  help  them  learn 
how  to  enjoy  the  experiences 
that  come  to  them.  One  tries  to 
teach  them  to  plan  their  work 
and  other  activities  so  they  can 
avoid  a sense  of  hurry  and  feel- 
ings of  tension  and  frustration. 
For  a younger  patient,  this  may 
include  counselling  regarding 
his  life  work.  These  patients  will 
usually  benefit  from  programs 
that  help  them  achieve  muscular 
relaxation.  The  prescription  for 
hypertensive  patients  should  in- 
clude enjoyable  recreation,  ap- 
propriate for  their  age,  state  of 
health  and  economic  situation. 
Fifteen  to  twenty  minutes  of 
walking,  daily,  for  pleasure,  is 
attainable  for  most  patients  if  the 
physician  prescribes  it  as  an  im- 
portant part  of  the  treatment 
program. 

drugs  in  the  management  of 
uncomplicated  hypertension 

Although  no  perfect  drugs  are 
now  available,  we  have  several 
that  are  effective  in  some  situa- 
tions in  reducing  blood  pressure. 
Each  has  its  limitations  and  its 
adverse  effects.  Used  alone  or 
together  with  one  or  more  other 
antihypertensive  drugs,  they  will 
usually  lower  blood  pressure. 
Ideally,  the  goal  of  treatment 
is  to  reduce  blood  pressure  to 
90  mm  diastolic  or  to  maintain 
diastolic  blood  pressure  below 
100  mm  with  the  patient  in  a re- 
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TABLE  I 

Drugs  Used  for  Hypertension 


Drug 

Starting 

Dose 

Usual 

Daily  Dose 
(Range) 

Mild  diuretics 

hydrochlorothiazide 

chlorthalidone 

quinethazone 

25  mg/d 
.50  mg/d 
50  mg/d 

50-150  mg 
50-100  mg 
100-150  mg 

spironolactone 

25  mg 

100-300  mg 

triamterene 

100  mg 

100-300  mg 

reserpine 

0.1  mg/d 

0.1-0.3  mg 

h\dralazine 

25  mg/d 

.50-200  mg 

methyldopa 

250  mg/d 

500-2000  mg 

guanethidine 

10  mg/d 

10-125  mg 

Adverse  Effects 


GI  distress,  rash,  hypokalemia, 
hyperuricemia,  hyperglycemia 


drowsiness,  skin  rash, 
g>necomastia,  GI  distress; 

Retain  headache,  skin  rash 

miserable  feeling;  GI  distress; 
(avoid  in  peptic  ulcer); 
depression  (don’t  use  in  depressed 
patient);  nasal  congestion 

headaches,  muscle  pains, 
tachycardia;  avoid  in  patients  with 
angina  or  congestive  heart  failure 

drowsiness,  fluid  retention, 
postural  hypotension  in  large 
doses;  get  direct  positive 
Coombs  test. 

orthostatic  hypotension,  weakness 
on  exertion,  nasal  congestion, 
diarrhea,  loss  of  ei'aculation 


laxed  state.  In  some  severe  hy- 
pertensives this  is  difficult  to 
achieve  without  serious  adverse 
effects. 

.\t  what  level  of  blood  pres- 
sure should  drug  therapy  be 
started  if  weight  reduction  and 
other  measures  noted  above  are 
not  successful  in  reducing  blood 
pressure  to  normal? 

If,  on  repeated  visits,  with 
efforts  mode  to  see  that  the  pa- 
tient is  relaxed,  the  diastolic 
pressure  is  consistently  equal  to 
or  greater  than  100  mm,  dru^ 
treatment  should  be  initiated. 

mild  to  moderate  hypertension 

Patients  with  diastolic  blood 
pressure  consistently  in  the 
range  from  100  to  120  mm  will 
often  respond  satisfactorily  to 
one  of  the  mild  oral  diuretics. 
Fortunately,  there  are  five  differ- 
ent types  of  these  drugs.  Table 
1.  If  a patient  develops  a skin 
rash  attributable  to  a thiazide 
diuretic,  one  of  the  other  diuret- 


ics may  possibly  be  given  with 
impunity.  The  thiazides,  chlor- 
thalidone, and  quinethazone 
may  all  cause  increased  blood 
uric  acid  levels,  hypokalemia, 
and  hyperglycemia.  Spironolac- 
tone and  triamterene  will  usual- 
ly not  cause  decreased  serum 
potassium,  but  they  are  less 
effective  as  diuretic  and  natri- 
uretic agents.  It  -is  important  to 
check  serum  potassium  levels 
periodically  and  to  give  potas- 
sium chloride  if  the  blood  level 
falls  significantly.  From  4.5  to  60 
mEq  of  potassium  (3  to  4 
grams)  should  be  given  daily  as 
non-enteric  coated  tablets  or  in 
one  of  several  liquid  prepara- 
tions which  are  available. 

If  an  oral  diuretic  alone  does 
not  reduce  blood  pressure  to  a 
satisfactory  level  another  drug 
should  he  added  to  the  regimen. 
Reserpine  may  be  added  and 
gradually  increased  to  O.I  mg 
t.i.d.  This  drug  should  not  he 


given  to  patients  with  a recent 
history  of  depression  or  peptic 
ulcer  disease. 

Hydralazine  may  also  be  used 
to  supplement  the  oral  diuretic. 
It,  too,  should  be  started  grad- 
ually, with  a daily  dose  of  no 
more  than  .30  mg  and  gradually 
increased  to  no  more  than  150 
to  200  mg/day.  Hydralazine  is 
best  tolerated  if  used  with  an 
oral  diuretic  or  reserpine  or 
both.  It  should  be  used  only 
with  the  greatest  caution  in 
patients  with  coronaiy  insuffi- 
ciency. 

Methyldopa  may  also  be  used 
to  supplement  an  oral  diuretic. 
It  is  more  potent  than  either 
reserpine  or  hydralazine,  and  is 
often  given  alone  in  mild  to 
moderate  hypertension.  How- 
ever, an  oral  diuretic  will  poten- 
tiate the  blood  pressure  low- 
ering effects  of  methyldopa. 
Drowsiness  may  occur  early,  but 
will  usually  clear  with  time. 
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Nasal  stuflBness  may  be  annoy- 
ing. A positive  direct  Coombs 
test  will  develop  in  approxi- 
mately 40  percent  of  patients 
who  have  taken  methyldopa  for 
one  year,  but  hemolytic  anemia 
has  occurred  rarely,  and  does 
not  appear  to  be  a significant 
hazard.  \Vlien  large  doses  (2.0 
g/day)  of  methyldopa  are  given 
or  even  at  smaller  daily  doses  in 
older  patients,  orthostatic  hypo- 
tension may  occur.  Patients  must 
be  warned  about  this  possibility 
and  told  to  squat  or  sit  at  the 
first  sign  of  faintness  or  light- 
headedness. 

In  patients  with  severe,  un- 
complicated hypertension,  ( di- 
astolic blood  pressure  consist- 
ently 125mm  or  greater  before 
treatment ) , it  will  usually  be 
necessary  to  give  guanethidine 
in  addition  to  one  or  more  of 
the  drugs  mentioned  above. 
Dosage  should  be  increased 
gradually,  starting  with  10  or 


25  mg  as  a starting  dose.  Pos- 
tural hypotension  is  the  most 
important  adverse  eflFect  of 
guanethidine.  It  is  always  help- 
ful and  sometimes  necessary  to 
have  the  patient’s  blood  pressure 
checked  at  home  and  to  adjust 
the  dose  of  guanethidine  accord- 
ing to  the  morning  blood  pres- 
sure reading  in  the  standing 
posture.  Diarrhea  is  a less  fre- 
quent but  sometimes  very  trou- 
blesome adverse  effect.  Impo- 
tence or  loss  of  ejaculation  may 
also  be  a problem.  Guanethi- 
dine acts  primarily  on  blood 
pressure  in  the  upright  posture. 
It  may  at  times  be  necessary  to 
put  blocks  under  the  head  of 
the  patient’s  bed  so  that  a 
greater  decrease  in  blood  pres- 
sure may  be  maintained  during 
the  hours  of  sleep. 

All  patients  with  hypertension 
should  be  followed  at  appropri- 
ate intervals  to  maintain  weight 
control,  check  on  adverse  effects 


of  drugs,  and  to  give  the  assur- 
ance provided  by  the  physician- 
patient  relationship.  It  is  partic- 
ularly important  to  follow  pa- 
tients closely  when  a change  has 
been  made  in  the  regimen.  Only 
then  will  the  physician  know  if 
the  desired  result  has  been 
achieved. 

Part  IV  will  be  devoted  to 
treatment  of  hypertension  with 
complications. 

Department  of  Medicine, 
University  of  Washington 
School  of  Medicine  (98105) 


Chemical  Nomenclature 


Generic 

Trade 

hydrochlorothiazide 

Hydrodiurel 

Esidrix 

chlorthalidone 

Hygrotor 

furosemide 

Lasix 

guanethidine 

Ismelin 

hydralazine 

Apresoline 

methyldopa 

Aldomet 

spironolactone 

Aldactone  A 

quinethazone 

Hydromax 

triamterene 

Dyrenium 
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Oral  Hypoglycemic  Agents 

O.  CHARLES  OLSON,  M.D.,  Spokane,  Washington 


A.  Diabetics  most  likely  to  respond  favorably. 

1.  Onset  age  over  40  years  (75  percent). 

2.  Stable  diabetes— patient  frequently 
obese. 

3.  Diabetes  present  for  10  years  or  less. 

4.  If  on  insulin,  controlled  with  small  dose 
—25  units  or  less. 

B.  Diabetics  least  likely  to  respond  favorably. 

1.  Juvenile  onset  diabetes  or  adult  onset  of 
juvenile  type. 

2.  Unstable,  difficult  to  control  on  insulin. 

3.  Older  diabetics  controlled  on  higher 
doses  of  insulin. 

C.  Contraindications. 

1.  Acidosis  or  pre-acidotic  states. 

2.  Severe  infections  accompanying  diabetic 
onset. 

3.  During  or  following  major  surgery. 

4.  Sulfa  scnsitivitN". 

5.  Pregnancy. 

D.  How  do  these  oral  agents  work  in  controlling 
diabetes? 

1.  Sulfonylureas  stimulate  the  pancreas  to 
secrete  more  insulin;  they  may  play  a 
minor  role  in  inhibiting  glucose  release 
from  liver  glycogen. 

2.  Phenformin  has  as  its  principal  action 
the  promotion  of  the  anaerobic  metabo- 
lism of  glucose  via  the  Emden-Meyerbof 
pathway.  Other  possible  mechanisms  of 
action  are  being  investigated. 

E.  What  oral  agents  ore  available  and  how  are 
they  to  be  used? 

See  Table  1. 

F.  In  adult  onset,  obese  diabetics,  without  serious 
kidney  or  liver  disease,  what  is  the  drug  of  choice? 

Phenformin— 50  mg  capsides— it  exerts  an 

anti-lipogenic  effect  and  thus  helps  some- 
what in  weight  reduction.  Does  not  stimu- 
late excess  insidin  secretion. 
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G.  In  adult  onset,  normal  weight  diabetics  what  is 
the  drug  of  choice? 

Probably  any  of  the  sulfonylureas  above. 
W'e  have  had  the  longest  experience  and 
most  information  with  tolbutamide.  If  one 
fails  to  work,  try  another.  There  is  20  per- 
cent chance  of  success  with  another  sulfo- 
nylurea. 

H.  Are  combinations  of  two  drugs  opt  to  be  success- 
ful if  o single  drug  foils? 

Yes,  particularly  combining  phenformin 
with  a sulfonylurea. 

I.  What  procedure  should  be  followed  in  starting 
orals  and  how  long  should  one  wait  after  starting 
orals  before  deciding  they  ore  not  effective? 

1.  Patient  on  insulin.  If  the  patient  is  on 
insidin  at  the  start  of  the  oral  therapy, 
one  can  prescribe  a program  to  include 
decreasing  the  insulin  dosage  by  approxi- 
mately one-fifth  to  one-fourth  of  the  total 
dose  each  succeeding  day  that  the  urine 
tests  and  blood  sugar  levels  or  both  re- 
main at  control  levels.  Reduce  dose  more 
slowly  if  glycosuria  persists  and  at  the 
end  of  ten  days,  if  rather  marked  re- 
duction in  insulin  requirements  have  not 
taken  place,  it  is  unlikely  that  the  oral 
agent  will  exert  much  if  any  helpfid 
effect.  However,  in  the  rare  case  one 
could  continue  such  a program  for  an- 
other ten  days  in  the  hope  of  achieving 
successful  conversion. 

2.  Patient  not  prev'ioushi  treated  and  is  a 
mild  diabetic.  If  the  patient  has  received 
no  prior  insulin  or  oral  agent  therapx’ 
and  is  a relatively  mild,  new  diabetic, 
i.e.,  with  fasting  blood  sugar  not  over 
160  and  2-hour  postprandial  not  over 
200,  one  can  probably  safely  carry  the 
trial  of  oral  agents  for  a period  of  one 
to  three  weeks,  .\lthough  maximum  ef- 
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Table  1 


Loading  Dose 
Usually 


tolbutamide 

(Orinase) 

0.5  gg 

—Day  1,  2 tid 
Day  2,  2 bid 
Day  3,  1 bid 
Then,  as  required 

tolazamide 

(Tolinase) 

100  mg 
2.50  mg 

Usually 

—Day  1,  1 tid 
Day  2,  1 bid 
Then,  as  required 

chlorpropamide 
( Diabinese ) 

100  mg 
2.50  mg 

Not  usually 

acetohexamide 

(Dymelor) 

250  mg 
500  mg 

Yes— 500  mg  bid 
for  1-3  days 

phenformin 

.50  mg 

No 

(DBI-TD) 

fects  may  not  be  noted  before  30  days, 
there  will  always  be  progressive  lower- 
ing of  blood  sugar  and  usually  dis- 
appearance of  glycosuria  within  five 
days  after  starting  therapy.  If  there  is 
not,  the  outlook  for  control  on  the  oral 
agent  is  poor. 

3.  Patient  not  previously  treated  and  is  a 
more  severe  diabetic.  If  the  patient  is  a 
more  severe,  adult  onset  diabetic,  then 
one  had  best  start  small  doses  of  long- 
acting  insulin  along  with  the  oral  agent 
for  the  patient’s  protection,  and  once  the 
blood  sugar  has  been  reduced  to  control 
levels,  follow  a program  similar  to  the 
one  outlined  above  in  paragraph  I. 

J.  Is  there  a difference  in  cost  of  the  tablets? 

Yes,  as  follows; 

Average  Cost  Cost  per  Ave- 
per  Tablet  rage  Daily  Dose 


tolbutamide 

0.5  g 

10  cents 

30  cents 

tolazamide 

100  mg 
2.50  mg 

8 cents 
19  cents 

38  cents 

chlorpropamide 

100  mg 
250  mg 

6 cents 
1 1 cents 

16. .5  cents 

acetohexamide 

250  mg 
500  mg 

5 cents 
10  cents 

20  cents 

phenformin 

50  mg 

15  cents 

30  cents 

Insulin  is 

cheaper! 

K.  What  are  the  side  effects? 

1.  Sulfonylureas,  about  5 percent  of  pa- 
tients demonstrate  side  eflfects: 

G.I.  upsets  including  nausea,  vomiting, 
anorexia,  and  diarrhea;  Skin  rashes— 


How  Often 

Average 

Maintenance 

Do  not 
Exceed 

Always  bid 
Lasts  12  hrs. 

1-2  bid 

3g 

Once  or 
twice  daily 
(Lasts  12-24  hrs.) 

250-500  mg 

0.75  g 

Once  each  a.m. 
(Last  to  60  hrs.) 

12.5-500  mg 
in  a.m. 

.500  mg 
Important! 

Once  or 
twice  daily 

0.25-1. .5  g 

1.5  g 

Usually  bid 

50  mg  bid 

200  mg 

reversible  when  drug  is  stopped;  Blood 
dyscrasia— rarely  serious  and  usually  re- 
versible on  stopping  drug;  Liver  impair- 
ment—occasionally  serious  but  usually 
reversible. 

2.  Phenformin,  5 to  20  percent  of  patients 
cannot  tolerate  the  drug  because  of 
gastro-intestinal  symptoms— nausea,  vom- 
iting, diarrhea,  anorexia,  weight  loss. 
All  are  reversible  when  drug  is  stopped. 

L.  Is  there  a choice  of  drugs  in  patients  with  known 
liver  or  renal  disease? 

Yes.  Tolbutamide  and  tolazamide  are  safest 
because: 

1.  Acetohexamide  and  chlorpropamide  are 
generally  contra-indicated.  Chlorpropa- 
mide is  excreted  mainly  unchanged  and 
high  blood  levels  can  easily  accumulate 
leading  to  hypoglycemic  episodes.  Aceto- 
hexamide is  metabolized  to  hydroxy- 
hexamide  which  is  metabolically  active 
and  can  also  cause  accumulation. 

2.  Tolbutamide  and  tolazamide  break  down 
into  inactive  metabolites,  so  are  safer. 

3.  DBI  is  contra-indicated  because  of  dan- 
ger of  producing  lactic  acidosis.  It  in- 
hibits oxidative  phosphorylation  leading 
to  increased  lactate  production. 

M.  What  should  the  patient  on  orals  be  told  about 
alcohol  and  other  drugs? 

Alcohol  and  oral  agents  sometimes  don’t 
agree  at  all.  There  may  be  reaction  with 
flushing,  tachycardia,  and  nausea.  Many 
other  drugs  may  potentiate  the  action  and 
cause  relative  phenylbutazone,  diphenyl- 
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Fig.  1.  Many  patients  have  high  serum  uric  acid  levels  but  not  gout.  A few 
patients  with  gout  do  not  show  hyperuricemia. 


or  kidney  damage.  Statistically, 
a level  at  which  one  of  these 
complications  is  likely  to  de- 
velop is  10  mg  per  100  ml  or 
more. 

Probenecid  is  a safe  drug  that 
lowers  the  serum  level  by  in- 
creasing renal  excretion  of  uric 
acid.  This  greater  urine  concen- 
tration poses  the  hazard  of  urate 
stone  formation.  To  prevent  this, 
the  urine  should  be  kept  dilute 
and  at  a pH  about  6 with  a large 
fluid  intake,  and  sufficient  alkali. 

Allopurinol  is  a newer  drug 
that  is  very  eflfective  and  ap- 
pears to  be  safe.  It  blocks  the 


conversion  of  xanthines  to  uric 
acid  and  thus  lowers  both  serum 
and  urinary  concentration.  It  is 
the  ideal  drug  for  a patient  with 
hyperuricemia  who  has  had 
urate  stones. 

Neither  of  these  drugs,  which 
control  uric  acid,  are  of  benefit 
in  acute  gout.  In  fact,  they  may 
be  detrimental.  Either  one  may 
prolong  an  acute  attack  and 
make  it  resistant  to  treatment. 
The  mechanism  of  this  eflFect  is 
unknown.  Similarly,  when  either 
probenecid  or  allopurinol  is 
begun,  an  acute  attack  of  gout 
may  be  precipitated. 


suggested  program 

The  management  of  a hypo- 
thetical patient  will  illustrate 
one  approach  using  these  medi- 
cines. A middle-aged  man  (or 
post-menopausal  woman)  comes 
with  an  acutely  swollen  and 
painful  knee.  The  joint  is  tapped 
and  many  needle-shaped  uric 
acid  crystals  are  seen  in  the 
polarized  light.  Phenylbutazone, 
800  mg  a day,  for  three  days  (or 
colchicine  1 mg  intravenously  if 
the  joint  is  not  tapped)  is  ad- 
ministered. One  week  later, 
when  the  symptoms  have  sub- 
sided, the  serum  uric  acid  level 
is  measured  and  is  found  to  be 
11  mg  per  100  ml.  Colchicine, 
two  tablets  a day,  are  given  for 
one  week,  and  then  continued  as 
probenecid  or  allopurinol  is  in- 
troduced at  one  tablet  a day. 
The  daily  dose  of  the  latter  is 
increased  by  one  tablet  each 
week  until  the  uric  acid  level  is 
brought  into  satisfactory  range, 
about  7 mg  per  100  ml.  This 
gradual  approach  will  prevent 
a flare  of  acute  gout.  There  is 
no  hurry,  since  uric  acid  control 
is  a long-term  proposition  that 
must  be  continued  indefinitely 
to  be  beneficial. 

summary 

Gout  and  liyperuricemia  are 
two  separate  aspects  of  the  same 
disease  that  should  be  consid- 
ered and  treated  separately.  The 
drugs  effective  for  one  are  of 
no  help  for  the  other.  Regular 
use  of  the  proper  drugs  can 
completely  prevent  complica- 
tions, in  most  cases.  Potentially, 
the  control  of  the  complications 
of  hyperuricemia  is  as  good  as 
the  penicillin  prophylaxis  of 
rheumatic  fever. 

1118  Ninth  Ave.  (98101) 
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Doctor,  after  all  we’ve 
been  through  together.. . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. ..don’t  you  think  it’s  time 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— uxiiCdiXia, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— hu\gix\g  fontanels  in  young 
infants.  J.eer/2— yellow-brown  staining; 
enamel  hypoplasia.  anemia,  throm^ 

bocytopenic  purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycilfV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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NOEL  B.  RAWLS,  M.D. 


”A  Right  To  Live  And  A Right  To  Die” 


With  the  advent  of  modem  medicine,  it  is  now 
possible  to  keep  a patient  breathing,  his  heart 
beating,  and  the  patient  technically  alive,  long  after 
so-called  brain  death  has  occurred.  Medicine  as  an 
art  has  been  superceded  by  medicine  as  a science. 

As  the  general  population  has  tended  to  drift  away 
from  its  religion,  the  doctor  has  more  and  more 
become  the  “High  Priest.” 

None  of  us  will  argue  that  if  a critically  ill  patient 
has  a curable  disease,  he  has  a right  to  everything 
that  the  science  of  medicine  can  offer.  On  the  other 
hand,  if  his  malady  is  incurable,  he  is  often  kept 
aliv'e  by  this  scientific  medicine  and  is  thereby 
deprived  of  his  right  to  die. 

On  my  desk  is  a quotation  which  I took  out  of 
a journal  some  time  ago.  I believe  it  sums  up  our 
conflict  between  the  science  and  the  art  quite  well: 

Most  of  us  believe  that  all  life  comes  from 
Cod  and  is  returned  to  him.  We  have  a solemn 
responsibility  to  use  that  life  to  the  best  of  our 
ability.  But,  if  we  are  dedicated  to  preserving 
life  under  all  conditions  at  all  costs,  then  we 
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are  wrongfully  worshipping  life  as  a substitute 
for  God. 

On  March  19-20,  1970  there  will  be  a convoca- 
tion at  Willamette  University.  It  is  jointly  sponsored 
by  the  Oregon  Medical  Association  and  several 
state  ministerial  professional  associations.  The  two 
da>-  program  is  designed  to  provide  an  avenue  of 
meaningful  dialogue  between  the  two  professions 
in  the  area  of  “Life  Control  and  Death  Control.” 
The  convocation  is  intended  not  only  to  provide 
e.xcellent  resource  speakers,  but  to  create  an  atmos- 
phere where  both  doctors  and  clerg>'men  can  discuss 
common  concerns  in  such  currently  important  sub- 
jects as  the  ethics  of  transplantation,  euthanasia, 
contraception,  abortion  and  such  questions  as  “When 
does  life  begin?”  and  “When  is  death?” 

I enthusiastically  urge  physicians  who  are  in- 
terested in  this  fine  meeting  to  plan  now  to  attend. 

^ 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  ^2 

EXTENTABS 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  il.U.DnRIMQ 

RICHMOND.  VA.  23220  ^ 
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Oregon  Medical  AsSOCiation-2\(>A  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  iVoeZ  B.  Rowls,  M.D.,  Astoria 

SECY-TREAS.  Lawretice  M.  Lowell,  M.D.  Portland 
EXECun\-E  SECY.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 


OMA  Board  of  Trustees  Meets 

The  OMA  Board  of  Trustees  met  at  a regular 
monthly  meeting  on  January  10. 

The  Board  approved  Life  Membership  status  for 
Ralph  M.  Prag,  Portland;  and  W.  H.  Chapman, 
Eugene;  and  Active  Emeritus  membership  for 
J.  B.  \’.  Butler  and  H.  \’’irginia  Gilliland,  both  of 
Portland.  The  Trustees  also  approved  a recommenda- 
tion from  the  Council  on  Medical  Education  to 
appoint  J.  Allan  Henderson,  Hood  River,  to  fill  the 
Council  vacancy  created  by  the  resignation  of  Wil- 
liam J.  Pyrch,  Oregon  City. 

A report  of  the  Liaison  Committee  to  S.\MA  was 
adopted  which  recommended  that  the  Association 
underwrite  initial  efforts  of  the  Oregon  SAMA 
Chapter  to  establish  a bi-monthly  newsletter  of 
interest  to  students,  faculty  and  practicing  physicians. 

The  Board  also  reviewed  informational  reports  of 
the  M’oman’s  Auxiliary,  Oregon  State  Board  of 
Health,  Oregon  Chapter  of  S.\MA,  Council  on 
Medical  Education,  Conference  on  Family  Practice, 
Committee  on  Peer  Review,  OMPAC,  and  Commit- 
tee on  Medicine  and  Religion. 

The  Board  also  reviewed  a compendium  of  AMA 
and  AMP.\C  appointments  and  elected  officers  for 
1970.  It  was  noted  that  the  following  Oregon 
physicians  currently  serv'e  the  national  organizations: 

Council  on  Drugs— Xorman  A.  David,  Portland; 
Council  on  Environmental  in  Public  Health— Ed- 
ward Press,  Portland;  Council  on  Legislative  Activi- 
ties—Ernest  T.  Livingstone,  Portland;  Council  on 
Occupational  Health— Forrest  E.  Rieke,  Portland; 
Council  on  Scientific  Assembly— Huldrick  Kammer, 
Portland;  Committee  on  Medical-Legal  Problems— 
.Ambrose  B.  Shields,  Portland;  Committee  on  Rating 
of  Mental  & Physical  Impairment— Raymond  M.  Mc- 
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Keown,  Coos  Bay;  Committee  on  Transfusion  & 
Transplantation— William  C.  Scott,  Portland;  Com- 
mittee on  Private  Practice— Clinton  S.  McGill,  Port- 
land; AMPAG  Board  of  Directors,  Blair  J.  Hennings- 
gaard,  Astoria;  and  AMA  Board  of  Trustees— Max  H. 
Parrott,  Portland. 


Medical  Board  Licenses  38  Physicians 

.At  the  conclusion  of  a regular  meeting  of  the 
Board  of  Medical  Examiners  for  the  State  of  Oregon 
held  on  January  L5,  16  and  17,  1970,  Carl  R.  Kostol, 
M.D.,  Secretary,  announced  that  the  following 
physicians  are  licensed  to  practice  medicine  in 
Oregon: 

William  Young  Burton,  Jr.,  M.D.;  James  Warren 
Eastman,  M.D.;  John  Allen  Emery,  M.D.;  Paul 
Michael  Fleming,  M.D.;  Katharine  Mary  Clum 
Gartner,  M.D.;  Thomas  David  Lindell,  M.D.;  Craig 
MacCloskey,  M.D.;  Friedrich  Boetticher  Miller, 
M.D.,  George  Duane  Olsen,  M.D.;  Charles  Wads- 
worth Poindexter,  M.D.;  Gary  Richard  Snyder,  M.D.; 
Robert  Eugene  Sotta,  M.D.;  Anthony  Joseph  Trusz- 
kowski,  M.D.;  Scott  Leroy  Walker,  M.D.;  Frank 
Herrington  Watson,  M.D.;  Bud  Alan  West,  M.D.; 
and  Lawrence  George  Wilson,  M.D.,  all  of  Portland. 

Lee  .Allen,  M.D.,  Memphis,  Tennessee;  James 
William  Budke,  M.D.,  Dayton,  Oregon;  Dale  Roger 
Bertsch,  M.D.,  Salem,  Oregon;  John  Morgan  Currie, 
Edmond,  Oklahoma;  John  Paul  Carroll,  M.D.,  Bend, 
Oregon;  Duane  Albert  Diller,  M.D.,  Columbus,  Ohio; 
John  Preston  Feighner,  M.D.,  St.  Louis,  Missouri; 
.Arthur  Sigmund  Geller,  M.D.,  Seattle,  Washington; 
Ralph  William  Higer,  M.D.,  U.S.  Navy;  William 
Breck  Howard,  M.D.,  U.S.  Army;  Paul  Frank  Klos- 
terman,  M.D.,  Bismarck,  North  Dakota;  William 


Robert  Victor  Marriott,  M.D.,  Cor\'allis,  Oregon; 
Pearl  Heber  Pierson,  M.D.,  Eugene,  Oregon;  Robert 
William  Ruggeri,  M.D.,  Klamath  Falls,  Oregon; 
Robert  Hudson  Smith,  M.D.,  San  Francisco,  Cali- 
fornia; William  Maltas  Stanley,  M.D.,  Wilsonville, 
Oregon;  Richard  Allan  Truax,  M.D.,  Iowa  City, 
Iowa;  Donald  Andrew  Turcke,  M.D.,  Medford, 
Oregon;  and  Sidney  Francis  Whaley,  Jr.,  M.D., 
U.S.  Army. 

Richard  Hulett  Turner,  D.O.,  Cincinnati,  Ohio, 
and  Robert  Earl  Williams,  D.O.,  Davenport,  Iowa. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  April  16,  17,  and  18,  1970. 
Applications  to  be  considered  during  the  April  meet- 
ing must  be  filed  with  the  office  of  the  Board  no 
later  than  March  16,  1970. 

Convocation  Plans  Progressing 

At  the  January  10,  meeting  of  the  OMA  Board 
of  Trustees  Committee  on  Medicine  and  Religion, 
Chairman  Glenn  M.  Gordon,  reported  on  the  pro- 
gress in  planning  the  State  Convocation  for  clergy- 
men and  physicians  to  be  held  at  Willamette 
University,  March  19-20.  Dr.  Gordon  reported  that 
principal  speakers  will  be  Dr.  Harvey  Potthoff, 
Professor  of  Theology  at  Iliff  School  of  Theology, 
Denver,  and  E.  Mansell  Pattison,  ,M.D.,  University 
of  Washington  School  of  Medicine. 

The  two-day  meeting,  entitled  “Life  Control  . . . 


Death  Control,”  will  be  devoted  to  discussion  by 
the  two  professions  in  such  areas  as  euthanasia, 
contraception,  abortion,  the  moment  life  begins,  and 
the  moment  death  occurs. 

The  conference  is  open  to  ministers,  physicians 
and  medical  students.  Pre-registration  is  advised,  as 
only  a limited  number  of  applicants  may  be  ac- 
cepted. Registration  material  and  a complete  pro- 
gram are  available  through  OMA  headquarters. 

Volunteer  Physicians  for  VietNam 

Eight  Oregon  physicians  have  served  nine  volun- 
teer tours  in  the  American  Medical  Association 
Volunteer  Physicians  for  VietNam,  since  the  in- 
ception of  the  program  in  1965. 

Doctors  from  Oregon  who  have  participated  are 
Thomas  E.  Morris,  Jr.,  Portland,  two  tours;  John 
R.  Boe,  Grants  Pass;  E.  Murray  Burns,  Portland; 
Calvin  E.  Gantenbein,  Portland;  Marion  T.  Merrill, 
John  Day;  Edwards  S.  Morgan,  Pendleton;  Charles 
H.  Nelson,  Albany;  and  Richard  N.  Sherwin,  Prine- 
ville  one  each. 

The  program  has  resulted  in  601  physicians  serv- 
ing 676  tours.  California  leads  individual  states  in 
participation  with  100  tours. 

Charles  H.  Moseley,  Program  Director  reports 
that  another  400  doctors  will  be  required  to  main- 
tain the  project  at  its  present  level. 


North  Pacific  Pediatric  Society 
1 00th  Meeting 

The  100th  Meeting  of  the  North  Pacific  Pediatric 
Society  will  be  held  at  the  Bay  Shore  Hotel  at  Van- 
couver, British  Columbia,  from  March  4 to  7,  1970. 
The  major  theme  of  the  meeting  will  be  immu- 
nology, adolescence,  and  a one-day  session  on  life 
before  birth.  Featured  guest  speakers  are  Fred 
Rosen,  Boston;  Carlos  Adamson,  Columbia  Univer- 
sity, New  York;  and  R.  Unwin,  Montreal,  Quebec, 
plus  many  major  speakers  from  our  own  area. 
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The  Northwest’s  newest  house.  The  items. 
More  sizes.  SCHERER  is  your  largest  single 
source  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing. 

SCHERER  is  long  on  speed,  service,  stock; 
short  on  “sorry”  or  “lemme’  see.”  Now 
serving  all  of  Oregon,  Washington,  Idaho, 
Northern  California  — and  proud  to  be! 

Be  sure.  Call  SCHERER. 

“Formerly  Doctor’s  Supply  Company 


SCHERER  COMPANY  Medical  and  Scientific  Supplies 

5714  N.E.  Hassalo  • Portland,  Oregon  97213  • (503)  282-2295 

A Bergen  Brunswig  Company 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  s«aHi«,  Washington  98ii5 

PRESIDENT  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  }.  Walfred  Wallen,  M.D.,  Burlington 
EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting  September  20-23,  1970,  Spokane 


Development  of  Scientific  Program  Underv/oy 


Since  the  initial  meeting  on  November  15,  1969, 
members  of  the  WSMA  Scientific  Program  Commit- 
tee in  Spokane  have  been  developing  preliminary 
plans  for  the  scientific  program  at  the  1970  WSMA 
Annual  Meeting,  September  20-23,  Davenport  Hotel, 
Spokane.  A full  program  is  anticipated,  including 
the  course  approach,  round  table  discussions,  corner 
consultations  with  guest  speakers.  General  Scientific 
Sessions,  a General  Practice  Session  for  prescribed 
credits,  and  Specialty  Scientific  Sessions. 

Abstract  of  Papers  Requested  Early 

Physicians  who  plan  to  submit  abstracts  of  papers 
for  consAleration  as  part  of  general  or  specialty 
sessions  are  encouraged  to  submit  the  abstract  as 
soon  as  possible.  This  will  allow  an  early  determin- 
ation of  the  specialty  sessions  which  will  be  pre- 
sented. Members  of  the  WSMA  Scientific  Program 
Gommittee  are: 

J.  Thomas  Rulon,  M.D.,  Ghaimian,  ENT 
Richard  E.  Ahlquist,  M.D.,  Surgery 
.Michael  A.  Donlan,  M.D.,  Pediatrics 
G.  Gordon  Edgren,  M.D.,  Psychiatry 
Thomas  H.  Jones,  M.D.,  General  Practice 
Robert  G.  Maher,  M.D.,  Ophthalmology 
John  A.  Moyer,  M.D.,  OB-GYN 
John  H.  Phillips,  M.D.,  Internal  Medicine 
Richard  L.  Pokorny,  M.D.,  Anesthesiology 

Gopies  of  abstracts  submitted  to  Dr.  Rulon  at  the 
Washington  State  Medical  Association  office,  444 


N.E.  Ravenna  Boulevard,  Seattle  98115,  will  be 
forwarded  to  committee  members  for  consideration 
at  the  next  meeting  of  the  committee  in  Spokane. 

Applications  For  Scientific  Exhibit 
Space  Available 

Jonathan  A.  Holloway,  Spokane,  Ghairman  of  the 
WSMA  Scientific  Exhibit  Gommittee,  stated  that 
scientific  exhibits  will  be  displayed  in  a separate 
room  adjacent  to  the  scientific  sessions  during  the 
1970  WSMA  .\nnual  Meeting  in  Spokane.  Applica- 
tions for  scientific  exhibit  space  may  be  obtained 
by  writing  to  Dr.  Holloway  at  the  WSMA  Office,  444 
N.E.  Ravenna  Boulevard,  Seattle  98115. 

The  deadline  for  returning  completed  exhibit 
applications  is  April  15,  1970.  The  committee  meets 
shortly  thereafter  to  select  exhibits  to  be  shown  at 
the  Annual  Meeting.  Again  in  1970,  the  WSMA  will 
present  the  ,\esculapius  Award  to  the  physician (s) 
who  develop  the  exhibit  judged  most  outstanding. 


Baker  Heads  ACS 

Joel  W.  Baker  of  Seattle,  Washington,  took  office, 
December  1969,  as  the  President  of  the  American 
Gollege  of  Surgeons.  The  outgoing  president  was 
Preston  A.  \Wade,  New  York.  The  Gonvocation 
ceremonies  took  place  in  San  Francisco. 
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ROBERT  P.  PARKER,  M.D. 


^''Grossly  Exaggerated  Death’' 


This  was  the  grave  of  the  AMA 
Who  died  maintaining  its  right-of-way. 
Its  right  was  clear,  its  will  was  strong 
But  it’s  just  as  dead  as  if  it  was  wrong. 


That  sign  could  have  hung  over  the  offices  of  the 
AMA  in  Washington,  D.C.,  after  the  Medicare- 
Medicaid  battle  five  years  ago.  Many  felt  the  AMA 
was  right,  others  just  as  strongly  disagreed— but  what 
is  apparent,  by  our  isolated  position,  important 
medical  legisaltion  was  written  by  economists  and 
social  planners  without  our  help.  This  explains  in 
part  why  Medicaid  is  troubled  not  only  in  our  State, 
but  nationally. 

These  were  lean  times  politically  but  a lesson  was 
learned.  The  entire  Washington  office  of  the  AMA 
was  reorganized.  Different  voices  were  heard  on 
the  AMA  Board  of  Trustees  and  in  time,  a new 


Executive  \'ice  President  took  over.  Clearly  the  old 
ship  had  changed  direction. 

An  example:  The  drums  are  beating  for  national 
health  insurance  and  correct  or  not,  they  are  too 
loud  to  ignore.  The  Medicredit  Bill  presented  to 
the  91st  Congiess  represents  the  conclusion  of 
two  years  discussion  with  top  economists  in  Blue 
Cross,  Blue  Shield,  Unions,  major  health  carriers, 
and  the  AMA.  It  is  a good  bill  and  will  be  pushed 
hard  but  unlike  five  years  ago,  the  AMA  will  con- 
tinue to  work  with  all  interested  groups.  Whatever 
legislation  is  finally  passed,  medicine  will  contribute. 
This  is  medical  leadership.  We  can  not  do  less. 
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With  all  the  stuff  in  that  mixer 
you  could  make  a pill  this  big ! 


That  deoxyribonucleic  acid  is  a gas! 


"Isn't  that  a Syntex  Tour  Guide 
behind  those  Foster  Grants?" 

(Of  course.  Didn't  you  see  her  at  Syntex?) 


SHE'S  an  easy  act  to  follow  in  that 
bright  red  suit,  white  boots,  cap, 
gloves  — and  those  Foster  Grant 
glasses.  She'll  lead  you  up  the  gar- 
den path  for  a look  at  our  buildings 
and  landscaped  grounds.  She'll  take 
you  to  see  our  growing  collection  of 
contemporary  art,  including  a large 
bronze  sculpture  by  Henry  Moore. 
And  she'll  guide  you  through  the  lab- 
oratories of  Syntex  Research,  where 
our  scientists  work  in  such  fields  as 
molecular  biology,  organic  chemistry, 
hormone  biology,  clinical  medicine. 


veterinary  science,  and  pharmaceuti- 
cal science.  She's  one  of  several  Syn- 
tex employees  specially  trained  to 
make  your  visit  interesting  and  mean- 
ingful. They  conduct  small  group 
tours,  lasting  an  hour  or  so,  that  will 
give  you  a better  idea  of  what  Syntex 
does.  For  information,  or  reservations 
for  a tour,  phone  Mrs.  Diane  Bier- 
wagen  of  our  Public  Relations  Depart- 
ment (415)  327-0110  or  write  her  at 
Syntex  Laboratories,  Inc.,  Stanford 
Industrial  Park,  Palo  Alto,  California 
94304, 


Wow  ' There  goes  one  of  our  white  rats. 


Pretty  wild  safety  glasses,  huh? 


Oh,  you  just  dab  it  on  with 
your  finger— like  this. 


This  x-ray  diffractometer  can  give 
you  some  real  groovy  colors. 


Revised  Relative  Value  Studies 


A new  edition  of  the  Relative  Value  Studies 
was  published  by  the  California  Medical  Associ- 
ation in  September. 

The  Relative  Value  Studies,  or  “RVS",  is  a com- 
plete listing  of  procedures  performed  by  physicians. 
There  are  also  unit  values  which  indicate  the 
relationshii?  of  values  of  services  to  each  other. 

The  RVS  will  become  effective  for  usage  in 
California  Apiil  1,  1970.  It  is  designed  to  assist 
doctors,  health  insurance  carriers,  consumers  and 
business  to  identify  procedures  which  physicians 
perform.  Furthermore,  the  edition  serves  as  a guide 
to  understanding  the  basis  for  charges.  However, 
this  is  not  a fee  schedule. 

The  first  edition  of  the  RVS  was  published  in 
1956.  Its  concept  has  been  adopted  by  other  state 
medical  societies  and  applied  to  voluntary  health 
insurance  and  government-financed  programs  nation- 
wide. 

Revised  by  the  California  Medical  Association’s 
Committee  on  RVS,  the  1969  edition  is  the  cumula- 
tion of  more  than  two  years  of  intensive  study  and 
consultation  with  experts  in  the  health  care  profes- 
sion. 

“The  content  of  this  edition  (of  the  RVS)  reflects 
as  completely  as  possible  tbe  manner  in  which  medi- 
cine is  practiced  in  California  at  this  time,”  William 
H.  Thompson,  M.D.,  Chairman  of  the  CMA  Commit- 
tee on  RVS,  said. 

Major  changes  are:  (1)  expansion  of  the  coding 
system  from  four  to  five  digits;  (2)  inclusion  of  ap- 


pro.ximately 50  percent  more  procedures  than  in 
the  1964  edition;  (3)  introduction  of  the  concept 
of  “modifiers”;  (4)  structuring  of  each  RV’S  section 
unit  values  in  such  a way  as  to  make  them  applicable 
to  only  that  individual  section;  and  (5)  reorganiza- 
tion of  the  musculoskeletal  system  in  the  Surgery 
Section  entirely  according  to  body  system. 

There  are  a number  of  changes  in  specific  sec- 
tions. For  example,  in  the  medicine  section,  physician 
visits  have  been  further  refined  to  describe  more 
accurateK  their  relative  complexity.  Xew  subsections 
have  been  added  to  describe  services  provided  in 
extended  care  facilities  and  in  hospital  emergency 
rooms.  -\lso  included  are  many  diagnostic  services 
which  were  formerly  included  in  “Surgery  ” (such 
procedures  relating  to  the  eye,  ear  and  the  cardio- 
vascular system ) . 

Another  major  revision  is  the  listing  of  all  vascu- 
lar injections  for  radiolog)'  in  the  “Surgery”  section 
onl)  , with  cross-reference  appearing  in  “Radiolog)'.” 
The  “Laborator)'”  section,  now  called  “Patholog)',” 
was  reorganized  according  to  the  type  of  procedure 
performed  rather  than  by  the  source  of  the  specimen. 

The  format  of  the  book  has  been  improved  with  an 
edge  index  to  make  it  easier  to  find  and  turn  to 
particular  sections.  The  subject  index  will  be  more 
detailed  in  its  listing  of  procedures. 

Copies  of  the  revised  RVS,  at  S3. 50  each  (includ- 
ing tax),  will  be  available  from  Si.x-Xinety-Three 
Sutter  Publications,  Inc..  693  Sutter  Street,  San 
Francisco  94102. 
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FACULTY  SALARIES  1964-1969 


There  has  been  increasing  interest  and  participation  in  the  annual  survey  of  faculty 
salaries  conducted  by  the  Association  of  American  Medical  Colleges.  For  the  year 
1968-1969,  eighty-nine  institutions  submitted  returns.  Salaries  of  strict  full-time  factdty 
in  ichich  the  total  income  is  divulged  by  the  school  provide  the  most  valid  information 
for  analy.sis.  The  table  outlines  the  trends  of  median  faculty  salaries  for  eight  selected 
clinical  departments.  The  final  column  shows  the  number  of  faculty  reported  for  each 
classification  for  the  1968-1969  survey. 


Median  Salaries  of  Strict  Full-Time  Faculty  in 


8 Departments  of  Clinical  Sciences  1964-1969 


1964 

(Thousands) 

1966 

1967 

1968 

1969 

Anesthesiology 

Chairman 

$27.5 

$30.0 

$32.1 

$.35.0 

$36.8 

No. 

Faculty 

34 

Professor 

25.2 

27.0 

27.7 

30.0 

31.0 

40 

Associate  Professor 

22.0 

22.0 

24.0 

27.2 

29.0 

58 

Assistant  Professor 

18.9 

20.2 

21.0 

24.0 

25.0 

143 

Medicine 

Chairman 

28.5 

30.2 

33.0 

35.0 

36.0 

54 

Professor 

22.3 

23.9 

25.3 

27.0 

28.8 

331 

Associate  Piofessor 

18.3 

19.0 

21.0 

22.0 

23.0 

463 

Assistant  Professor 

14.1 

15.5 

17.0 

18.0 

19.0 

5.54 

Obstetrics-Gynecology 

Chairman 

28.2 

30.0 

32.5 

35.0 

36.0 

36 

Professor 

23.2 

25.0 

25.0 

28.5 

29.5 

38 

Associate  Professor 

17.6 

20.0 

22.0 

24.0 

25.0 

75 

Assistant  Professor 

15.3 

16.0 

18.0 

20.0 

20.0 

122 

Pathology 

Chairman 

26.5 

27.0 

30.0 

33.0 

,34.4 

60 

Professor 

21.4 

23.0 

25.0 

27.7 

29.0 

148 

Associate  Professor 

18.4 

20.0 

21.0 

23.8 

25.0 

189 

Assistant  Professor 

14.7 

16.0 

17.0 

19.2 

19.2 

270 

Pediatrics 

Chairman 

27.3 

28.0 

31.0 

33.2 

35.0 

48 

Professor 

21.4 

23.0 

24.7 

27.0 

27.5 

129 

Associate  Professor 

16.8 

18.0 

19.5 

21.0 

22.6 

201 

Assistant  Professor 

14.2 

15.0 

15.5 

17.0 

18.0 

327 

Psychiatry 

Chairman 

29.2 

30.0 

33.0 

34.4 

35.9 

42 

Professor 

22.0 

23.5 

25.5 

27.0 

28.7 

114 

Associate  Professor 

19.0 

20.0 

22.1 

23.1 

24.3 

151 

Assistant  Professor 

14.4 

15.5 

16.8 

19.0 

20.0 

287 

Radiology 

Chairman 

28.6 

31.0 

33.0 

33.5 

40.0 

40 

Professor 

25.7 

28.5 

29.3 

32.5 

34.0 

78 

Associate  Professor 

20.1 

23.0 

24.5 

28.0 

30.0 

132 

Assistant  Professor 

17.2 

19.0 

20.1 

23.0 

25.0 

197 

Surgery 

Chairman 

30.4 

32.0 

35.0 

37.5 

40.0 

42 

Professor 

25.2 

28.0 

25.0 

31.3 

32.5 

178 

Associate  Professor 

20'.5 

22.0 

24.0 

25.0 

26.0 

160 

Assistant  Professor 

16.2 

17.5 

19.0 

20.8 

22.0 

259 

From  the  Association  of  Americart  Medical  Colleges,  April  1969 
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CONTINUIN 

Complied  by  Washington/Alaska  Regional  Medical  Program,  Oregon  Regional  Medical  Prog 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Office  Management 
of  Gonorrhea 

Walter  H.  Smartt,  M.D.,  M.P.H. 
(Los  Angeles) 

Group  Health  Hospital, 
Seattle 

16(K»  East  John  Street 
Building  (opposite  Group 
Health  Hospital,  201  16th 
Avenue  East,  Seattle) 

All 

Physicians 

Is  it  Neurological, 
Neurosurgical  or 
Psychiatric? 
(Circuit  Course) 

John  Hampson,  M.D.; 
William  Kelly,  M.D.; 
John  Lein,  M.D.; 

Marcel  Malden,  M.D.; 
August  Swanson,  M.D.; 
Phillip  Swanson,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

March  4 course; 

Whatcom  County  Health 
Department  Auditorium, 
Bellingham,  Washington 
March  5 course: 

Olympic  Memorial  Hospital, 
Port  Angeles,  Washington 

General 

Practitioners 

Urology 

W.  W.  Scott,  M.D.,  and 
University  of  Oregon 
Medical  School  Faculty 

University  of  Oregon 
Medical  School, 
Division  of  Continuing 
Medical  Education 

University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson 
Park  Road, 

Portland,  Oregon  97201 

Physicians 
OAGP  Credit 
11  hours 

Physicians  Institute 

Robert  E.  Taubman,  M.D., 
Psychiatrist 

Oregon  Academy  of 
General  Practice 

The  Village  Green, 
Cottage  Grove 

Physicians  and 
their  wives 
OAGP  Credit 
17  hours 

Symposium  on 
Problems  in 
Gastroenterology 

Eddy  D.  Palmer,  M.D.  (East 
Orange,  N.P.):  John  A.  Benson,  M.D. 
(Portland,  Oregon): 

Thomas  Payne,  M.D. 

Tacoma  Academy  of 
Internal  Medicine 

Auditorium,  MacIntyre  Hall, 
University  of  Puget  Sound, 
Tacoma.  Washin^on 

All 

Physicians 

Diabetes  Mellitus 

John  W.  Stephens,  M.D.,  Chm. 

Good  Samaritan  Hospital 
and  Medical  Center, 
Portland,  Oregon: 

Oregon  Regional 
Medical  Program 

Good  Samaritan  Hospital, 
Portland,  Oregon 

All 

Physicians 

Training  Program  in 
Diabetes  Mellitus 

Merritt  Linn,  M.D. 

N.  Buist,  M.D. 

John  W.  Stephens,  M.D. 
Linda  Bell,  R.N. 

John  Partridge,  M.D. 
Otto  Page.  M.D. 

Robert  Hare.  M.D. 
Huldrick  Kammer,  M.D. 
J.  Whitely,  M.D. 

J.  Whittemore.  M.D. 

G.  Reimer,  M.D. 

R.  Hallin,  M.D. 

R.  McKillop,  M.D. 

T.  Rollins,  M.D. 

Good  Samaritan  Hospital 
Oregon  Regional 
Medical  Program 

Good  Samaritan  Hospital, 
Portland,  Oregon 

Physicians 
OAGP  Credit 
40  hours 

Suicide  ...  a Pressing 
Clinical  Challenge  for 
Physicians 

C.  H.  Hardin  Brench,  M.D. 
lago  Galdston,  M.D. 

Jules  H.  Masserman,  M.D. 
Edwin  S.  Schneidman,  Ph.D. 
Andrew  S.  Watson,  M.D.,  LL.B. 
Paul  H.  Blachly,  M.D. 

John  W.  Bussman,  M.D. 

Donald  F.  Kelly,  M.D. 

Multnomah  County 
Medical  Society: 
University  of  Oregon 
Medical  School: 
Oregon  Academy  of 
General  Practice 

Sheraton  Motor  Inn, 
Portland,  Oregon 

Physicians  and 
their  wives 
OAGP  Credit 
4 hours 

Arthritis  Days 

Kenneth  R.  Wilske,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Health  Sciences 
Building  Auditorium, 
University  of  Washington, 
Seattle 

General 

Practitioners, 

Specialists, 

Paramedical 

Personnel 

Bend  Demonstration 
Stroke  Clinic 

To  be  named 

Good  Samaritan  Hospital 
Oregon  Regional 
Medical  Program 

St.  Charles  Hospital  and 
Bachelor  Butte  Nursing 
Home,  Bend,  Oregon 

Physicans  and 

Paramedical 

Personnel 

Hypertension 

Frank  E.  Kloster,  M.D. 
George  A.  Porter,  M.D. 
Theodore  H.  Lehman,  M.D. 
Robert  H.  Gray,  M.D. 

University  of  Oregon  Medi- 
cal School,  Circuit  Course 
Program:  Oregon  Regional 
Medical  Program 

Providence  Hospital, 
Medford,  Oregon 

Physicians 
OAGP  Credit 
4>/2  hours 
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EDICAL  EDUCATION 

iitoin  States  Regional  Medical  Program. 


INFORMATION, 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

REGISTRATION 

100 

One  hour 

March  4 — 

8:00  a.m.  - 9:00  a.m. 

No  charge 

Richard  Crone,  M.D., 

Group  Health  Hospital,  201  16th 
Avenue  East,  Seattle  98102 

No  limit 

One 

afternoon 

March  4 — 1:30  p.m. 
March  5 — 1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

Two  days 

March  5,  6 

8:00  a.m.  - 5:00  p.m. 

$50.00 

Director, 

Continuing  Medical  Education, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd. 
Portland,  Oregon  97201 

Three  days 

March  6,  2:00  p.m.  - 10:00  p.m. 
March  7,  9:00  a.m.  - 10:00  p.m. 
March  8.  9:00  a.m.  - 4:00  p.m. 

$50.00 

Mr.  Roscoe  Miller. 
Oregon  Academy 
of  General  Practice 
2164  S.W.  Park  Place. 
Portland,  Oregon 

No  limit 

One  day 

March  7 — 

9:00  a.m.  - 5:00  p.m. 

$10 

Carl  N.  Ekman,  M.D., 
South  6th  and  ‘K’  Street. 
Tacoma,  Washington  98444 
206-MA  7-9151 

Unspecified 

One  week 

March  9-13 

John  W.  Stephens,  M.D., 
Good  Samaritan  Hospital 
& Medical  Center, 

1015  N.W.  22nd  Avenue, 
Portland,  Oregon  97210 

Six  days 

March  9-14 
8:00  a.m.  - 5:00  p.m. 

None 

John  W.  Stephens,  M.D. 
Good  Samaritan  Hospital, 
Portland,  Oregon 

One  day 

March  12 

11:00  a.m.  - 10:00  p.m. 

None 

Program  Committee, 
Symposium  on  Suicide, 
Multnomah  County 
Medical  Society, 

2188  S.W.  Park  Place. 
Portland.  Oregon  97205 

Unspecified 

Two  and  one- 
half  days 

March  12-14 
March  12 

Registration:  8:30  a.m. 
Session:  9:00  a.m.  - 5:00  p.m. 
March  13 

Session:  9:00  a.m.  - 5:00  p.m. 
March  14 

Session.  9:00  a.m.  - 12:00  noon 

To  be  determined 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

One  day 

March  17  (Tentative) 
8:30  a.m.  - 5:30  p.m. 

None 

Mr.  Dick  Burg,  Field  Director, 
Stroke  Education  Project, 
Good  Samaritan  Hospital 
and  Medical  Center 
1015  N.W.  22nd, 

Portland,  Oregon  97210 

One  afternoon 

March  18,  1:30  p.m.  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School. 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 
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SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Treatment  of  Coronary 
Heart  Disease 

John  Blackman,  M.D. 
Ivan  Frantz,  M.D. 

W.  Dudley  Johnson,  M.D. 
Dean  Mason,  M,D. 

Oregon  Heart  Association 

Sheraton  Motor  Inn, 
Portland,  Oregon 

Physicans 
and  Nurses 

r 

J 

Hypertension 

Frank  E.  Kloster,  M.D, 
George  A.  Porter,  M.D, 
Theodore  H.  Lehman,  M.D. 
Robert  H.  Gray,  M.D. 

University  of  Oregon  Medi- 
cal School.  Circuit  Course 
Program;  Oregon  Regional 
Medical  Prograrh 

Presbyterian  Inter- 
community Hospital. 
Klamath  Falls,  Oregon 

Physicians 
OAGP  Credit 
4*2  hours 

1 

Evaluation  and  Treat- 
ment of  Ear,  Nose  and 
Throat 
Disorders 

Roger  C.  Lindeman,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic. 
Seattle 

General 

Practitioners, 

■ 

t 

Coronary  Care  Course 
for  Physicians 

Stephen  Yarnall,  M.D.  and 
Werner  Samson,  M.D.,  Co-Chm. 

Washington/ Alaska 
Regional  Medical  Program; 
University  of  Washin^on 
School  of  Medicine 

University  of  Washington 
School  of  Medicine. 
Seattle 

General 

Practitioners, 

-iu 

Guiding  Adult 
Patients  with 
Aphasia 

McKenzie  Buck,  Ph.D. 
James  MacD.  Watson.  M.D. 
Ruth  G.  Matarazzo,  Ph.D. 
Ira  B.  Pauly.  M.D. 

Kenneth  D.  Smyth.  M.D. 
Miss  Jean  Haase 
Miss  Tecla  Thiman 
Mr.  Leslie  Hunter 

University  of  Oregon 
Medical  School; 

Portland  Center  for 
Hearing  and  Speech; 
Oregon  Regional  Medical 
Program 

Portland  Center  for 
Hearing  and  Speech. 
3515  S.W.  Veterans 
Hospital  Road, 
Portland,  Oregon  97201 

Physicans  and 

Paramedical 

Personnel 

Exercise  Therapy  in 
Coronary  Heart 
Disease 

Bruno  Balke,  M.D. 

William  L.  Haskell,  Ph.D. 
Manuel  Rene'  Malinow,  M.D. 
A.  A.  Kattus.  M.D. 

Oregon  State  Board 
of  Health; 

Oregon  Heart  Association; 
Portland  State  University 
in  cooperation  with: 
Portland  Veterans  Admin- 
istration Hospital: 
University  of  Oregon 
Medical  School; 

Oregon  Regional 
Medical  Program 
Oregon  Academy  of 
General  Practice; 

Portland  YMCA 

Portland  State  University. 
Portland.  Oregon 

Physicians 
OAGP  Credit 
14  hours 

t 

0 

Management 
Decisions 
in  Stroke 
(Part  II  of  III) 

D.  G.  Fryer,  M.B.,  Ch.B.; 
J.  S.  Tytus,  M.D.; 

N.  E.  Pardee,  M.D. 

Washington/Alaska 
Regional  Medical 
Program 

Channel  9,  Seattle;  47 
Yakima 

Primarily 

for 

Physicians 

1 

0 

Management 
Decisions 
in  Stroke 
(Part  III  of  III) 

D.  G.  Fryer,  M.B.,  Ch.B.; 
J.  S.  Tytus,  M.D.; 

N.  E.  Pardee.  M.D. 

Washington/ Alaska 
Regional  Medical 
Program 

Channels  9,  Seattle; 

7.  Spokane:  47,  Yakima; 
10,  Pullman 

Primarily 

for 

Physicians 

1 

0 

Management 
Decisions 
in  Stroke: 

D.  G.  Fryer,  MB.,  Ch.B.; 
J.  S.  Tytus,  M.D.; 

N.  E.  Pardee,  M.D. 

Washington/Alaska 
Regional  Medical 
Program 

Channels  9,  Seattle; 

7,  Spokane;  47,  Yakima; 
10,  Pullman 

Primarily 

for 

Ph>’sicians 

Discussion  Session 


Medical  Television 
Program  (Subject 
to  be  announced) 


Washington/Alaska  Regional  Channels  9,  Seattle; 
Medical  Program  7,  Spokane;  47,  Yakima; 

10,  Pullman 


Medical  Television 
Program  (Subject 
to  be  announced) 


Washington/Alaska  Regional  Channels  9,  Seattle; 
Medical  Program  7,  Spokane;  47,  Yakima; 

10,  Pullman 
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ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Two  days 

March  19,  1:00  p.m.  - 10:00  p.m. 
March  20,  9:00  a.m.  - 3:30  p.m. 

None 

Mr.  Howard  J.  Stroud, 
Executive  Secretary, 
Oregon  Heart  Association, 
1133  S.W.  Morrison, 
Portland,  Oregon  97205 

One  afternoon 

March  19.  1:30  p.m.  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

50 

One  and 
one-half  days 

March  20.  21 

$25 

Division  of  Continuing 
Medical  Education, 

Virginia  Mason 

Medical  Center, 

nil  Terry  Ave..  Seattle  98101 

Seattle  98101 

20 

One  week 

March  23  - 27- 
five  consecutive  days 
from  9 a.m. 

$50 

Stephen  Yarnall,  M.D., 

Assistant  Professor,  Cardiology. 
103  Health  Sciences  Annex  2, 
University  of  Washington 
School  of  Medicine, 

Seattle  98105 

Five  days  and 
three  days 

March  23  - 27 — Lectures 
April  29  - May  1 — 

Supervised  Clinical  Practice 
Each  class  day — 

9:00  a.m. -4:00  p.m. 

$5.00 

McKenzie  Buck,  Ph.D., 

Portland  Center  for 
Hearing  and  Speech, 

3515  S.W.  Veterans  Hospital  Rd., 
Portland,  Oregon  97201 

Two  days 

March  26,  9:00  a.m.  - 5:00  p.m. 
March  27,  9:00  a.m.  - 5:00  p.m. 

$55.00 

Mr.  Wayne  Ray, 
Downtown  Branch  YMCA, 
831  S.W.  6th  Avenue, 
Portland,  Oregon  97204 

25  minutes 

March  3,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and 
close  of  broadcast  day 
between  9:30  and  10:30  p.m. 

25  minutes 

March  10,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and  close  of 
broadca.st  day  between  9:30  and 
10:30  p.m. 

One  hour 

March  3,  7:35  a.m. -8:30  a.m. 
Session  will  be  taped  and 
replayed  at  the  close  of 
broadcast  day  between 
9:30  p.m.  and  10:30  p.m. 

Instructors  will  answer  phone- 
in-questions  during  the  program 
from  7:35  a.m.  -8:30  a.m. 

Call  toll-free,  Channel  9, 

Seattle,  206-543-2000. 

25  minutes 

March  24,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and  close 
of  broadcast  day  between 
9:30  p.m.  and  10:30  p.m. 

25  minutes 

March  31,  7:35  a.m.;  repeat 
programs  at  8:05  and  close  of 
broadcast  day  between 
9:30  p.m.  and  10:30  p.m. 
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Rich  Maender  thought  safety  belts 
were  just  for  high  speed  driving. 


Whotk  VDur  excui^ 


Advertising  contributed  for  the  public  good.  .VH 

•4H»' 


Cramps  and  cliai‘i*liea. 

Did  so  quickly  appear, 

The  maest  i*o  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
Jiarrheal  syndrome  and  help  get  the  patient  hack  on  the  job.  That’s  why 
I my  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
Us  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination. 

0 contains  the  belladonna  alkaloids  to  calm  GI  hypermotility  and  help 
(e  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Ceitainly 

1 ss  expensive  and  more  convenient  than  taking  two  medications.  And  the 
|e  is  lower  too.  Available  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
[ivhere  on  your  prescription  or  recommendation. 


I[^0BINS 


A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


diarrhea  and  its  Discomforts 

)oima^el 

fluid  ounce  contains:  Kaolin,  6 Gm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 
7 mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 
m benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 


h 

Ro 

• J 

LJ 

CLEAR 

TUF 

A AAAI  THERE'S  A ROBITUSSIN  FOR  EVERY  COUGHING  NEED 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  Increases 
the  output  of  lower  respiratory  tract 
fluid,  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise, 

For  coughs  of  colds  and  "flu" 

, ROBITUSSIN® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate  , . 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1.4% 


Use  this  handy  guide  to  pick  the  right  formulation  for  each  coughing  need 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

Expectorant 

• 

• 

• 

• 

• 

Demulcent 

• 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Long-Acting  (6-8  hours) 

• 

• 

Nasal,  Sinus  Decongestant 

• 

Non-narcotic 

• 

• 

• 

• 

/I'HDOBINS  A,  H.  Robins  Company,  Richmond,  Va,  23220 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc,  contains; 

Glyceryl  guaiacolate  . . 100,0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg.- 

(warning;  may  be  habit  forming) 
Alcohol,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc,  contains; 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1 .4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go” 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  . . 50.0  mg. 
Dextromethorphan 
hydrobromide  ....  7,5  mg. 
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IDAHO 


Idaho  Medical  AsSOciafion-*07  west  bannock  ST.,  Boise,  Idaho  83702 


PRESIDENT  John  M.  Aijers,  M.D.,  Moscow 

SECRETARY  /.  Gordon  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armond  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


New  Officers  Elected 

New  officers  of  the  Idaho  Orthopedic  Society  for 
the  coming  year  are:  President— L.  Stanley  Sell, 
Idaho  Flails;  President-Elect— William  H.  Woodson, 
Twin  Falls;  Permanent  Secretary-Treasurer- William 
R.  Tregoning,  Boise;  Delegate— Keith  A.  Taylor, 
Boise. 

New  Officers  of  the  Kootenai-Benewah  District 
Medical  Society  for  the  coming  year  are: 

President— John  T.  Brockley,  Coeur  d’Alene; 
Secretary-Treasurer  — Harold  R.  Thysell,  Coeur 
d’Alene  (1970);  Secretary-Treasurer— Roy  Toyama, 
Coeur  d'Alene  (1971);  Censors— William  T.  Wood, 
Duane  A.  Daugharty,  and  Hamilton  H.  Greenwood, 
all  of  Coeur  d’Alene;  Delegates— Joseph  F.  Grismer, 
H.  Don  Moseley,  and  William  G.  Moore,  all  of 
Coeur  d’Alene;  Alternate  Delegates— Harold  R.  Thy- 
sell, Wilbur  H.  Lyon,  and  John  T.  Brockley,  all  of 
Coeur  d’Alene. 


Committees  Meet 

The  Association’s  Maternal  and  Child  Care  Com- 
mittee met  in  Boise,  December  18,  1969,  to  discuss 
problems  and  goals.  James  C.  F.  Chapman,  Boise, 
Chairman,  presided  at  the  meeting  attended  by 
Philip  N.  Leavitt,  Idaho  Falls;  Wallace  H.  Pierce, 
Lewiston;  Charles  W.  Schabacker,  Twin  Falls,  and 
Bernard  I.  Copple,  Boise.  Representing  the  Idaho 
Department  of  Health  at  the  meeting  were  J.  E. 
W’yatt,  Director,  Cihild  Health  Division;  .Michael  S. 


Pecora,  Chief,  Maternal  and  Infant  Care  Section, 
and  W.  W.  Benson,  Chief,  Vital  Statistics  Section. 

Matters  of  mutual  interest  were  discussed  when 
Lianison  Committees  of  the  Idaho  Medical  Asso- 
ciation and  the  Idaho  Bar  Association  met  in  Boise, 
January  9,  1970.  Attending  were  Alexander  Barcley, 
Coeur  d’Alene,  Chairman;  Frank  W.  Crowe,  Boise, 
Chairman,  Mediation  and  Public  Relations  Com- 
mittee, and  James  R.  Kircher,  Burley,  Speaker, 
House  of  Delegates.  Mr.  Willis  L.  Sullivan,  Legal 
Counsel,  also  attended.  Representing  the  attorneys 
were  Mr.  Eugene  L.  Miller,  Coeur  d’Alene,  Chair- 
man, and  Mr.  L.  Lamont  Jones,  Pocatello,  Idaho  Bar 
Assoeiation  President. 


Officers  and  Councilors  Meet 

President  John  M.  Ayers,  Moscow,  announced  the 
Winter  meeting  of  the  Officers  and  Couneilors  of 
the  Idaho  Medical  Association  was  held  in  the  state 
office  in  Boise,  January  23-24,  1970.  Those  attend- 
ing, in  addition  to  President  Ayers,  included: 

President-Elect  William  R.  Tregoning,  Boise;  Im- 
mediate Past-President  O.  D.  Hoffman,  Rexburg; 
Secretary-Treasurer  J.  Gordon  Daines,  Boise;  Coun- 
cilor E.  R.  W.  Fox,  Coeur  d’Alene;  Councilor  J.  B. 
Marcusen,  Nampa;  Councilor  George  W.  Warner, 
Twin  Falls;  Councilor  John  E.  Comstock,  Pocatello; 
AM  A Alternate  Delegate  A.  Curtis  Jones,  Boise,  and 
Speaker,  House  of  Delegates  James  R.  Kircher, 
Burley. 
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Norfh  Idaho  Bureau  Gets  Award 

The  North  Idaho  Medical  Service  Bureau,  Inc., 
has  placed  first  in  the  United  States  in  increased 
membership  enrolled  under  the  Blue  Shield  Medical 
Insurance  Plan.  The  award  is  for  achieving  the 
greatest  percentage  gain  in  enrolled  contracts  for 
the  12  months  ending  June,  1969.  Bureau  emoll- 
ments  in  Blue  Shield  plans  gained  about  17  percent 
in  the  period  and  now  stands  at  about  30  percent 
of  the  population  of  Idaho’s  10  northern  counties. 
Robert  L.  Olson,  Lewiston,  is  President  of  the 
bureau  and  Mr.  John  C.  Goplerud,  Lewiston,  is 
Executive  Director. 


IMA  Represented  at  Denver 

Representing  the  Association  at  the  23rd  Clinical 
Convention  of  the  American  Medical  Association  and 
meetings  of  the  House  of  Delegates  in  Denver, 
November  29-December  3 were  AMA  Delegate 
Alexander  Barclay,  Coeur  d’Alene;  AMA  Alternate 
Delegate  Donald  K.  Worden,  Lewiston;  AMA  Alter- 
nate-Delegate-Elect A.  Curtis  Jones,  Boise;  Presi- 
dent John  M.  Ayers,  Moscow;  President-Elect  Wil- 
liam R.  Tregoning,  Boise,  and  Executive  Secretary 
Bird.  Idaho  Medical  Association  Speaker  of  the 
House  of  Delegates  James  R.  Kircher,  Burley,  also 
attended  under  the  sponsorship  of  the  Sears-Roebuck 
Foundation. 


Suit  Dismissed 

The  $100  million  dollar  suit  against  Idaho  Medi- 
cal Association,  American  Medical  Association, 
Idaho  State  Board  of  Pharmacy,  Idaho  State  Board 
of  Medicine,  and  many  others,  was  dismissed  in 
U.S.  Federal  District  Court  by  Judge  Fred  A.  Taylor 
of  Boise,  December  5. 

The  suit,  filed  August  5,  alleged  the  defendants 
had  “wilfully  and  maliciously  conspired  to  make 
slanderous  and  libelous  statements  and  to  cause  the 
arrest  of  naturopaths  on  charges  of  practicing  medi- 
cine without  a license.” 

Several  county  prosecuting  attorneys  have  indi- 
cated they  plan  to  continue  legal  action  against  the 
naturopaths  for  practicing  without  license. 


Poison  Center  Relocated 

The  Idaho  State  Poison  Information  Center  has 
been  relocated  in  St.  Luke’s  Hospital  Pharmacy  in 
Boise.  The  center  will  accept  calls  from  physicians, 
hospitals  and  pharmacists  around  the  clock.  The 


telephone  number  in  Boise,  342-7781.  .Mr.  Donald 
J.  Ness,  Boise,  Chief  Pharmacist  at  St.  Luke’s  and 
President  of  the  Idaho  State  Board  of  Pharmacy, 
has  assumed  duty  as  director  of  the  center. 


1970  Idaho  Legislature  Meet 

The  1970  Idaho  Legislature  opened  for  business 
January  12,  1970,  with  Covernor  Don  Samuelson 
urging  that  only  the  “bare  necessities”  be  considered. 

Despite  gubernatorial  pressure  for  a short  session, 
there  are  reportedly  800  bills  already  for  considera- 
tion, 287  of  them  were  held  over  from  the  1969 
session.  Under  rules  adopted  for  the  Annual  Session, 
bills  which  did  not  receive  action  in  the  1969  session 
must  be  resubmitted  in  the  1970  session. 


Appointed 

Covernor  Don  Samuelson  has  named  seven  Ida- 
hoans, two  of  them  physicians,  as  members  of  the 
Covernor’s  Advisory  Council  on  Comprehensive 
Health  Planning.  Appointed  to  four-year  terras  were 
John  M.  Ocker,  Boise,  Chairman  of  the  Association’s 
Comprehensive  Health  Planning  Committee  and  a 
member  of  the  Special  Advisoiy  Committee  to  the 
Comprehensive  State  Health  Planning  Agency;  Mr. 
Leonard  O.  Thompson,  also  of  Boise,  and  State 
Senator  John  M.  Barker,  Buhl. 

Appointed  to  two-year  terms  were  Merrill  J. 
Sharp,  Pocatello,  a member  of  the  State  Board  of 
Health;  State  Representative  Mr.  Alvin  Joslyn, 
Clenns  Ferry;  Mr.  Elmer  C.  Leonardson,  Dubois, 
and  Jack  R.  Carey,  Idaho  Falls. 

The  Covernor’s  Advisory  Council  on  Comprehen- 
sive Health  Planning  met  January  21-22,  1970,  at 
the  Owyhee  Plaza  in  Boise. 


Board  of  Medicine  Section 

The  regular  session  of  the  Idaho  State  Board  of 
Medicine  opened  in  Boise  on  January  12,  1970,  to 
conduct  licensure  proceedings,  registration  of  phy- 
sical therapists  and  conduct  official  board  business. 
Twenty-eight  physicians  applied  for  licensure  and 
six  therapists  for  registration. 

Robert  E.  Lloyd,  Boise,  is  Chairman  of  the  Board. 
Other  members  attending  were:  C.  Curtis  Waid, 
Idaho  Falls;  Dan  E.  Stipe,  Lewiston;  Fred  H.  Hel- 
penstell,  Nampa;  Benjamin  E.  Katz,  Pocatello,  and 
Arthur  S.  Cudmore,  Boise. 

Orland  B.  Scott,  Kellogg,  Vice-Chairman,  was 
unable  to  attend.  He  is  serving  a tour  of  duty  on 
the  Ship  HOPE. 
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Three  Point  Plan  Formulated 


The  Idaho  Laboratory  Proficiency  Committee  has 
formulated  a three  point  plan  aimed  at  a quality 
assurance  program  for  laboratory  services  throughout 
Idaho.  Lawrence  L.  Knight,  Boise,  Chairman,  has 
asked  the  cooperation  of  hospital  administrators  and 
laboratoi)-  directors  in  the  program  which  consists 
of: 

A unified  approach  to  qualit\'  control,  using  a 
single  source  of  lyophilized  serum  for  the  entire 
state. 

1.  A unified  approach  to  quality  control, 
using  a single  source  of  lyophilized  serum  for 
the  entire  state. 

2.  A unified  approach  to  proficiency  testing, 
with  the  committee  recommendation  that  all 
hospital-based  laboratories  participate  in  at  least 
the  basic  laboratory  survey  program  of  the  Col- 


lege of  American  Pathologists. 

3.  A coordinated  educational  program,  based 
on  areas  of  specific  need  as  identified  by  the 
quality  control  and  proficiency  testing  data, 
consisting  of  seminars,  workshops  and  bench 
training. 

Dr.  Knight  stresses  that  the  program  is  voluntary 
and  confidential.  He  noted  that  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  has  made 
laboratory  participation  in  quality  control  and  pro- 
ficiency testing  a mandators'  feature  of  the  standards 
of  hospital  accreditation. 

Physician  members  of  the  committee  are:  Wayne 
H.  Allen,  McCall;  David  M.  Barton,  Boise;  Duane 
A.  Daugharty,  Coeur  d’Alene;  Fred  O.  Graeber, 
Boise;  E.  V.  Simison,  Pocatello,  and  Miles  E.  Thomas, 
Boise. 


Annual  Winter  Clinics  to  Meet 


The  Annual  W’inter  Clinics,  jointly  sponsored  by 
the  Ada  County  Medical  Society  and  the  South- 
western Idaho  District  Medical  Society,  will  be  held 
at  Shore  Lodge,  McCall,  March  6-8,  1970.  An  out- 
standing scientific  program  is  scheduled  and  condi- 
tions should  be  ideal  for  skiing.  Beservation  requests 
coming.  Harmon  E.  Holverson,  Emmett,  is  Presi- 
dent of  the  Southwestern  Society  and  Ro\'  J.  Ells- 
worth, Boise,  is  President  of  Ada  County.  John  W. 
Swartley,  Boise,  is  Program  Chairman. 

Program  is  as  follows: 


Friday,  March  6 

4:00  pm  Pres-kluvj, 

Roy  J.  Ellsworth,  M.D.,  Boise 
President 

Ado  County  Medical  Society 
Welcome 

John  M.  Ayers,  M.D.,  Moscow 
President 

Idaho  Medical  Association 


4:15  pm  Dru<i  Tlierapy  in  Rheumatoid 
Aritivitis 

Edward  S.  Mongan,  M.D., 

San  Fernando,  California 

4:45  pm  Diseases  of  the  Esoplui^us 

John  V.  Carhone,  M.D.,  San  Francisco 

5:30  PM  Endocrine  Preparations:  Sorting  the 
P.D.R. 

Walter  L.  Herrmann,  M.D.,  Seattle 

6:00  pm  A)tkylosiny,  Spondylitis 

Edward  S.  Mongan,  M.D. 


Saturday,  March  7 

8:00  am  Presiding 

Harmon  E.  Holverson,  M.D.,  Emmett 
President,  Southwestern  Idaho  District 
Medical  Society 

8:00  AM  Drug  Induced  Liver  Disease 
John  V.  Carbone,  M.D. 

8:30  .\M  Problem  Cases  in  the  Medical 
Examiner s Office 

Geoffrey  T.  Mann,  M.D.,  LL.B., 
Richmond,  Virginia 


Sunday,  March  8 

Presiding 

Joseph  B.  Marcusen,  M.D.,  Nampa 

8:30  AM  “It  is  too  late!  Ah  nothing  is  too 
late  . . . .”  (Longfellow) 

The  Morning  After  Pill. 

Walter  L.  Herrmann,  M.D. 

9:00  am  The  Diagnosis  and  Management  of 
Ulcerative  Colitis 

John  V.  Carbone,  M.D. 

9:30  .\M  Synovectomy  in  Patients  With 
Rheumatoid  Arthritis 
Edward  S.  Mongan,  M.D. 

10:00  AM  “We  Have  a Little  Sister  and  She 
Hath  No  Rreasts’  (Song  of  Solomon) 
Hormonal  Control 

Walter  L.  Herrmann,  M.D. 

Six  hours  credit.  Category  I,  American  Academy  of 
General  Practice  requested.  Registration  Fee  $15.00. 
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Picture  of 
low  back  pain 


treated  with 

Parafon  Forte  TABLETS 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy2 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions3-5...but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications;  Sensitivity  to  either  component.  Precautions; 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions;  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraficx  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  74:310,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  KesUer,  O. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surer. 
.f7  ;372,  1962.  4.  Forster,  S.,  et  al.:  Amer. 
J.  Orthop.  i:285,  I960.  5.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964, 
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BOOKS 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

The  Late  Effects  of  Head  Injury.  By  Earl  Walker,  M.D., 
Professor  of  Neurological  Surgery,  The  Johns  Hopkins 
University  School  of  Medicine,  Baltimore,  Maryland:  WU- 
liam  F.  Caveness.  M.D.,  Chief,  Laboratory  of  Experimental 
Neurology,  National  Institute  of  Neurological  Diseases  and 
Stroke,  National  Institutes  of  Health,  Bethesda,  Maryland; 
and  Macdonald  Critchley,  M.D.,  Senior  Neurologist,  King’s 
College  Hospital,  Senior  Physician,  National  Hospital, 
Queen  Square,  London,  England.  560  pp.  Illustrated. 
Price  $24.75.  Charles  C Thomas,  Springfield,  111.  1969. 

Immunologic  Resistance  to  Carcinoma  Produced  by  Elec- 
trocoagulation: Based  on  Fifty-seven  Years  of  Experi- 
mental and  Clinical  Results.  By  Alfred  A.  Strauss,  Ph.C., 
B.S.,  M.D.,  Strauss  Surgical  Group  Association,  Senior 
Attending  Surgeon,  Michael  Reese  Hospital  and  Medical 
Center,  Senior  Attending  Surgeon,  Franklin  Boulevard 
Community  Hospital,  Chicago,  Illinois,  Clinical  Professor 
of  Surgery,  University  of  Washington,  Seattle,  Washington: 
with  a foreword  by  Lloyd  M.  Nyhus,  M.D.,  F.A.C.S., 
Warren  H.  Cole,  Professor  and  Head,  Department  of  Sur- 
gery, University  of  Illinois  College  of  Medicine,  Chicago, 
Illinois.  221  pp.  Illustrated.  Price  $12.50.  Charles  C 
Thomas.  Springfield,  111.  1969. 

Posterior  Colpotomy:  Surgical  Technique  and  Clinical 

Experience.  By  John  A.  Morris.  M.D.,  Medical- Surgical 
Research  Program,  U.S.  Army  Medical  Research  Unit, 
Presidio  of  San  Francisco,  California,  Department  of  Re- 
search and  Development,  Letterman  General  Hospital. 


San  Francisco,  California,  Assistant  Clinical  Professor, 
Department  of  Obstetrics  and  Gynecology,  University  of 
California  Medical  Center,  San  Francisco,  California;  with 
a Foreword  by  Edward  C.  Hill,  M.D.,  Associate  Professor, 
Department  of  Obstetrics  and  Gynecology,  University  of 
California  Medical  Center,  San  Francisco,  California.  57 
pp.  Illustrated.  Price  $5.75.  Charles  C Thomas,  Spring- 
field,  111.  1969. 

The  Ernst  Simonson  Conference — Measurement  in  Exer- 
cise Electrocardiography.  By  Henry  Blackburn,  M.D.,  with 
a Foreword  by  Ancel  Keys,  Ph.D.,  Professor  and  Director, 
Laboratory  of  Physiological  Hygiene,  University  of  Minne- 
sota, Minneapolis,  Minnesota.  488  pp.  Illustrated.  Price 
$21.00.  Charles  C Thomas.  Springfield,  111.  1969. 

-Vrrows  of  Mercy.  By  Philip  Smith  . 244  pp.  Price  $5.95. 
Doubleday  & Company.  Inc.,  Garden  City.  New  York. 
1969. 

Cutting’s  Handbook  of  Pharmacology.  4th  Ed.  By  Wind- 
sor C.  Cutting.  M.D.  Dean.  School  of  Medicine,  and 
Professor  of  Pharmacology.  University  of  Hawaii.  779  pp. 
Illustrated.  Price  $7.95  (paperback).  Appleton-Century- 
Crofts,  Educational  Division,  Meredith  Corp.,  New  York. 
1969. 

Laboratory  Aids  in  Diagnosis  of  Cancer.  By  Cornelia 
Hoch-Ligeti,  M.D.,  Chief,  Laboratory  Service  and  Pa- 
thology Research  Laboratory.  Veterans  Administration 
Center,  Martinsburg,  West  Virginia;  Assistant  Clinical 
Professor  of  Pathology.  George  Washington  University 
School  of  Medicine.  Washington.  D.C.;  Formerly.  Research 
Associate,  Chester  Beatty  Research  Institute,  Royal  Cancer 
Hospital,  London,  England.  123  pp.  Price  $9.50.  Charles 
C Thomas,  Springfield.  111.  1969. 


c:S>La 

12001  Ambaum  Boulevarcd,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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OBITUARIES 


DR.  ROGER  HiswELL,  of  Bukcr,  58,  died  May  12,  1969, 
of  coronary  occlusion.  He  graduated  from  the  Uni- 
versity of  Oregon  Medical  School,  Portland  in  1935 
and  received  his  license  the  same  year.  Dr.  Biswell 
was  a veteran  of  World  War  II.  He  was  retired  at 
the  time  of  his  death. 

DR.  CH.\RLEs  AUGUSTUS  WILLIAMS,  of  Seattle,  81,  died 
Augu.st  6,  1969.  He  graduated  from  St.  Louis  Uni- 
versity School  of  Medicine  in  1912.  Death  was 
caused  hy  pulmonary  edema  due  to  carcinoma  of 
the  prostate  with  metastasis  to  the  lungs.  Dr.  Wil- 
liams was  retired  at  the  time  of  his  death. 

DR.  STEPHEN  LINDSEY  TOPE  JR.,  of  Merccr  Island,  34, 
died  of  cerebral  maceration  and  hemorrhage  caused 
hy  a perforating  gunshot  wound  of  the  head,  July 
16,  1969.  He  graduated  from  Duke  University 
School  of  Medicine,  Durham,  in  1959  and  received 
his  license  the  same  year.  Dr.  Tope  had  special 
interest  in  aviation  medicine. 

DR.  CHARLES  L.  COYLE,  of  Mcdford,  63,  died  April 
26,  1969.  Death  was  due  to  acute  myocardial  in- 
farction. He  graduated  from  Loyola  University 
Stritch  School  of  Medicine,  Chicago  in  1934  and 
was  licensed  in  1935.  Dr.  Coyle  was  a veteran  of 
World  War  H. 

DR.  LEROY  c.  JENSEN,  of  Medford,  71,  died  Septem- 
ber 22,  1969.  He  graduated  from  the  University  of 
Oregon  Medical  School,  Portland,  in  1923  and  re- 
ceived his  license  the  same  year.  Death  was  due 
to  myocardial  infarction. 

DR.  RONALD  CURTIS  ROMiG,  of  Eugcnc,  71,  died  Au- 
gust 13,  1969.  He  graduated  from  Rush  Medical 
College,  Chicago,  in  1926  and  was  licensed  the  same 
year.  He  specialized  in  radiology.  Death  was  due 
to  acute  myocardial  infarction. 

DR.  WALTER  JOHN  STARK,  of  ColvUlc,  75,  died  of 
myocardial  infarction  October  12,  1969.  He  gradu- 
ated from  the  University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  in  1918,  and  received  his 
license  in  1922.  Dr.  Stark  was  in  general  practice 
at  the  time  of  his  death. 

DR.  JOSEPH  M.  DOWNS,  Boise,  79,  died  November  10, 
1969.  Dr.  Downs  was  born  February  7,  1890  in 
Chicago.  He  received  his  M.D.  degree  from  Hahne- 
mann Medical  College  and  Hospital,  Chicago,  on 
May  29,  1913.  His  internship  was  in  the  Chicago 
Daily  News  Sanitarium  and  the  Chicago  Union  Hos- 
pital. He  served  as  house  physician  at  the  Green 
Gables  Sanitariinn,  Lincoln,  Nebraska,  before  enter- 
ing private  practice  at  Morrison,  Illinois. 


Dr.  Downs  served  in  the  U.S.  Army  Medical 
Corps  during  World  War  1.  On  October  9,  1919 
he  received  License  No.  M-1115  to  practice  medi- 
cine and  surgery  in  Idaho.  He  practiced  in  Boise 
for  25  years,  and  served  as  Boise  city  physician  at 
one  time.  In  1944  he  joined  the  staff  of  the  Boise 
Veterans  Administration  office,  and  served  as  med- 
ical adjudicator  for  14  years,  retiring  in  1958. 

DR.  WILBUR  c.  HAYDEN,  Sandpoitit,  64,  died  Decem- 
ber 17,  1969.  Born  November  26,  1905,  at  Donna, 
Oregon,  he  received  his  high  school  education  at 
Eugene,  Oregon,  his  Bachelor  of  Arts  Degree  from 
the  University  of  Oregon  at  Eugene,  and  his  M.D. 
degree  in  1932  from  the  University  of  Oregon 
Medical  School,  Portland. 

He  completed  his  internship  in  the  King  County 
Hospital  System,  Seattle,  in  1934.  He  practiced  in 
Washington  and  California,  and  served  with  the 
U.S.  Army’s  41st  Infantry  Division  in  Fort  Lewis, 
Washington  atul  in  the  South  Pacific  from  1941 
until  1946.  On  July  18,  1946,  he  received  Li- 
cense No.  M-1781  to  practice  medicine  and  surgery 
in  Idaho,  and  practiced  in  Sandpoint  since  that  time. 

A member  of  the  Idaho  Medical  Association,  he 
served  as  President  of  the  Bonner-Boundary  District 
Medical  Society  in  1955-56,  and  was  an  Alternate 
Delegate  to  the  State  As.sociation  in  1958.  He  served 
on  the  A.ssociation’.s  American  Medical  Education 
Foundation  Committee  from  1958  until  1960,  and 
on  the  Ptddic  Health  Committee  from  1962  until  his 
death. 

DR.  MALCOLM  j.  MC  RAE,  Lewiston,  65,  died  De- 
cember 12,  1969.  Born  October  3,  1904,  at  Nez- 
Perce,  Idaho,  he  attended  schools  at  Lewiston  and 
Spokane,  and  received  his  B.S.  degree  from  George- 
town University,  Washington  D.C.  He  received  his 
M.D.  degree  from  the  Georgetown  University  School 
of  Medicine  on  June  8,  1931. 

Dr.  McRae  completed  his  internship  at  Altoona 
Hospital,  Altoona,  Pennsylvania,  in  July,  1932,  and 
on  October  5,  1932,  received  License  No.  M-1397 
to  practice  medicne  and  surgery  in  Idaho.  He  prac- 
ticed at  Lewiston  until  his  retirement  in  1968. 

DR.  E.  LEON  MYERS,  Pocatello,  49,  died  December 
18,  1969.  He  teas  born  June  20,  1920  at  Stark  City, 
Mis.souri,  and  graduated  from  high  school  at  Joplin, 
Missouri.  He  received  a Bachelor  of  Science  de- 
gree from  Tulatie  University,  New  Orleans,  Loulsi- 
anna,  in  1942,  and  his  M.D.  degree  from  Tulane 
University  School  of  Medicine  in  1946. 

obituaries  continued  on  page  134 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP') 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


I P TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs* 

Dirnetant  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCI.  15  mg.;  phenylpropanolamine  HCl,  15  mg. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat* 
ic  relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


132 

Norfincest  Medicine,  Felmumj,  1970 


symptoms  or  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  Tor 

Mellaril" 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications;  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
Sysfem— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/r/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— (Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  3B4 


obituaries  continued  from  page  131 


Dr.  Myers  completed  his  internship  at  St.  Louis 
City  Hospital  in  1947,  and  his  radiology  residency 
at  Southern  Baptist  Hospital  at  New  Orleans  in 
1951. 

He  practiced  in  Joplin,  Missouri,  and  served  with 
the  U.S.  Air  Force  in  1951  and  1952.  On  July  13, 
1953,  he  received  License  No.  M-2201  to  practice 
medicine  and  surgery  in  Idaho  and  practiced  in 
Pocatello. 

He  was  a member  of  the  staff  of  Bannock  Mem- 
orial Hospital  and  a pa.st  chief  of  staff  of  St.  An- 
thony Community  Hospital.  He  also  served  as 
radiologist  for  hospitals  in  Arco,  Soda  Springs  and 
American  Falls. 

DR.  ERWIN  E.  OSGOOD,  Portland,  Oregon,  70,  inter- 
nationally known  hematologist  died  October  22, 
1989,  as  re.sult  of  myocardial  infarction.  Dr.  Osgood 
served  for  more  than  40  years  on  the  University  of 
Oregon  Medical  School  faculty.  He  was  Head  of  the 
Medical  School’s  Department  of  Experimental  Medi- 
cine and  Hematology  for  28  years  until  1964  when 
he  requested  to  devote  full  time  to  clinical  and  re- 
search work.  His  work  in  cancer  research  made  him 
an  authority  .sought  after  throughout  the  world  as  a 
lecturer.  In  1936  his  research  led  to  the  develop- 
ment of  a treatment  for  chronic  leukemia  which 
significantly  lengthened  life  expectancy  of  victims. 
In  1962  Dr.  Osgood  received  a Meritorious  Achieve- 
ment Award  from  the  University  of  Oregon  Medical 
School.  In  1963  he  received  the  Governor’s  North- 
west Scientist  Award  in  recognition  of  his  achieve- 
ments in  the  area  of  human  chromosome  research. 
The  Medical  School  again  honored  him  in  1966 
upon  his  40th  year  as  a UOMS  faculty  member. 
Dr.  Osgood  was  graduated  from  the  .same  school 
in  1924.  He  was  accorded  Life  Membership  in  the 
Multnomah  County  Medical  Society  and  the  Oregon 
Medical  As.sociation  in  1966. 

DR.  JOHN  s.  .\RN.\soN,  Seattle,  Washington,  81,  died 
November  9,  1969,  as  result  of  coronary  thrombosis 
with  myocardial  infarction.  He  graduated  from  the 
University  of  Manitoba  Faculty  of  Medicine,  Win- 
nipeg, in  1919  and  was  licensed  in  1925.  Dr. 
Arnason  .specialized  in  cardiovascular  diseases. 

DR.  WARREN  E.  CALVIN,  Seattle,  Washington,  74, 
died  November  9,  1969.  Death  was  due  to  cerebral 
atherosclerosis.  Dr.  Calvin  graduated  from  Univer- 
sity of  Maryland  School  of  Medicine,  Baltimore,  in 
1926,  receiving  his  license  in  1928.  He  was  in  gen- 
eral practice. 


Ulcer 

Re- 

lief! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 

\ 

Urch  laboratories 

J 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Post-Graduate  Course 

• AUSCULTATION 

• PHONOCARDIOGRAPHY 
• PULSE  TRACINGS 

GOOD  SAMARITAN  HOSPITAL 
Phoenix,  Arizona  April  7-10,  1970 

This  is  an  intensive  four-day  program  covering  in 
detail  the  field  of  auscultation,  phonocardiography 
and  related  areas  as  applies  to  the  patient’s  diag- 
nostic problems  The  morning  sessions  will  be 
devoted  to  didactic  lectures.  The  afternoon  ses- 
sions will  be  devoted  exclusively  to  individual 
analysis  of  phonocardiograms  and  pulse  tracings 
by  the  participants  under  the  orientation  of  the 
local  and  guest  faculties.  This  course  is  intended 
for  those  who  wish  a close  and  detailed  exposuie 
to  the  value  and  the  limitations  of  auscultation 
and  phonocardiogi'aphy. 

PROGR.\M  DIRECTOR; 

A.  Benchimol,  M.D.,  F.A.C.C.,  Director, 
Institute  for  Cardiovascular  Diseases, 

Cood  Samaritan  Hospital,  Phoenix,  Arizona. 

CUEST  FACULTY: 

Bernard  Segal,  M.D.,  F.A.C.C.  and 
Morton  Tavel,  M.D.,  F.AC.C. 

ADVANCE  REGISTRATION  REQUIRED 

For  Information,  Write: 

AMERICAN  COLLEGE  OF  CARDIOLOGY 

9650  Rockville  Pike  Bethesda,  Maryland  20014 
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HERE  ARE 
THE  COLD  FACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 


ISOCLOR 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION;  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS;  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION;  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

1/2-%  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

V8-V4  tsp.  q.  3-4  h. 

HARNAR-STONE  laboratories,  INC. 

QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


in  cardiac  edema 


gets  the  water  out 
^>2ues  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Contraindications:  Pre-existing  elevated 

serum  potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 

W^nings:  Do  not  use  dietary  potassium  sup- 

plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  mark- 
edly impaired.  Enteric-coated  potassium  salts 
may  cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been 
reported,  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than  8% 
of  patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  and  BUN  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  or  hepatic  insufficiency  (e.g.,  cer- 
tain elderly  or  diabetics).  If  hyperkalemia  de- 
velops, substitute  a thiazide  alone.  If  spironolac- 
tone is  used  concomitantly  with  ‘Dyazide’,  check 
serum  potassium  frequently — their  combined  use 
can  cause  potassium  retention  and  sometimes 
hyperkalemia.  Two  deaths  have  been  reported 
in  patients  on  such  combined  therapy  (in  one, 
recommended  dosage  was  exceeded;  in  the  other, 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage  or  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  sk&f).  Rarely, 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with  the 
thiazides.  Watch  for  signs  of  impending  coma  in 
acutely  ill  cirrhotics.  Thiazides  are  reported  to 


cross  the  placental  barrier  and  appear  in  breast 
milk;  thus  adverse  reactions  which  have  occurred 
in  adults  may  occur  in  the  fetus  or  newborn  infant. 
Rarely,  thrombocytopenia  or  pancreatitis  has  de- 
veloped in  newborn  infants  whose  mothers  had 
received  thiazides  during  pregnancy.  When  used 
during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  de- 
terminations. Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive  ef- 
fects may  be  enhanced  in  postsympathectomy  pa- 
tients. The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxica- 
tion (in  hypokalemia).  Use  cautiously  in  surgical 
patients.  Adjust  dose  of  antihypertensive  agents 
given  concomitantly. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphy- 
laxis; rash,  urticaria,  photosensitivity,  purpura, 
other  dermatological  conditions;  nausea  and  vom- 
iting (may  indicate  electrolyte  imbalance),  diar- 
rhea, constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  altered  car- 
bohydrate metabolism,  hyperbilirubinemia,  par- 
esthesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  lOO  capsules. 


Smith  Kline  & French  Laboratories 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
dote  of  issue.  Proof  is  not  shown.  Copy  of  ad  os  It  oppeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry.  Administrator,  Forks  Community 
Hospital.  Forks.  Wa..  98331.  Phone  374-6271. 

RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D., 
Permanente  Clinic,  5055  N.  Greeley,  Portland.  Ore.,  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible. 
95  man  clinic  of  specialists  associated  with  250-bed  hospital, 
10  man  department.  Starting  income  $22,800  to  $24,000 
per  annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn.,  The  Permanente 
Clinic,  5055  N.  Greeley.  Portland,  Ore.  97217. 


ORTHOPEDIST— The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000.  Norman  W.  Frink,  M.D.,  The  Perma- 
nente Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


UROLOGIST— The  100  physician  Permanente  Clinic  seeks 
a board  certified  or  board  eligible  urologist.  Starting  in- 
come $30,000.  Partnership  after  two  years  if  mutually 
satisfactory.  Fringe  benefits.  Luis  Halpert,  M.D.,  Chief 
of  Urology,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land. Ore.  97217. 


general  practitioner  NEEDED-Excellent  opportunity 
for  two  general  practitioners  to  develop  rewarding  prac- 
tices in  an  expanding  progressive  community  of  6,000 
servicing  a population  of  14,000.  Several  types  of  group 
association  and  off  time  coverage  available.  Located  in 
the  heart  of  beautiful  Puget  Sound  country.  Mild  year 
round  climate  offers  best  in  hunting,  fishing,  boating, 
water  sports,  snow  skiing  and  mountain  climbing.  Cur- 
rently 6 physicians  greatly  overloaded.  New  2Yz  million 
dollar  56-bed  general  hospital  opened  October  1968.  Sub- 
stantial income  supplement  including  first  year  guarantee 
plus  other  assistance  designed  to  ease  transition,  available 
to  selected  physicians.  Reply  in  confidence  to  J.  B.  Stentz, 
Shelton  General  Hospital  Foundation,  P.O.  Box  444,  Shel- 
ton, Wa.  98584. 


PHYSICIAN  FOR  STUDENT  HEALTH  SERVICE— Central  Wash- 
ington State  College,  Ellensburg.  Temporary  or  perma- 
nent. Call  Dr.  Behrman,  (509)  963-1881,  collect. 


GP,  INTERNIST,  OB-GYN,  PEDIATRICIAN— Wanted  to  associate 
with  established  M.D.,  in  Med-Dental  Center.  Service  area 
of  20.000  now.  Rapidly  growing  community  20  miles  east 
of  Seattle.  Write  Box  1-B,  Northwest  Medicine,  500  Wall 
St  , Seattle,  Wa.  98121. 


GP  WITH  SURGICAL  EXPERIENCE  NEEDED-Why  battle  the 
smog,  fog,  traffic  and  urban  problems  when  you  can  live 
and  practice  in  a modern  well  equipped  clinic  with  a 
modern  new  hospital  asociated  with  it  and  congenial  cir- 
cumstances. The  benefits  are  excellent.  Higher  salary 
than  average  with  opportunity  for  partnership.  Keough 
Plan,  automobile  insurance.  Two  week  ends  off  in  three, 
on  call  every  third  night.  Your  children  may  go  to  an 
excellent  school.  Please  call  collect  (206)  496-5145,  or 


write  Brandt  Bede,  M.D.,  or  J Arnold  Wark,  M.D.,  Mor- 
ton Medical  Center,  Box  128,  Morton,  Wa.  98356. 


OFFICE  SPACE 


OFFICE  SPACE— of  1.850  sq.  ft.  available,  ground  level.  New 
medical  duplex,  in  attractive  location  of  S.  Renton  area. 
Close  to  New  Valley  General  Hospital.  PA  5-6263. 

OFFICE  FOR  RENT— Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
11th,  East  Wenatchee,  Wa.  98801. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fullv  serviced 
professional  offices  from  $2.00  to  $3  50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE  AVAILABLE- Foi  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A.  North- 
west Medicine.  500  Wall  St..  Seattle.  Wa..  98121. 


OFFICE  SPACE  AVAILABLE-In  Med-Dental  Center,  Red- 
mond. Wa.  Interior  will  be  finished  to  suit  tennant.  Serv- 
ice area  20,000.  increasing  rapidly.  Contact  Mr..  Gordon 
Fitzgerald,  8359-164th  N.E.,  Redmond,  Wa.  98052. 


PROFESSIONAL  OFFICES  FULLY  SERVICED-Aurora  Village 
Medical  Center,  1151  N.  200ih.  From  .$5.00  per  sq.  ft.  Henry 
Broderick  Inc..  Rod  Bindon,  (206)  MA  2-4350. 


EQUIPMENT 


PICKER  X-RAY  MACHINE— 200  m.a.,  complete  with  tilt  table, 
etc.  Excellent  condition.  Call  Seattle  collect  Picker  Co.. 
Mr.  James  Atkins  (206)  MA  3-2573  or  Litton  Co.,  Mr.  Morris 
Snyder  (206)  EA  5-0791. 

FOR  RENT  RESORT  HOME— On  Little  Deschutes  River— 30 
minutes  from  the  Bachelor  Butte  ski  area  and  Bend. 
Bordered  by  National  Forest,  located  on  S.  Century 
Drive — surrounded  by  beautiful  scenery,  seclusion,  lovely 
weather.  Whether  you’re  a ski  enthusiast  or  like  to  race 
or  explore  with  your  ski  mobile,  you’ll  find  this  an 
excellent  place  to  do  either  or  both.  For  further  infor- 
mation call  or  write  Mrs.  K.  B.  Haevernick,  P.O.  Box 
308.  Lebanon,  Ore,.  97355,  phone  (503)  258-6487  or  258-8101. 

FOR  LEASE— Attractive  office  suite  of  850  sq.  ft.,  in 
Medical  Dental  Center.  Rapidly  growing  area.  Great 
opportunity  for  GP  or  specialist.  For  particulars  call 
L.  C.  Aaronson,  M.D.,  Bellevue.  (206)  SH  6-6500. 


FOR  SALE— All  equipment  in  physicians  office,  including 
examining  table,  scales,  desk  etc.  Call  MU  2-1155  Ext 
921,  or  write  E.  W.  Converse.  M.D.,  5C0  Wall  St.,  Seattle. 
Wa.  Apt.  921,  98121, 


FISCHER  DIATHERMY— Model  1500,  unused.  Retail  $590,  will 
sell  $250,  trade  for  medical  books,  literature  and  anatomical 
exhibits.  William  J.  Van  Natter,  Attny.,  MA  3-2348,  415 
Norton  Bldg.,  Seattle.  Wa.  98104. 


GP  AND  INTERNIST— Desired  to  associate  with  a six-man 
group  in  Bremerton,  Wash.  Unlimited  opportunities  in 
medical  and  cardiac  work.  Wonderful  water  and  boating 
area.  Waterfront  homes  easily  available.  Salary  nego- 
tiable with  partnership  to  follow  if  both  parties  agreeable. 
Write  Box  2-B,  Northwest  Medicine.  500  Wall  St..  Seattle. 
Wa.  98121. 
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Meetings  OF  MEDICAL  SOCIETIES 


American  College  of  Surgeons — Sec- 
tional Meeting,  Feb.  2-4,  1970,  Hil- 
ton Hotel,  Portland,  Ore. 


AMA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22.  1972,  San  Francisco. 


AMA  Ciinlcal — Nov.  29-Dec.  2,  1970, 

Boston;  Dec.  1-4,  1974,  Portland, 
Ore. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Northwest  Society  of  Plastic  Surgeons — 
Annual  Meeting,  Mar.  4-7,  1970,  Sun 
Valley,  Idaho. 

Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


Idaho  Academy  of  General  Practice, 
Annual  Meeting,  May  1-2,  1970, 

North  Shore  Motel,  Coeur  d’Alene. 
Pres.,  Fred  E.  Marienau,  Idaho 


OREGON 


Academy  of  General  Practice,  May  6- 
7-8,  1970,  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 
Pres.,  Laurel  G.  Case.  Medford 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov.;  Annual  Meeting,  March 
5-6,  1970,  Sheraton  Motor  Inn,  Port- 
land. 

Pres.,  Richard  A.  Hodgson,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annuad 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks.  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 

Oregon  Pathologists  Association  (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each 
meeting  announced  prior  to  meet- 
ing. 

Pres.,  Jacqueline  Pettet,  Eugene 
Sec.,  David  Brown,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan., 
through  May).  Heathman,  Portland. 
Pres.,  John  Cockrell,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  May,  June, 
Aug.,  Sept.)  Portland.  May  1-3, 
Salishan  Lodge,  Oregon.  Sept.  25,  26, 
Village  Green,  Ore. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman.  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins.  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres..  Daniel  Billmeyer.  Oregon 
City 

Sec..  Richard  Sleeter,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Meeting  May 
15-16,  1970. 

Pres.,  William  W.  Krippaehne.  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.)  Seattle;  Annual  Meeting,  Jan. 
16-17,  1970. 

Pres.,  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Pan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  9,  1970,  Vil- 
lage Square  Restaurant,  Seattle. 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept. 
11,  12,  1970,  Washington  Athletic 
Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec..  Samuel  Davidson,  Seattle 


Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 
Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  Macdonald,  Seattle 


Seattle  Surgical  Society — 4th  Mon., 
(Sept.-May).  Annual  Meeting,  Jan. 
23-24,  Olympic  Hotel,  Seattle. 

Pres.,  Robert  Coe,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Annual  Meeting,  April  4,  1970. 
Pres.,  Richard  Miller.  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. Annual  Meeting,  March  7, 
1970,  Tacoma,  Washington. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson. 
MA...  Seattle 


Washington  Academy  of  General  Prac- 
tice— Annual  Scientific  Assembly, 
May  14-16,  1970,  Cascadian  Hotel, 
Wenatchee. 

Pres.,  Richard  H.  Ganz,  Spokane 
Sec.-Treas.,  William  A.  Ehlers, 
Lacey 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Wahington  State  Society  of  Allergy- 
Northwest  Allergy  Forum,  May  22- 
23,  1970,  Alderbrook  Inn,  Hoods 

Canal. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 

Wa.shington  State  Society  of  Anesthe- 
siologists— Quarterly,  Seattle. 

Pres.,  J.  Porter.  Seattle 

Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thun. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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NATURAL  LAW  AND  CONSTITUTIONS 

In  modern  (post  Renaissance)  Western  civilization  two  intertwined  devices  have 
been  employed  to  bring  those  who  govern  under  the  law— to  establish  a law  for 
governments.  The  first— and  most  fundamental— of  these  is  the  natural  law  theory. 
The  second  is  the  device  of  having  a written  constitution  . . . 

Basically,  the  modern  natural  law  theory  held  that  there  is  a law  antecedent  to 
man,  society,  and  government,  that  this  law  is  from  God,  that  it  is  a law  which  must 
be  observed  if  each  of  these  is  to  reach  its  true  form  and  fulfillment.  It  is  discovered 
by  attending  to  the  nature  of  things,  and  when  one  attends  rightly  to  the  nature  of 
things,  he  is  using  right  reason.  When  mans  nature  and  the  nature  of  the  universe 
are  viewed  in  this  fashion,  it  is  found  that  man  has  certain  natural  rights:  namely, 
the  right  to  life,  to  the  use  of  one’s  faculties,  and  to  the  fruits  of  one’s  labors.  Society 
is  natural  to  man— man  is  a social  being— for  within  society  he  can  make  those  exchanges 
which  satisfy  and  complete  him.  In  like  manner,  government  is  necessary  for  man, 
for  it  enables  him  to  live  in  peace,  to  have  fruitful  relations  with  others,  and  keep 
what  is  his. 

Clarence  B.  Carson 
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LOMOTIC 

TABLETS/LIQUID 


Each  Lomotil  tablet  and  each  5 cc.  of  Lomotil 
liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


J 


One  hundred  per  cent 
of  all  travelers 

who  have  traveled  200,000  miles  or  more 
. away  from  home  have  relied  on  Lomotil  * 
to  control  diarrhea. 


When  your  patients  need  a reliable  antidiarrheal  — 
at  home  or  away  from  home  — rely  on  Lomotil. 

In  diarrheas  associated  with: 

• irritable  bowel 

• acute  infections  • ileostomy 

• functional  hypermotility  • drug-induced  diarrhea 


• gastroenteritis 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and,  if  not  contra- 
indicated, in  patients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally  exempt  nar- 
cotic with  theoretically  possible  addictive  poten- 
tial at  high  dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma,  hypo- 
tonic reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate  overdosage. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness, vomiting,  pruritus,  restlessness,  abdominal 
discomfort,  headache,  angioneurotic  edema,  giant 
urticaria,  lethargy,  anorexia,  numbness  of  the  ex- 


tremities, atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise.  Respiratory  de- 
pression and  coma  may  occur  with  overdosage. 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 

Children: 


3-6  mo Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 


=‘=Based  on  4 cc.  per  teaspoonful 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 

initial  daily  dosage. 

G.  D.  SEARLE  & CO. 

P.  O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine  952 
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from  the  discord  of  anxiety... 


to  emotional  harmony 


c 0 L L t -S £ r p p 

PH  f ^ AD£  L PH  I 4 

'’2ND  T. 
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with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  1 0-mg 

and  25-mg  capsules  ' v 

In  an  age  of  swift  change  and 
challenge,  susceptible  Individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 


Vi 


Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

U\BORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutlev.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follovv,s:  / 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significar^t.■'tbmponents  of  the  clinical  profile. 

Contraindications:-  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
adminTstering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacolagic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusian  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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OREGON  • WASHINGTON  • IDAHO 


(continuous  release  form) 


V 
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(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuoflon  of  therapy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotively  low  Incidence.  As  Is  characteristic  of  sympathomimetic  agents.  It  may 
occasionally  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  onxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epilepft 
an  Increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  can  I 
vascular  effects  reported  include  ones  such  os  tochycardlo,  precordial  p,  ; 
arrhythmia,  palpitotion,  and  Increosed  blood  pressure.  One  published  reilf 
described  T-wave  changes  In  the  ECG  of  a healthy  young  male  ofter  Ingestio 
diethylpropion  hydrochloride;  this  was  an  isoloted  experience,  which  hos  not  bftj 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  r 1, 
urticaria,  ecchymosis,  and  erythema.  Gasfroinleslino/  ellects  such  as  dlarrtlii 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  repor  .0 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  morttT 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odv  *fl 
reactions  hove  been  reported  by  physicians.  These  Include  complolr'ts  such  as  H 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreclfi 
libido,  dysuria,  and  polyurio.  * 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  to|n 
dally,  swollowed  whole,  in  mIdmornIng  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  ti  ei 
times  dally,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  glvefs^ 
mIdevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is3- 
recommended.  t-oosa  / i/?o  y u.s.  patent  no.  s.oo  |t 
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Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^-2>®-^'S-®>’>8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY.  INC.,  RICHMOND,  VIRGINIA  23217 


The  gut  reactor. 


BELi^ 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains: 

No.O 

No.l 

No.  2 

Phenobarbital 

8 mg. 

15  mg. 

30.mg. 

(Wgrmng;  May  be  habit  forming) 

Belladonna  Extract 

8 mg. 

8 mg. 

»mg. 

Dosage:  One  tablet  three  times  daily. 

Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital 

(Warning.  May  be  habit  forming) 


15  mg. 


Belladonna  Leaf  Fluidextract  0.033  mg. 
Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warning  May  be  habd  forming) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med'  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  "^-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  proetatic  hypertrophy. 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


ISMMON 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Atfifude  Contrary  to  Best  in 
Scientific  Medicine 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

I was  delighted  to  see  the  beginning  of  a new 
series  on  drugs  in  northwest  medicine.  The  arti- 
cle by  Aagaard  and  Holcenberg  sets  a nice  tone  in 
introducing  the  subject  and  I certainly  agree  with 
the  point  made  in  your  editorial  that  it  is  difficult 
to  keep  the  physician  in  practice  up-to-date  in  a 
field  in  which  there  are  many  rapid  developments. 
While  I do  not  agree  with  all  of  the  other  points 
you  made  in  your  editorial,  chiefly  the  one  dealing 
with  the  detail  man  as  being  considered  at  one 
time  the  best  source  of  information  concerning 
drugs,  I feel  that  the  purpose  of  the  Editorial  and 
of  NORTHWEST  MEDICINE  in  running  this  series  is 
most  laudatory. 

At  the  same  time,  however,  the  letter  to  the  Editor 
on  page  1114  of  the  December  issue  “Professional 
Judgment  is  Best”  deserves  some  rebuttal.  In  this 
letter  a local  medical  society  set  itself  up  as  a para- 
gon of  pharmacologic  virtue  and  in  a sweeping 
resolution  condemns  the  Food  and  Drug  Admin- 
istration and  extols  “experience”  as  the  factor  that 
should  determine  marketing  and  prescribing  of 
drugs. 

The  FDA  is  charged  by  law  to  determine  both 
safety  and  efficacy  of  drugs.  While  the  agency  has 
made  mistakes,  it  is  trying  to  do  an  honest  workman- 
like job— in  the  face  of  inadequate  staffing— to  en- 
force the  law.  Its  tendency  to  overreact  at  times 
perhaps  reflects  the  laxity  of  the  situation  prior  to 
the  enactment  of  the  Kefauver  Amendments  of  1962. 
The  pressures  on  the  FDA  are  enormous;  many 
of  them  are  generated  by  the  pharmceutical  in- 
dustry which  naturally  wants  approval  of  its  prod- 
ucts with  the  least  cumbersome  review  in  the  short- 
est period  of  time.  Even  more  difficult  has  been 
the  removal  of  preparations  which  clearly  lack  effi- 
cacy; the  agency’s  unsuccessful  attempts  to  remove 
some  antibiotic  combinations  from  the  market  serve 
as  a prime  example. 

I take  particular  exception  to  the  statement  that 
the  FDA  relies  almost  exclusively  on  the  opinions 
and  assertions  of  a small  group  of  academic  and 
research  oriented  scientists  that  comprised  the  re- 
view panels  of  the  National  Academy  of  Sciences 


National  Research  Council  for  its  policy,  and  that 
this  is  in  itself  bad.  The  resolution  implies  that  these 
individuals  somehow  sit  in  their  ivory  towers  and 
don’t  treat  patients.  Nothing  could  be  further  from 
the  truth.  The  NAS-NRC  panels  consisted  of  indi- 
viduals who  have  an  enormous  clinical  experience 
in  the  areas  in  which  they  were  asked  to  judge  drugs. 
For  example,  those  serving  on  antibiotic  panels 
included  Bill  Kirby  from  the  University  of  Wash- 
ington, Max  Finland,  a recent  Sommer  Memorial 
Lecturer  at  Oregon,  and  many  others  who  have  been 
active  in  postgraduate  education  of  physicians  in  the 
Northwest.  Moreover,  they  had  aceess  to  material, 
mostly  submitted  by  manufacturers,  which  is  not 
available  to  the  majority  of  physicians  in  private 
practice.  The  pubHshed  reports  of  the  NAS-NRC 
panels  have  been  thoughtful,  careful,  and  dispas- 
sionate. They  constitute  a distinct  advance  in  clinical 
pharmacology. 

Speaking  philosophically.  Medicine  must  quit 
hiding  under  the  testimonial  umbrella  of  “the  pro- 
fessional judgment  of  the  practicing  physician.” 
Simply  stated,  this  means  that  “we  know  best”  and 
“leave  us  alone.”  This  attitude  is  not  only  contrary 
to  the  best  in  scientific  medicine,  it  ignores  the 
social  changes  and  needs  of  the  times.  It  is  precisely 
this  type  of  dinosaurian  philosophy  that  has  made 
so  many  young  men  so  angry  (see  letter  published 
in  NORTHWEST  MEDICINE  page  1100,  December, 
1969). 

Finally,  as  a regional  journal,  I wonder  why  a 
resolution  published  by  a medical  society  several 
thousand  miles  from  us  merits  publication  in 
NORTHWEST  MEDICINE.  In  my  view  this  resolution 
belongs  in  a file— a circular  one,  that  is. 

Sincerely, 

ROBERT  G.  PETERSDORF,  M.D. 

Drug  Series  Will  Be  Popular 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE; 

It  is  with  real  pleasure  to  notice  the  new  series 
on  Drug  Therapy  in  northwest  medicine.  Cer- 
tainly, the  prescribing  of  drugs  is  basic  in  the 
practice  of  medicine  and  the  most  accurate  knowl- 
edge is  essential.  I am  sure  that  this  series  will  be 
popular  to  keep  for  frequent  reference;  so  the  pro- 
vision made  for  saving  the  articles  is  wise.  In  the 
past,  when  a future  reference  to  a previously  pub- 
lished article  was  desired,  such  as  the  excellent 
series  on  psychotropic  drugs,  it  could,  of  course, 
never  be  found. 

Looking  forward  to  this  valuable  and  timely  edu- 
cational series  and  with  the  hope  that  it  may  be 
made  a eontinuing  feature. 

Sincerely, 
HL\ROLD  W.  dobbin,  M.D. 
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Professional  Medical  Assistants 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

The  first  12  students  to  earn  degrees  in  Seattle 
Community  College’s  two-year  program  for  Medical 
Assistants  will  complete  externships  served  in  local 
medical  offices  on  March  20,  1970,  and  be  available 
for  jobs  thereafter.  Any  physician  interested  in  em- 
ploying one  of  these  girls  is  invited  to  call  me  at 
LA  3-4657  after  5 pm  to  arrange  an  interview. 

Sincerely, 

MRS.  DOROTHY  M.  FAIRBANKS 

Executive  Secretary,  Washington  State 
Association  of  Medical  Assistants,  AAMA 

Organophosphate  Poisoning 

Puyallup,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Treatment  of  persons  poisoned  by  ORGANO- 
PHOSPHOROUS pesticides  is  generally  the  same 
as  treatment  for  all  anticholinesterase  agents,  and 
consists  of  all  of  the  following  measures  in  this  order: 

1.  Support  respiration.  Keep  airway  clear.  Arti- 
ficial respiration  with  oxygen  under  pressure  and 
suction  as  indicated. 

2.  Administer  ATROPINE  SULFATE  in  large 
doses.  For  severe  poisoning  in  adults  inject  intra- 
venously 2-4  mg  (1/30  to  1/15  grain)  every  5-10 
minutes  until  signs  of  atropinization  appear.  A total 
of  25-30  mg  may  be  necessary  during  the  first  day 
of  treatment.  In  one  extreme  case  345  mg  was 
given  before  a favorable  response  occurred.  For 
less  severe  poisoning  inject  1 to  2 mg  (1/60  to 
1/30  grain)  and  repeat  each  time  symptoms  ap- 
pear. Victims  of  OP  poisoning  tolerate  large  doses 
of  atropine.  The  goal  is  to  titrate  the  atropine 
against  the  symptoms  of  the  patient,  using  what- 
ever dose  is  necessary  to  maintain  an  end  point  of 
mild  atropinization. 

3.  Administer  2-PAM  (Protopam  chloride).  For 
severe  poisoning  in  adults,  inject  1 gram  slowly. 
Give  a second  dose  of  500  mg  in  about  30  minutes 
if  muscle  weakness  is  not  relieved  or  recurs.  Doses 
for  children  should  be  in  proportion  to  body  weight. 
Watch  for  relapses  and  repeat  2-PAM  doses.  In 
severe  cases  10  grams  have  been  given  over  a 4-day 
period.  2-PAM  has  been  most  effective  in  PARA- 
THION  poisoning.  Treatment  with  2-PAM  is  con- 
traindicated in  CARBAMATE  poisoning. 

4.  Remove  patient’s  clothing.  Decontaminate  the 
skin,  hair,  and  fingernails  with  soap  and  water.  If 
pesticide  is  in  eyes,  irrigate  for  15  minutes  with 
normal  saline  and  water.  If  pesticide  was  ingested, 
induce  vomiting  or  gastric  lavage  as  indicated  and 
give  a saline  cathartic.  Save  vomitus  or  stomach 
washings  for  chemical  analysis. 

5.  Watch  patient  continuously.  The  emergency 


lasts  24  to  48  hours.  Provide  symptomatic  treat- 
ment. Chlordiazepoxide  hydrochloride  (Librium) 
has  been  used  successfully  to  combat  restlessness. 

6.  Order  a cholinesterase  test.  Blood  should  be 
drawn  for  plasma  and  red  cell  cholinesterase  tests, 
preferably  before  2-PAM  is  given.  Do  not  wait 
for  results  before  initiating  treatment. 

7.  Contraindicated  are  morphine,  aminophylline, 
theophylline,  phenothiazine  tranquilizers,  large 
amounts  of  fluid  intravenously,  and  possibly  bar- 
biturates. 

This  information  was  extracted  from  a publication 
of  the  American  Public  Health  Association,  “Safe 
Use  of  Pesticides.”  Sincerely, 

JAMES  T.  PENNELL 

Fifty  Year  Club 

Fort  Smith,  Arkansas 

Editor,  NORTHWEST  MEDICINE: 

We  presently  have  approximately  350  members 
in  the  Fifty  Year  Club  of  American  Medicine  but 
we  know  there  are  many  physicians  who  are  eligi- 
ble but  have  not  joined. 

Our  dues  are  $5  per  year.  During  the  AMA 
meeting  each  year  we  have  a luncheon  at  the 
headquarters  hotel  and  have  a speaker  who  is  of 
general  interest  to  all  members. 

Sincerely  yours, 

DAVIS  W.  GOLDSTEIN,  M.D. 

Refutation 

The  Dalles,  Oregon 

Editor,  NORTHWEST  medicine: 

I expect  that  you  have  had  several  letters  at- 
tempting to  answer  the  letter  “From  An  Angry  Young 
Man”  (NW.  Med.  68:1100,  Dec  ’69).  The  letter  is 
too  long  so  may  the  reply  be  also:  every  sentence 
can  be  refuted. 

The  anonymity  does  not  bother  me  at  all  because 
the  letter  might  be  signed  “Any  Interne.”  His 
reticence  can  be  understood  because  I can  not  imag- 
ine him  trying  to  converse  with  any  knowledgeable 
doctor  without  the  adjective  “stupid”  appearing 
before  long.  I hope  he  gets  the  residency  because 
he  surely  needs  more  clinical  training  if  he  per- 
forms in  medicine  with  the  same  lack  of  judgment, 
acceptance  of  half  truths  and  non  sequitors. 

It  is  often  difficult  to  discern  just  what  he  is 
decrying  since  the  grammar  is  obtuse.  How  can  a 
“policy  making  structure”  of  the  AMA  have  a “po- 
litical activity”?  Later  he  decries  the  AMA  identify- 
ing with  Political  Action  Committees.  We  doctors 
are  also  citizens  with  a right  to  political  activity. 
No  medical  society  dues  gets  to  any  PAC. 

“The  AMA  has  not  faced  up  to  the  overwhelm- 
ing health  needs  of  the  American  People.  He  must 
Correspondence  continued  on  page  153 
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soothing 

relief  for 
hair-raising 
cough 


Each  fiuidounce  contains:  80  mg.  Benadryl^  (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 , 
sodium  citrate;  2 grains  chloroform;  H 10  grain  menthol;  and  5%  alcot, 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  reflg 
...soothes  irritated  throat  membranes.  And  its  not-too-sw^^, 
raspberry  flavor  makes  BENYLIN  expectorant  easy  to  take. 
PRECAUTIONS;  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  benylin  expectorant  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


grai 


pi^lsant 


EXPECTORANT 


continued  from  page  151 

be  kidding.  We  have  not  solved  them  all  of  course 
nor  can  we  until  the  other  causes  of  poverty  and 
poor  health  are  solved  by  the  politicians  and  soci- 
ologists. This  strikes  the  tone  of  the  letter  which  in 
substance  is:  I do  not  know  or  particularly  care 
what  good  deeds  you  have  done,  I only  damn  you 
because  you  do  not  do  more. 

“The  large  sums  of  money  spent  ...  to  defeat 
‘socialized  medicine’,”  (why  the  quotes  around 
“socialized  medicine”?)  apparently  should  be  spent 
“explaining  our  concerns  about  the  costs  and  quality 
of  medical  care.”  Another  non  sequitor  but  also  an 
unfairness  in  denying  the  practicing  doctor  the  right 
to  establish  his  priorities  as  to  how  his  money  should 
be  spent. 

“AMA  opposed  low  interest  loans.”  The  originator, 
main  promoter  and  guarantor  of  student  loan  funds 
is  now  damned  with  a complete  untruth  and  “why 
don’t  you  do  more.” 

Since  he  did  graduate  he  must  have  been  the 
beneficiary  of  some  loan  but  has  not  bothered  to 
ascertain  how  it  came  in  to  being  let  alone  felt  any 
gratitude  to  the  AMA. 

“Why  did  AMA  oppose  federal  aid  to  Medical 


Schools?”  He  has  not  learned  that  what  the  Feds 
subsidize  they  also  control  and  he  has  not  yet 
observed  the  evils  of  bureaucratic  control.  Those  who 
will  not  learn  the  lessons  of  history  are  doomed  to 
repeat  the  mistakes. 

“An  oversupply  of  doctors  for  the  foreseeable 
future”?  Who  could  foresee  the  advent  of  Medicare 
and  Medicaid,  etc.  and  their  inefficient  wasting  of 
the  doctors  time  which  creates  the  shortage? 

“Why  did  we  oppose  Medicare”?  We  don’t  have 
a right  to  recognize  waste  and  political  expediency? 
We  don’t  have  a right  to  defend  our  freedom  to  act 
in  the  interests  of  our  trusting  patients  at  a fair 
contract? 

One  could  go  on  indefinitely  to  no  great  purpose. 
The  most  valid  criticism  of  all  probably  is  your  own 
one  “why  does  this  young  man  have  so  little  faith 
in  the  rest  of  us  that  he  is  afraid  to  sign  his  name”? 
I suggest  it  is  because  he  unconsciously  realizes 
that  his  criticisms  are  unfair  and  we  doctors  must 
plead  guilty  to  a considerable  impatience  with  un- 
fairness by  our  confreres. 

Sincerely  yours, 

T.  L.  HYDE,  M.D. 


153 

Northwest  Medicine,  March,  1970 


5 rfjumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

I do  for  these  patients? 

salicylates  and  rest 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE;  INDOCIN  (Indomethacin,  MSD) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to. 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  tlares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions.-  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitis;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied:  Capsules  containing  25  mg  indometh- 
acin each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consult  your  Merck 
Sharp  & Dohme  representative  or  see  the  package 
circular. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc  West  Point  Pa  19486 


where  today  s theory  is  tomorrows  therapy 
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NOTES 


Propaganda  guns  are  booming  at  problems  of  environ- 
ment and  pollution.  Dire  predictions  about  the  future 
uninhabitability  of  the  earth  are  common.  But  no  one  has 
come  up  with  current  death  rates.  Meanwhile  we're  killing 
more  than  a thousand  a week  on  our  highways.  The  Federal 
Government  has  90  separate  environmental  programs  going, 
there  are  26  quasi-government  organizations  in  the  field 
and  14  inter-agency  committees  are  in  the  game.  Pre- 
sumably, a ten-year  program,  by  spending  billions,  can 
get  most  of  the  pollution  under  control.  During  that  time 
we'll  reduce  our  population  by  a half  million  who  will 
have  left  their  blood  on  the  highways. 

Welfare  reform,  as  proposed  by  President  Nixon,  seems 
to  be  gaining  support.  Survey  conducted  by  the  National 
Federation  of  Independent  Business,  showed  61  percent  of 
independent  businessmen  in  favor  of  a basic  annual  income 
for  families,  provided  parents  register  for,  and  accept, 
employment  or  job  training  when  offered. 

Bank  credit  cards  are  losing  glamour.  National 
Federation  of  Independent  Business  reports  independent 
retailers  did  only  17  percent  of  their  business  on  bank 
credit  cards  during  the  last  Christmas  season.  This  was 
down  from  19  percent  earlier  in  the  year.  Some  shoppers 
are  offering  retailers  choice  of  bank  credit  card  or  cash 
at  discount  equal  to  the  bite  taken  by  the  bank. 

Instant  hospitals  is  the  term  applied  to  prefabri- 
cated hospital  units  built  by  a Florida  firm.  They  are 
of  steel,  completely  self-contained,  and  can  be  ready  for 
patients  within  90  days  after  the  order  is  placed. 

Look  for  steadily  increasing  controls  on  Medicare 
and  Medicaid.  News  releases  by  politicians  and  federal 
bureaus  have  prepared  the  way  for  moves  to  reduce  fees, 
tighten  controls.  One  politician  is  reported  to  have  said 
that  fees  approved  for  initiation  of  the  programs  were 
merely  bait  to  get  physicians  to  go  along  with  the 
programs.  That  fellow  who  is  paying  the  piper  is 
getting  ready  to  call  the  tune. 

AMA  catalog  lists  5,000  films.  Titled  "Medical  and 
Surgical  Motion  Pictures"  a new  catalog  from  AMA  lists 
titles,  subjects,  producer,  and  distributor,  as  well  as 
abstracts  of  material  presented,  for  films  that  may  be 
used  in  continuing  education  programs.  Copies  are  avail- 
able without  charge,  from  AMA  Department  of  Postgraduate 
Programs,  Medical  Motion  Picture  and  Television  Section, 

535  North  Dearborn  Street,  Chicago  60610. 

H.L.H. 
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EDITORIAL 


Useful  Source  ofD  rug  Information 


Among  the  various  references  on  pharma- 
ceuticals, I find  nothing  to  equal  pharm- 
Index  as  a continually  revised,  complete,  easy 
to  use  source  of  information.  Its  loose-leaf  pages 
are  distributed  twice  each  month.  Three  colors 
of  paper  stock  are  used  to  facilitate  filing  and 
subsequent  use.  It  is  an  index  of  all  drugs 
available,  plus  those  under  development,  but  it 
carries  much  more  than  just  the  list  of  drugs 
and  their  makers. 

A Main  Index  is  issued  each  January  and  is 
to  be  kept  for  one  year.  It  is  on  pink  paper 
stock.  It  carries  trade  names,  a manufacturer 
index,  a generic  index,  a therapeutic  index  and 
a list  of  important  products  pending.  There  is 
also  a therapeutic  group  index.  This  material, 
in  the  January,  1970,  issue,  occupies  92  pages. 

A monthly  index,  on  gray  paper,  carries  simi- 
lar information  plus  a list  of  review  articles. 
This  is  a reference  list  including  current  articles 
and  those  published  previously,  none  more  than 
two  years  old. 

The  main  part  of  the  publication,  on  yellow 
paper,  is  semi-permanent,  since  it  carries  product 
information.  This  material  is  similar  to  that 
carried  in  other  frequently  consulted  publica- 
tions except  that  it  is  more  compact  than  most 
and  can  be  scanned  more  quickly.  Two  sections 
are  published  each  month.  Section  I,  of  the 
January,  1970  issue,  carries  information  on  14 
new  products,  30  changed  products,  discontin- 
ued items,  price  changes  and  a four  page  review 
article  on  coagulants  and  anticogulants.  The 
article  is  by  Ralph  W.  Morris,  Professor  of 
Pharmacology  at  the  University  of  Illinois.  It 
carries  one  diagram,  one  glossary  list,  two  tables 
and  12  references. 

Second  Januaiy  section  carries  information  on 
II  new  products,  seven  changed  products  and 
important  products  pending.  It  also  carries  a 
complete  list  of  products,  arranged  in  15  thera- 
peutic groups.  The  complete  pharmlndex  sys- 
tem contains  a total  of  39  therapeutic  groups. 
These  are  revised  over  a 3-year  cycle.  This  is 
an  annual  feature.  The  paragraphs  are  compact 
but  most  carry  composition,  indications,  contra- 


indications, cautions,  and  recommendations  on 
administration.  This  section,  for  January  1970, 
occupies  120  pages. 

The  grey  pages,  carrying  the  monthly  index, 
are  to  be  discarded  each  month  when  replaced 
by  the  current  issue.  The  pink  section,  the  main 
index,  is  kept  for  one  year.  The  yellow  sections, 
carrying  product  information  are  to  be  kept  for 
longer  periods  but  not  indefinitely.  Notification 
of  outdating  and  time  for  discard  will  be  foimd 
with  the  January,  section  2 issues  and  occasion- 
ally in  regular  issues  of  pharmlndex.  Complete 
instructions  for  filing  and  replacement  are  car- 
ried in  the  pink  section  and  specific  section 
instructions  appear  on  the  first  page  of  each 
section  issued.  The  method  is  easy  to  follow. 

Prompt  reporting  of  new  products  and  changed 
products  in  pharmlndex  provides  information 
that  does  not  seem  to  be  available  anywhere 
else.  The  same  can  be  said  about  the  list  of 
pending  products.  The  whole  publication  is 
cross-indexed  carefully  and  cumulative  listing 
makes  it  easy  to  find  the  product  of  interest. 
Listings  are  not  confined  to  prescription  prod- 
ucts but  include  information  on  many  over-the- 
counter  drugs.  There  is  a good  generic  list  for 
each  therapeutic  group  in  the  annual  report, 
issued  as  the  second  section  of  the  January  issue, 
and  it  even  lists  combinations  for  each  product. 

Also  available  in  pharmlndex  is  the  reporting 
of  discontinued  items.  These  items  are  then 
incorporated  into  the  pink  index  (trade  name 
section). 

Another  feature,  not  ordinarily  available  to 
physicians,  is  complete  listing  of  manufacturers’ 
prices  and  package  information  on  all  products. 
A monthly  report  on  price  changes  keeps  this 
information  up  to  date. 

Although  prepared  for  pharmacists,  I believe 
many  physicians  will  find  this  publication  a very 
useful  source  of  information  on  pharmaceuticals. 
It  is  published  by  Skyline  Publishers,  Inc.,  P.  O. 
Box  1029,  Portland,  Oregon  97207.  The  price 
of  $24  per  year  includes  back  issues  and  binder 
to  provide  complete  reference  file  with  the  start 
of  subscription.  H.L.H. 


158 

Northwest  Medicine,  March,  1970 


Opinions 

And  Some  Comment  About  Increasing  the  Number  of  Articles 


BEST  ARTICLE 

Percent 

Holcenberg-Halpern,  Treatment  of  Drug  Misuse  52 

Dorpat-Shearer,  Medical  Certification  and 

Hospitalization  of  the  Mentally  111  25 

Spoerl,  Involuntary  Psychiatric 

Hospitalization  in  Washington  23 

PHYSICIANS’  ASSISTANTS 

Percent 

Should  use  82 

Should  not  use  18 


Response  to  the  January  opinion  survey  re- 
vealed balance  of  interest  in  the  scientific 
articles.  Two  similar  articles  on  hospitalization 
of  the  mentally  ill  were  scored  closely  and  the 
combined  score  was  close  to  that  of  the  article 
on  drug  abuse.  This  is  a type  of  response  that  is 
easily  inteqareted,  and  helpful  in  planning  future 
issues.  The  answer  to  the  question  about  physi- 
cians’ assistants  was  anticipated.  It  is  clear  that 
what  has  been  called  the  health  manpower  prob- 
lem has  been  given  a good  bit  of  consideration 
and  that  physicians  are  now  ready  to  increase 
their  effectiveness  by  employing  non-physician 
assistants.  Rapid  growth  in  this  field  may  be 
anticipated. 

Among  comments,  a very  pertinent  one  noted, 
“You  devote  only  eleven  pages  of  the  issue  to 
articles.  This  should  be  increased  and  their  con- 
tent improved.”  This  point  was  given  attention 
in  the  survey  card  carried  on  the  October  issue. 
The  question  was  whether  the  scientific  section 
was  too  large,  too  small  or  about  right.  The 
“about  right”  score  was  78  percent.  However, 
the  scientific  section  in  the  last  three  issues  has 
been  reduced— for  a reason  that  should  be  under- 
stood. 

Major  financial  support  of  any  publication  is 
from  its  advertising.  Few  can  continue  publica- 
tion very  long  without  advertising  income.  This 
is  so  critical  that  each  page  of  advertising  is 
important  and  must  be  taken  into  consideration 
when  any  issue  is  planned.  Many  journals  are 


managed  on  the  basis  of  a fifty-fifty  ratio.  This 
journal  aims  for  a fifty-five,  forty-five  ratio  but 
in  order  to  explain  the  significance  of  ratio,  it’s 
easier  to  use  fifty-fifty. 

With  such  a ratio,  each  issue  is  planned  to 
have  an  equal  number  of  editorial  pages  and 
advertising  pages,  the  editorial  pages  being  those 
carrying  any  material  other  than  advertising. 
From  a dollars  and  cents  standpoint,  the  preced- 
ing sentence  can  be  interpreted  to  mean  that  a 
page  of  advertising  must  pay  for  itself  and  one 
additional  page  in  the  magazine.  No  one  should 
need  a computer  to  figure  the  result.  If  advertis- 
ing pages  are  not  sold,  the  size  of  the  issue 
shrinks.  With  a fairly  steady  flow  of  news  items, 
this  means  that  the  scientific  section  shrinks. 
It  can  be  increased  readily— there  is  ample 
material  for  publication— but  it  would  have  to  be 
paid  for.  Beyond  advertising,  there  is  only  one 
other  source  of  increased  money  for  publication 
—dues.  If  increased  volume  of  scientific  material 
is  wanted,  and  considered  worth  the  cost,  it  can 
be  published,  starting  with  any  issue,  in  which 
the  costs  are  met. 

The  suggestion  here  is  not  subtle.  If  everyone 
who  read  the  journal  were  to  provide  evidence 
of  advertising  effectiveness  to  pharmaceutical 
manufacturers,  they  would  increase  their  sched- 
ules promptly.  The  volume  of  advertising,  and 
the  total  number  of  pages  in  each  issue,  could  be 
doubled  within  a few  months.  To  get  an  expand- 
ed journal,  it  will  be  necessary  to  make  larger 
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contribution  through  dues,  or  insist  that  manu- 
facturers buy  more  space.  The  best  way  to  do 
the  latter  is  to  keep  informed  on  what  advertise- 
ments are  running  and  to  let  the  manufacturers 
know  that  the  advertisements  are  being  read. 
Well  written  letters  addressed  to  manufacturers 
are  helpful  and  so  are  pointed  remarks  made  to 
detail  men. 

A magazine  is  not  so  much  a creature  of  its 
publisher  as  it  is  a creature  of  its  readers.  Thus 
the  comment  about  only  eleven  pages  being  de- 
voted to  scientific  material  is  an  important  one. 
The  manuscript  file  is  bulging.  Good  articles 
are  waiting  publication.  They  are  being  held  up 
by  the  need  for  more  attention  to  the  advertising 
that  pays  for  their  publication.  H.L.H. 


Additional  Opinions 

There  were  many  thoughtful  comments  on 
use  of  physician’s  assistants.  A number  were  con- 
cerned about  legal  status  and  malpractice  lia- 
bilitv',  both  those  who  favored  use  of  assistants 
and  those  who  did  not: 

“Medicolegal  aspects  of  liability  in  use  of 
trained  assistants  deserv'es  discussion.” 

“Medical-legal  obstructions  need  to  be  cleared 
away.” 

“The  problem  is  abuse  of  limited  knowledge.” 
“(Yes)  if  legal  implications  do  not  accompany 
this  program.” 

“M’ho  is  to  be  responsible  for  their  acts  and 
their  liabiliU^?” 

“Probably  would  increase  malpractice  threat.” 
“Assistants  might  be  alright  after  the  mal- 
practice rules  are  changed.” 

“Obviously,  the  physician  would  and  should 
be  medico-legally  responsible  for  his  trained 
assistant’s  acts.  Aren’t  things  bad  enough  now?” 
“This  (decision  to  use)  is  an  individual  de- 
cision with  legal  and  medical  factors.” 

Some  were  ready  to  welcome  assistants: 

“If  physicians  understand  fully  the  role  assist- 
ants can  play,  I think  they  would  be  enthusi- 
astic.” 


“We  can’t  survive  without  them!” 

“They  will  have  to  be  used  to  provide  the 
medical  care  that  is  being  demanded.” 

“I’ve  had  one  (male)  for  22  years.” 

“The  sooner  the  better.  Medical  schools  should 
be  focus  of  training.  Studies  are  needed  to  de- 
termine kinds  of  assistants.” 

“Especially  in  sparsely  populated  areas.” 
“Trained  assistants  (why  not  call  them  associ- 
ates? ) greatest  untapped  source  of  improved 
delwery  of  good  medical  care.” 

“Am  using  them  with  very  good  results  in 
orthopedics.” 

“In  my  field,  (radiology)  this  is  becoming 
more  necessary.” 

“Believe  already  are  by  many.” 

“Emphatic  approval  of  concept  and  practice.” 
Some  expressed  misgivings  and  doubts: 

“Use  of  assistants  is  better  than  no  medical 
care  but  I do  not  think  our  present  situation 
warrants  dowm-grading  of  medicine.” 

“This  would  be  setting  up  two  standards  of 
medicine.” 

“I  believe  the  way  we  do  it  now  is  needed  in 
a society'  that  is  becoming  depersonalized.” 
“Rapport  is  everything!” 

“A  little  knowledge  can  be  dangerous.” 

“Only  as  we  now  use  nurses  should  such 
assistants  be  used,  i.e.,  under  direct  supervision.” 
“Training  program  must  be  agreed  upon,  fund- 
ed, and  staffed,  with  some  method  of  certification 
before  (use  of  assistants)  is  implemented.” 
“Trained  assistants  in  paramedical  areas  have 
increased  their  charges  until  there  is  no  economy 
and  total  effect  an  increase  in  costs.” 
“(Trained)  to  do  what?” 

“Some  will  and  some  will  not.  The  value  of 
peers  saying  should  or  should  not  contributes 
to  the  illness  of  society,  not  its  health.” 

“(Yes)  but  not  to  make  medical  decisions.” 
“Too  general  a question  for  a pat  answer.” 

“A  questionnaire  of  this  type  without  accom- 
panying reminder  and  back-up  material  is  con- 
sidered very  unlikely  to  elicit  representative 
information.” 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  liPPKR  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


For  the  patient  who  has  been 
through  an  accident,  the  worry  and 
anxiety  following  the  mishap  may 
actually  heighten  the  perception  of  pain. 
This  is  why  there’s  a classic  lA  grain 
sedative  dose  of  phenobarbital  in 
Phenaphen  with  Codeine— to  take  the 
nervous  “edge”  off,  so  the  rest  of  the 
formula  can  control  the  pain  more 
effectively. 


Serious  Inj^y 
\ nrirc*"  jackknif^^ 
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Phenaphen' 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Pheno- 
barbital ('A  gr.),  16.2  mg.  (warning:  may  be  habit  forming); 
Aspirin  (2V2  gr.),  162.0  mg.  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.  Codeine  Phosphate,  V4  gr. 
(No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be 
habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 


Indications;  Phenaphen  with  Codeine  provides  relief  in  severer 
grades  of  pain,  on  low  codeine  dosage,  with  minimal  possibility 
of  side  effects.  Its  use  frequently  makes  unnecessary  the  use  of 
addicting  narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phenacetin-con- 
taining  products  excessive  or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon,  although  nausea, 
constipation  and  drowsiness  may  occur.  Dosage:  Phenaphen 
No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as 
needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


How  do  you 
makeabetter 

c^iarelte? 

Here’s  how: 


Tareyton’s  activated  charcoal 
scrubs  the  smoke  to  smooth  the  taste 
the  way  no  ordinary  filter  can. 


Putl^yton’s  activated 
charcoal  filter  on  your 
cigarette,  and  you’ll  have 
a better  cigarette.  But  not 
as  good  as  ala^on. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 
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m When  mixetras 
f directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  bass. 


Pulvule*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


The  many 
forms 
of  lloso 

Erythromycin 


Additional 

available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Motes  on  Joint  Diseases 

II  The  Management  of  Ankylosing  Spondylitis 


L.  A.  HEALEY,  M.D.,  Seattle,  Washington 


Ankylosing  spondylitis  (AS)  is 
not  a common  disease,  but 
neither  is  it  rare.  It  is  a frequent 
cause  of  back  pain  in  young  men 
and  produces  a stifE,  fused  spine. 
Since  early  diagnosis  and  simple 
treatment  measures  can  enhance 
the  patient’s  comfort  and  pro- 
ductivity, it  is  worthwhile  to 
review  the  management  of  this 
condition. 

Also  known  as  rheumatoid 
spondylitis,  and  Marie-Strumpell 
disease,  AS  typically  afiFects 
young  men  in  their  second  and 
third  decade,  with  low  back  pain 
and  stiflFness,  unrelieved  by  rest. 
Peripheral  joints,  usually  the 
proximal  ones,  may  be  involved 
in  50  percent  of  the  patients,  at 
some  time  during  the  course  of 
their  disease.  Histologically,  the 
synovial  inflammation  looks  like 
pannus  and  AS  was  once  con- 
sidered a variant  of  rheumatoid 
arthritis.  Currently  it  is  consid- 
ered a separate  entity,  chiefly 
because  the  sex  incidence  favors 
men  9:1;  the  rheumatoid  factor 
is  not  present;  and  it  responds 
to  different  medicine. 

Although  AS  may  arrest  or 
bum  out  at  any  point,  it  often 
progresses  to  the  well  known 
poker  spine.  While  the  disease 
is  active,  pain  and  muscle  spasm 
are  present;  when  it  is  burnt 
out,  the  pain  and  spasm  cease. 
During  the  active  phase  there 
is  a natural  tendency  for  the 


patient  to  flex  his  spine,  to  re- 
lieve the  pain  and  spasm.  If  this 
flexed  posture  is  maintained,  the 
spine  will  become  ankylosed  in 
this  position.  Prevention  of  this 
flxed  kyphosis  is  the  goal  of 
therapy.  Even  if  a patient  has 
a rigid  spine  but  can  stand  erect, 
he  is  far  more  able  to  be  self- 
sufficient  and  productive  than  a 
man  bent  over  with  kyphosis. 

The  management  of  AS  is  es- 
sentially as  follows:  The  disease 
must  be  recognized  early,  before 
flexion  deformity  of  the  spine 
has  occurred.  Treatment  is 
aimed  at  maintaining  an  erect 
posture.  This  is  dependent  on 
the  relief  from  pain,  which  can 
be  accomplished  with  the  medi- 
cations available. 

Early  Diagnosis.  Ankylosing 
spondylitis  should  be  considered 
in  any  young  man  with  persist- 
ent back  pain.  Decrease  in  chest 
expansion,  due  to  costovertebral 
joint  involvement,  and  flattening 
of  the  normal  lumbar  curve 
when  the  patient  bends  forward, 
are  early  physical  findings.  The 
erythrocyte  sedimentation  rate  is 
often  elevated. 

The  diagnosis  is  confirmed  by 
x-ray  examination  of  the  sacro- 
iliac joints.  The  early  changes 
are  those  of  subchondral  erosion, 
and  sclerosis,  which  cause  the 
sharp  joint  margins  to  appear 
blurred  and  irregular.  As  the 


disease  progresses,  the  margins 
fuse  and  the  sacroiliac  joint 
space  is  obliterated.  X-ray 
changes  in  the  vertebrae  and 
intervertebral  joints  oecur  later 
and  are  not  helpful  in  the  early 
diagnosis.  The  sacroiliac  changes 
are  early  and  constant  features, 
and  always  preceed  the  develop- 
ment of  kyphosis. 

Posture  Maintenance.  The  pro- 
gram for  a patient  with  AS  is 
quite  simple.  Posture  conscious- 
ness is  more  important  than  spe- 
cific exercises.  The  patient  must 
concentrate  on  standing  and  sit- 
ting, tall  and  erect.  He  should 
stand  against  a wall  three  times 
a day,  touching  it  with  his  heels, 
shoulders,  and  head.  The  sleep- 
ing position  is  very  important. 
The  prone  position  is  best,  but 
if  he  cannot  tolerate  lying  on 
his  stomach,  he  should  acquire 
the  habit  of  sleeping  flat  on  his 
back,  using  no  pillow  or  a sin- 
gle small  one.  This  program  is 
easy  to  follow  if  pain  relief  is 
achieved.  Measurement  of  the 
patient’s  height  on  each  office 
visit  is  a good  guide  to  his 
progress  and  also  reminds  him 
of  the  goal  of  therapy.  Coopera- 
tion in  this  posture  program  is 
more  likely  to  be  obtained  if  its 
rationale  is  discussed  with  the 
patient  in  terms  of  the  natural 
progression  and  expected  out- 
come of  the  disease.  In  most 
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cases,  an  optimistic  prognosis  is 
warranted,  particularly  if  the 
disease  is  limited  to  the  back 
and  spares  the  hips. 

Pain  Relief.  Phenylbutazone 
(Butazolidin)  and  indomethacin 
(Indocin)  are  remarkably  bene- 
ficial. Almost  all  of  the  patients 
with  AS  experience  relief  of 
pain  with  one  or  the  other  of 
these  drugs,  in  contrast  to  rheu- 
matoid arthritis,  in  which  rela- 
tively few  patients  are  helped 
by  them.  It  seems  paradoxic 
that  medicines  that  so  specific- 
ally and  eflFectively  relieve  the 
symptoms  do  not  halt  the  pro- 
gressive ankylosis. 

The  average  maintenance 
dose  of  phenylbutazone  is  200 
or  300  mg  per  day.  Despite  the 
potential  side  eflfects  of  peptic 
ulcer,  edema,  rash,  and  bone 


marrow  suppression,  the  drug  is 
very  well  tolerated  in  this  dose 
range,  and  many  patients  with 
AS  have  taken  it  for  more  than 
ten  years  with  benefit  and 
safety.  The  analogue,  oxyphen- 
butazone  (Tandearil)  is  compar- 
able to  phenylbutazone. 

Indomethacin  is  as  eflFective  as 
phenylbutazone.  The  usual  dose 
is  75  or  100  mg  per  day.  Head- 
ache and  gastrointestinal  intol- 
erance are  the  most  common 
toxic  effects. 

Local  radiation  therapy  has 
been  known  for  years  to  provide 
good  symptomatic  relief  in  AS, 
but  since  it  does  not  halt  the 
ankylosis  and  carries  the  possi- 
ble hazard  of  aplastic  anemia 
and  leukemia,  it  is  little  used 
except  for  the  infrequent  patient 
who  is  not  helped  by  medicines. 


Gold  and  chloroquin  are  in- 
effective; aspirin  is  of  little  bene- 
fit. Corticosteroids  are  relatively 
less  effective  than  indomethacin 
and  phenylbutazone,  so  that 
their  value  is  not  high  enough 
to  justify  incurring  their  side 
effects. 

In  summary,  although  no 
agent  effectively  arrests  the 
progress  of  ankylosing  spondy- 
litis, the  prognosis  for  comfort 
and  continued  function  is  good 
for  the  majority  of  patients.  The 
goal  of  treatment  is  the  mainte- 
nance of  erect  postm*e.  If  the 
disease  is  diagnosed  early  this 
can  be  accomplished  with  a 
simple  posture  program  and  in- 
domethacin, or  phenylbutazone 
which  are  very  effective  in  re- 
lieving the  pain. 

1118  Ninth  Ave.  (98101) 


WHAT  FOR  THE  ILL  AND  INJURED? 

To  place  a well  person  recumbent  on  a narrow  ambulance  stretcher,  relatively 
high  above  the  road,  and  to  travel  around  the  suburbs,  turning  many  corners,  can 
become  a test  of  endurance.  By  speeding  road  travel,  the  time  of  the  agony  can  be  re- 
duced but  the  extent  of  the  agony  increased.  An  experiment,  conducted  recently  at  the 
Mayfield  Ambulance  Training  Centre,  Victoria,  showed  that  50%  of  tested  ambulance 
superintendents  subjected  to  a suburban  ride  on  a stretcher  had  evidence  of  motion 
sickness,  with  two  of  the  15  vomiting.  Most  were  reported  not  to  have  enjoyed  the 
experience  (Berry,  1968).  A doctor  in  the  country  recently  stated  that  he  would  not 
travel  to  patients  in  the  ambulance  as  he  always  became  too  car  sick.  What  then  for 
the  ill  and  injured?  It  is  only  by  travelling  with  the  patient  that  this  can  be  seen: 
the  pain  with  the  bump,  the  rolling  and  shaking  with  the  longitudinal  and  lateral 
movement  during  cornering,  the  patient  tucked  in  tightly  on  to  the  narrow  stretcher; 
the  conditions  of  increasing  trauma  with  travel  were  well  illustrated,  and  a rise  in  the 
pulse  rate  and  a fall  in  the  bloodpressure  occurred  in  many  patients  whom  we  accom- 
panied. The  speed  of  travel  was  often  increased  in  accordance  with  the  seriousness 
of  the  condition  of  the  patient,  but  we  later  found  that,  if  the  patient’s  condition 
was  deteriorating,  it  was  better  to  travel  slowly,  or  even  to  stop  rather  than  increase 
the  speed. 

R.  F.  F.  Habison,  M.B.,  in 
The  Medical  Journal  of  Australia, 
Vol.  2,  No.  6,  Aug.  9,  1969 
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Drug  Therapy 

IV  The  Treatment  of  Hypertension  with  Complications 


GEORGE  N.  AAGAARD,  M.D.,  Seattle,  Washington 


In  the  preceding  article  I dis- 
cussed some  general  princi- 
ples and  measures  used  in  the 
treatment  of  uncomplicated  hy- 
pertension of  varying  degrees  of 
severity.  Purpose  of  this  article 
is  to  discuss  treatment  of  pa- 
tients who  have  suflFered  one  or 
more  complications  of  hyper- 
tension. 

hypertension  with  cardiac 
complications 

Persistent  and  significant  hy- 
pertension increases  cardiac 
work.  Over  time,  hypertension 
may  lead  to  cardiac  hyper- 
trophy, and  ultimately  to  re- 
duced cardiac  reserve  or  frank, 
congestive  heart  failure.  In 
some  patients  with  minimal  car- 
diac involvement,  reduction  of 
blood  pressure  to  normal,  or 
near  normal  levels,  may  be  suf- 
ficient to  relieve  symptoms  and 
signs  of  impending  congestive 
heart  failure.  For  example,  an 
oral  diuretic  plus  methyldopa  or 
guanethidine,  or  all  three  drugs, 
may  reduce  blood  pressure  to 
such  an  extent  that  the  patient 
may  be  able  to  return  to  normal 
activity. 

On  the  other  hand,  it  is  im- 
portant to  remember  that  water 
retention  may  occur  as  a side 
effect  of  the  antihypertensive 
drugs  except  for  the  oral  di- 


uretics. Accordingly,  it  is  de- 
sirable to  use  an  oral  diuretic  if 
one  is  concerned  about  cardiac 
function.  At  times  it  may  be 
necessary  to  give  oral  diuretics, 
even  in  patients  with  hyperuri- 
cemia and  a past  history  of 
gouty  attacks.  In  such  circum- 
stances, it  may  be  necessary  to 
give  colchicine  as  a preventive 
measure,  and  in  addition,  to  give 
an  uricosuric  agent,  such  as 
probenecid,  or  an  agent  such  as 
allopurinol,  to  reduce  the  forma- 
tion of  uric  acid. 

In  patients  with  moderate  to 
severe  left  ventricular  enlarge- 
ment by  x-ray,  digitalis  will  be 
indicated.  If  digitalis  is  given 
to  a patient  who  is  also  receiving 
an  oral  diuretic,  it  is  important 
to  be  alert  to  the  possibility  of 
hypokalemia  from  the  oral  di- 
uretic and  the  possibility  of  in- 
creasing digitalis  toxicity. 

Since  hypertension  can  accel- 
erate the  process  of  arterio- 
sclerosis, patients  with  hyper- 
tension are  vulnerable  to  coro- 
nary disease,  and  may  develop 
coronary  insuflBciency  with  an- 
gina. In  such  patients,  efforts  to 
reduce  blood  pressure  should  be 
conservative,  and  the  results  of 
therapy  should  be  monitored 
closely,  since  coronary  perfusion 
is  markedly  influenced  by  the 
head  of  pressure  in  the  aorta. 


Such  patients  should  be  asked 
regularly  concerning  their  toler- 
ance for  exercise  and  their  need 
for  nitroglycerin.  Balance  must 
be  obtained  between  lowering 
of  blood  pressure  and  aggrava- 
tion of  angina.  Usually,  this  can 
be  achieved  without  too  much 
difficulty. 

Hydralazine  is  usually  avoided 
in  the  regimen  for  patients  with 
significant  cardiac  disease,  be- 
cause of  tachycardia  and  in- 
creased cardiac  output  that 
often  result  from  its  use.  There 
are  situations,  however,  in  which 
it  may  have  to  be  used,  and  then 
great  caution  must  be  exercised. 
If  the  patient  is  already  receiv- 
ing reserpine,  methyldopa  or 
guanethidine,  drugs  that  reduce 
adrenergic  activity,  the  adverse 
cardiac  effects  of  hydralazine 
may  be  diminished. 

hypertension  with  kidney  failure 

Hypertension  with  renal  fail- 
ure presents  a formidable  thera- 
peutic challenge.  The  higher  the 
blood  urea  nitrogen,  the  worse 
the  prognosis.  The  physician  is 
often  caught  on  the  horns  of  a 
cruel  dilemma.  Severe  hyper- 
tension accelerates  the  rate  of 
renal  deterioration.  On  the  other 
hand,  excessive  lowering  of 
blood  pressure  with  antihyper- 
tensive medications  may  also 
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cause  the  blood  urea  nitrogen 
to  increase.  Oral  diuretics,  such 
as  the  thiazides,  may  be  ineffec- 
tive as  far  as  lowering  blood 
pressure  is  concerned.  Their  ad- 
ministration may,  on  the  other 
hand,  be  followed  by  an  in- 
crease in  BUN.  This  is  clearly 
a situation  in  which  the  phy- 
sician must  not  treat  the  blood 
pressure  level,  but  the  whole 
patient.  It  is  particularly  im- 
portant to  follow,  not  only  blood 
pressure,  but  also  eye  ground 
changes  and  blood  chemistry, 
including  BUN  and  sodium  and 
potassium  levels.  Unfortunately, 
most  of  the  drugs  that  lower 
blood  pressure  also  appear  to 
reduce  renal  blood  flow. 

Hydralazine  is  an  exception, 
and  may  be  of  particular  value 
in  patients  with  milder  degrees 
of  renal  failure.  Given  with 
small  doses  of  reserpine  suffi- 
cient to  eliminate  tachycardia,  it 
may  be  effective  in  controlling 
blood  pressure  without  causing 
the  BUN  to  increase  signifi- 
cantly. 

The  more  potent  oral  diuret- 
ics, such  as  furosemide,  may  be 
useful  in  hypertensive  patients 
with  nitrogen  retention.  Mroc- 
zek,  et  al,  have  reported  excel- 
lent results,  and  gradual  lower- 
ing of  BUN,  as  well  as  blood 
pressure,  in  patients  treated  with 
furosemide  and  diazoxide.^  It  is 
a potent  antihypertensive,  thus 
far  approved  only  for  investiga- 
tional use.  It  must  be  given  in- 
travenously. Furosemide  may  be 
given  together  with  hydralazine 
and  guanethidine  in  severely 
hypertensive  patients  with  nitro- 
gen retention.  The  patient’s 
course  must  be  monitored  care- 
fully with  frequent  determina- 
tions of  body  weight,  blood 
pressure  in  both  supine  and 
standing  posture,  when  the  pa- 
tient first  arises  in  the  morning. 


and  subsequently,  in  the  after- 
noon and  evening,  and  with 
careful  attention  to  eye  grounds 
and  blood  chemistry  studies. 

Patients  with  severe  degrees 
of  nitrogen  retention  should 
probably  have  protein  intake 
limited  to  35  to  40  grams  per 
day. 

patients  with  previous  strokes  or 
myocardial  infarctions 

Treatment  of  hypertensive  pa- 
tients who  have  had  a stroke,  or 
myocardial  infarction,  requires 
careful  attention.  These  patients 
may  be  very  susceptible  to  ex- 
cessive lowering  of  blood  pres- 
sure, and  may  readily  show 
manifestation  of  postural  hypo- 
tension such  as  giddiness,  light- 
headedness, or  even  syncope, 
when  they  change  from  supine 
or  sitting  position  to  standing 
posture.  If  possible,  the  more 
potent  drugs  like  guanethidine 
should  be  avoided,  and  milder 
drugs  such  as  the  oral  di- 
uretics, reserpine  and  hydrala- 
zine, should  be  relied  upon  to 
bring  blood  pressure  down  to  a 
desirable  level.  In  some  pa- 
tients, small  doses  of  such  mild 
agents  as  thiazide  diuretics  and 
reserpine  may  cause  postural 
drop  in  blood  pressure  sufficient 
to  cause  syncope.  Again,  it  is 
helpful  to  get  blood  pressure 
readings  at  home,  at  various 
times  of  day,  and  in  the  supine 
and  standing  positions,  as  a 
guide  in  management. 

I have  seen  two  brain -dam- 
aged patients  who  demonstrated 
a paradoxical  effect  of  posture 
on  blood  pressure  when  under 
treatment  with  guanethidine. 
They  showed  an  increase  of 
blood  pressure,  while  receiving 
guanethidine,  when  they  went 
from  supine  to  standing  position. 

Some  patients  who  have  pre- 
viously suffered  a cerebral  vas- 


cular accident,  or  myocardial  in- 
farction, may  ultimately  retmm 
to  extremely  high  levels  of  blood 
pressure.  It  is  important  to  treat 
them  wth  whatever  agents  are 
necessary  to  bring  the  blood 
pressure  under  control.  Some- 
times, however,  in  such  patients, 
one  must  compromise  and  ac- 
cept a less  than  ideal  degree  of 
control,  particularly  if  blood 
pressure  is  subject  to  wide  varia- 
tion with  time  of  day  and  with 
postural  change. 

malignant  hypertension 

The  term  malignant  hyperten- 
sion denotes  extremely  high 
levels  of  blood  pressure  with 
funduscopic  findings  that  in- 
clude marked  arteriolar  narrow- 
ing with  spasm,  hemorrhages 
and  papilledema.  The  disease 
may  be  associated  with  a severe 
headache.  Convulsions  or  transi- 
tory cerebral  phenomena  may 
occur.  Key  to  the  diagnosis  is 
retinal  examination  in  a patient 
whose  blood  pressure  has  risen 
markedly  above  his  usual  level. 

The  goal  of  treatment  is  to 
reduce  blood  pressure  quickly. 
Fortunately,  we  have  several 
drugs  available  that  are  effec- 
tive. Choice  of  drugs  and  route 
of  administration  depend  on  the 
urgency  of  the  situation. 

It  should  be  emphasized  that 
antihypertensive  drugs  must  be 
injected  slowly  when  given  in- 
travenously. A 20  ml  syringe 
should  be  used  for  manual  ad- 
ministration, and  blood  pressure 
should  be  checked  repeatedly  as 
the  injection  slowly  proceeds. 
W'hen  these  agents  are  given  by 
infusion  it  is  essential  to  have 
the  patient  monitored  carefully 
and  continuously,  and  to  have 
an  intravenous  setup  that  per- 
mits precise  control  of  the  rate 
of  infusion. 

Reserpine  given  intramuscu- 
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larly  in  a dose  of  2.5  mg  will 
usually  lower  blood  pressure 
significantly  in  about  90  min- 
utes. However,  it  may  some- 
times confuse  the  clinical  pic- 
ture because  it  may  increase 
somnolence. 

Hydralazine,  by  the  intra- 
muscular or  intravenous  route, 
may  be  very  eflFective  in  hyper- 
tensive crisis  in  toxemia  of  preg- 
nancy. It  is  not  as  reliable  in 
other,  acute,  hypertensive  states. 
It  may  be  given  intravenously  in 
a 20  mg  dose  in  20  ml  of  solu- 
tion-injected slowly— or  it  may 
be  administered  by  infusion 
with  50  to  100  mg  in  a liter  of 
5 percent  glucose.  Intramuscu- 
lar administration  may  be  re- 
peated to  maintain  blood  pres- 
sure at  a safe  level  until  oral 
medications  can  be  effective. 

Methyldopa  may  also  be  given 
by  infusion,  500  mg  per  liter.  It, 


too,  may  increase  drowsiness.  It, 
also,  has  the  advantage  that  the 
same  drug  may  be  continued 
orally  as  soon  as  the  patient’s 
condition  permits. 

Trimethaphan  camphorsulfo- 
nate,  a ganglion  blocking  drug, 
may  also  be  given  by  infusion 
with  1,000  mg  per  liter  of  solu- 
tion. It  has  the  disadvantage  of 
side  effects  of  both  sympathetic 
and  parasympathetic  blockade. 
Abdominal  distention  and  uri- 
nary retention  may  be  very 
troublesome. 

Sodium  nitroprusside  is  prob- 
ably the  most  reliable  of  all 
drugs  used  in  hypertension,  but 
it  is  not  readily  obtainable.  It 
must  be  made  up  in  fresh  solu- 
tion by  the  hospital  pharmacist 
and  sterilized  by  ultrafiltration. 
From  60  to  100  mg  may  be  dis- 
solved in  25  to  50  ml  of  dis- 
tilled water,  and  then  added  to 


a liter  of  normal  saline. 

Unless  some  contra-indication 
exists,  it  is  wise  to  give  a potent 
diuretic,  such  as  furosemide,  as 
a part  of  the  treatment  program. 
It  will  prevent  any  salt  and 
water  retention  that  might  be 
a side  effect  of  the  antihyper- 
tensive drugs  mentioned  above; 
it  may  potentiate  the  hypoten- 
sive effects  of  the  drugs,  and  it 
may  be  helpful  in  reducing  cere- 
bral edema,  if  present. 

Diazoxide,  a thiazide  deriva- 
tive, that  causes  a spectacular 
decrease  in  blood  pressure  when 
given  intravenously,  shows  great 
promise  in  clinical  trials.  It,  too, 
is  given  with  furosemide,  since 
it  causes  salt  and  water  retention 
when  given  alone.  It  will  be  an 
excellent  addition  when  it  be- 
comes generally  available. 

Department  of  Medicine 
University  of  Washington  (98105) 


Chemical  Nomenclature 


generic 

trade 

allopurinol 

Zyloprim 

chlorothiazide 

Diuril 

diazoxide 

Hyperstat 
(not  available) 

furosemide 

Lasix 

guanethidine 

Ismelin 

hydralazine 

Apresoline 

hydrochlorothiazide 

HydroDiuril 

Esidrix 

Oretic 

methyldopa 

Aldomet 

probenecid 

Benemid 

reserpine 

Crystoserpine, 
Raurine,  Rau-Sed, 
Reserpoid,  Sandril 
Serfin,  Serpasil. 
Serpiloid 

trimethaphan 
camphorsulfonate 
(trimethaphan  camsylate) 

Arfonad 
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Turban  Tumors 

Endothelioma  capitis 
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Dr.  Gallent,  Commander  in  the  Medical  Corps,  U.S.N.,  is  Chief  of 
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Spiegler's  tumor  | 

Epithelioma  of  scalp  I 


CHARACTERISTICS 
Familial— 30  percent 
More  common  in  female 
Common  on  scalp  and  face 
Rare  on  extremities 
Usually  multiple— may  coalesce 
Size  from  1/16"  to  2"  diameter 
Color— red/blue  - pink 
Rubbery  consistency 
Non  painful  unless  injured 
Marked  vascularity 
Slow  growth— tend  to  reciu: 

Benign— (malignant  extremely  rare) 

Main  problem  is  cosmetic  deformity 
Appear  in  young  adult  and  continue  to  grow 


Surgery 


ETIOLOGY— Dominantly  inherited  pre- 
disposition to  dysplasia.  Cell  of  origin 
disputed— sweat  or  sebacious  gland? 


Nevo-epithelioma-adenoides 

Sub-organoid  hamartoma 


Syphonoma 


Tomato  tumors 


Multiple  benign  basal  cell 


HISTORY 

First  described— Ancell  1842 
Over  100  cases  reported  since. 


Cylindroma 


I 


TREATMENT 
Usually  cosmetic 
X-ray  unsuccessful 
Electro  coagulation 
Local  excision 
Radical  scalp  removal 

PROBLEMS  IN  TREATMENT 

• Recurrence 

• Infection 

• Massive  bleeding 


j 

1 

I 


I 


Hydradenoma 
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Progress  Report  On  The  Methadone  Blockade 

Treatment  Of  Heroin  Addicts  In  Portland 

P.  H.  BLACHLY,  M.D.,  Portland,  Oregon 


Goal  of  mathadone  blockade  is  not  cure  of  addiction  but 
removal  of  the  drive  to  criminal  activity  that  is  part  of  addiction 
to  heroin  and  other  narcotics.  Methadone  does  not  produce  the 
bravura  associated  with  heroin  and  blocks  subsequent  doses  of 
heroin  from  producing  it.  In  the  Portland  program,  medication  is 
dispensed  daily  from  one,  authorized  pharmacy.  Almost  all  of 
the  patients  obtain  employment  within  two  months  after  starting 
the  program.  They  are  seen  at  weekly  intervals  until  stabilized, 
then  once  every  three  months.  Jail  patients  have  been  started 
before  release,  in  a small,  test  project,  and  have  responded  well. 
Currently  under  test  is  a methadone  analog  apparently  capable 
of  sustaining  blockade  for  72  to  96  hours. 


I started  a methadone  mainte- 
nance program  for  treatment 
of  narcotic  addicts  in  Portland 
in  April,  1969.  This  is  a brief 
review  of  where  I stand  and  the 
rationale  behind  it.  Treatment 
of  heroin  addicts,  and  those  ad- 
dicted to  other  opiates,  has  been 
a very  discouraging  thing  in  the 
past.  Relapse  rates  have  been 
as  good  as  only  70  percent  to 
as  bad  as  99  percent  in  addicts 
treated  at  the  Public  Health 
Service  Hospitals  at  Lexington, 
Kentucky  and  Fort  Worth, 
Texas. And  it  is  no  better  in 
state  hospitals.’ 

The  reason  methadone  works 
is  that,  unlike  heroin,  which  has 
a duration  of  action  of  perhaps 
three  to  five  hours,  methadone 
is  able  to  suppress  abstinence 
symptoms  for  18  to  36  hours. 


Dole  and  Nyswander  reasoned 
that  methadone  would  be  able 
to  suppress  abstinence  symp- 
toms in  hard  core  addicts  for 
an  entire  day,  eliminating  their 
need  for  heroin,  and  blocking 
its  euphorigenic  action.  In  a 
series  of  studies  dating  from 
1963,  they  have  shown  that  this 
is,  in  fact  the  case.*  ’ Their  re- 
ports indicate  they  got  about  60 
percent  of  hard  core  addicts 
back  into  employment.  Another 
20  percent  or  so  stopped  anti- 
social behavior,  although  they 
were  not  regularly  employed. 
A committee  independent  of 
Dole’s  group  studied  their  work 
and  confirmed  its  validity." 

Methadone  treatment  is  a 
medical  approach,  based  on  the 
philosophy  that  it  is  not  the 
addiction  that  is  so  much  the 


problem.  The  real  problem  is 
that  the  use  of  heroin  or  other 
opiate  seems  to  induce,  in  some 
people,  a metabolic  abnormality 
of  such  behavioral  strength  that 
the  person  will  engage  in  any 
degree  of  criminal  activity  to 
satisfy  his  drug  craving.  And 
there  is  good  medical  evidence 
that  pure  opiates  can  be  taken 
for  a lifetime  without  causing 
anatomic  disease. 

attack  an  effects,  not  on  addiction 
Incarceration  and  psychother- 
apy have  notably  failed  to  cure 
addiction.  It  makes  sense,  then, 
to  adopt  an  alternative  that  per- 
mits addiction  to  continue  while 
removing  its  social  and  physical 
evils.  This  attempt  to  reduce 
consequences  while  permitting 
an  activity  to  continue  may  be 


Presented  at  Annual  Meeting  of  Oregon  Medical  Association,  September  25,  1969. 
Dr.  Blachly  is  Professor  of  Psychiatry.  University  of  Oregon  Medical  School. 
Portland,  Oregon. 

The  methadone  program  is  operated  under  the  Alcohol  and  Drug  Section  of 
the  Mental  Health  Division  of  the  Oregon  State  Department  of  Health.  Three 
other  physicians  and  many  concerned  individuals  have  made  important  con- 
tributions to  the  program. 
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likened  to  promotion  of  filters 
for  cigarettes  or  use  of  seat  belts 
in  automobiles.  Using  the  Dole 
and  Nyswander  findings,  the 
heroin  addict  can  be  compared 
to  a person  making  a trip  in  an 
automobile  with  a one-gallon 
gasoline  tank,  using  fuel  that 
costs  a dollar  per  gallon.  In 
contrast,  the  methadone  addict 
would  be  in  an  automobile  with 
a twenty-gallon  tank,  using  fuel 
he  can  buy  for  thirty  cents  a 
gallon.  The  trip  may  not  be 
necessary  but  that  argument  has 
seldom  convinced  addicts. 

Methadone,  then,  eliminates 
the  emotional  lability  inherent 
in  the  short  pharmacologic 
action  of  heroin  and  provides  a 
degree  of  emotional  stability 
compatible  with  social  produc- 
tivity. Further,  if  the  addict  takes 
an  additional  shot  of  heroin 
after  methadone,  he  doesn’t  get 
a kick  out  of  it.  He  gets  no  high. 
In  effect,  he  has  wasted  his 
money.  This  gives  rise  to  the 
term,  blockade.  Methadone 
physiologically  blocks  the  eu- 
phoric effect  of  heroin.  When 
this  is  blocked  sufficiently 
enough,  when  he  has  shot  up 
enough  heroin  to  find  out  that 
he  cannot  do  anything  with  it, 
he  will  quit  wasting  his  money, 
at  least  in  that  direction. 

The  ability  of  methadone  to 
block  the  effect  of  heroin  and 
morphine  (or,  in  the  Portland 
area,  oxymorphone)  is  dose  re- 
lated. To  get  complete  blockade 
requires  a dosage  of  about  100 
mg  of  methadone  in  24  hours 
for  addicts.  Tolerance  is  de- 
veloped fairly  rapidly.  It  is  pos- 
sible to  build  most  persons  up  to 
the  blockade  level  of  about  100 
mg  in  two  to  six  weeks. 

preliminary  clearances 

On  the  basis  of  reports  by 
Dole  and  his  group  I began  a 


methadone  program  in  Portland. 
Oregon’s  problem  with  narcotics 
is  small  when  compared  with 
that  of  most  states,  although  it 
has  grown  a bit.  I personally, 
have  been  disenchanted  with  the 
usual  methods  of  treating  ad- 
dicts. This  was  the  first  pro- 
gram that  has  made  any  sense  to 
me  in  terms  of  objective  meas- 
ures of  success.  Therefore,  I in- 
stituted a program  to  make  this 
method  available  in  Portland. 
First  steps  were  to  reach  under- 
standing with  the  U.  S.  Bureau 
of  Narcotics  and  to  file  a New 
Drug  Application  with  the  Food 
and  Drug  Administration.  The 
latter  was  required  because  use 
of  methadone  to  control  effects 
of  addiction  is  considered  new 
use  of  a drug  approved  for  other 
purpose. 

Several  months  before  insti- 
tuting the  program,  I sent  a 
copy  of  the  experimental  pro- 
posal to  the  Oregon  Board  of 
Medical  Examiners  and  the  Ore- 
gon Board  of  Pharmacy,  as  well 
as  to  the  FDA.  The  courts  were 
particularly  interested  in  this 
approach,  as  were  some  of  the 
legislators,  for  they  had  to  deal 
with  the  inadequacies  of  incar- 
ceration and  probation  daily. 
Simultaneously,  I attempted  to 
revise  existing  legislation  to  en- 
able a physician  to  maintain  an 
addiction  or  initiate  an  addiction 
without  committing  a crime.  We 
must  continue  to  remind  persons 
that  the  methadone  treatment  is 
the  substitution  of  a less  dan- 
gerous addiction  for  a more 
dangerous  one. 

With  the  support  of  the  Ore- 
gon Medical  Association,  House 
Bill  1691  was  passed.  It  permits 
a physician  to  maintain  an  ad- 
diction to  opiates  with  the  use 
of  synthetic  narcotics  under  a 
program  approved  by  the  Men- 
tal Health  Division  of  the  Ore- 


gon State  Board  of  Health. 

patients  soon  employed 

I felt  it  unwise  to  have  every 
physician  prescribing  metha- 
done. After  all  this  preliminary 
work  I started  the  first  patients 
in  April,  1969,  and  have  been 
adding  them  at  a rate  of  about 
two  to  six  per  week.  It  has  been 
averaging  at  about  four  per 
week  so  that  at  this  date  I have 
about  75  addicts  on  the  program 
of  which  about  a quarter  are 
females.  The  age  range  is  from 
21  to  83  and  most  of  them  be- 
come legitimately  employed 
within  about  two  months  after 
they  are  on  the  program. 

Because  of  the  report  by  Dole 
on  the  benefits  of  starting  recidi- 
vistic  addicts  while  they  are  still 
in  jail  so  that  they  don’t  hit  the 
streets  looking  for  drugs,®  I did 
a little  experiment  at  Multno- 
mah County  Jail  and  started 
treatment  on  four  addicts  there 
one  week  before  they  were  dis- 
charged. All  of  these  addicts 
are  now  stabilized,  employed, 
and  paying  taxes.  Two  addicts 
on  work-release  programs  are  on 
the  drug.  They  go  to  jail  every 
night  and  weekends  and  go  to 
work  during  the  day  until  their 
term  expires  when  they  will  be 
out  and  continue  on  the  pro- 
gram. 

I should  like  to  point  out  that 
no  attempt  is  made  to  withdraw 
the  patients  unless  they  so  de- 
sire. I look  at  this  as  a self- 
induced  metabolic  disease  that 
has  one  thing  in  common  with 
diabetes.  The  goal  of  treatment 
is  control,  not  cure.  Some  peo- 
ple have  asked  to  have  their 
dosages  cut  down  and  I am  do- 
ing this.  Whether  they  will  be 
able  to  abstain  completely  I do 
not  know.  Only  time  will  tell. 
Some  who  have  asked  to  be  re- 
duced get  down  to  a dosage  at 
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Mathaden* 


CH3CH2 


Acatylmathodol 


Fig.  1.  Molecular  structure  of  methadone  and  acetylmethadol. 


which  they  are  not  satisfied. 
Then  they  want  the  dosage  in- 
creased or  stabilized  again. 

Unlike  morphine,  apparently 
tolerance  to  or  a desire  for 
methadone  plateaus  out.  The 
stabilization  dose  is  as  varied  as 
the  dose  of  insulin  for  a diabetic. 
One  of  the  patients  is  stabilized 
on  10  mg  per  24  hours  and  an- 
other on  250  mg  per  24  hours. 
The  mean  dose  is  around  113 
mg  per  24  hours,  a dose  that 
would  probably  kill  you  or  me 
if  we  were  to  take  it  cold.  Since 
the  dose  varies  widely,  I do  not 


tell  the  addict  what  dose  he  is 
on  to  avoid  competition  between 
them.  I have  a waiting  list  now 
of  about  25  people. 

I estimate  there  to  be  150  to 
300  addicts  in  the  State  who 
would  be  interested  in  the  pro- 
gram. It  is  too  early  to  say  how 
accurate  this  figure  may  be.  I 
am  trying  to  avoid  attracting 
addicts  from  other  states.  In- 
deed, I already  have  had  re- 
quests from  addicts  in  Wash- 
ington. Fortunately,  California 
is  now  looking  into  the  develop- 
ment of  methadone  programs. 


I give  these  patients  no  formal 
psychotherapy.  Those  desiring 
such,  or  other  forms  of  counsel- 
ing, are  referred  to  existing 
agencies.  The  majority  have  had 
extensive  “therapy”  elsewhere. 
This  program  has  no  conflict 
with  Synanon  or  similar  groups 
treating  addicts  and  I feel  absti- 
nence is  optimal  for  those  who 
can  function  in  that  condition. 

role  of  privafe  physicians 

I have  frequent  questions 
about  what  a private  physician 
should  do  when  a narcotic  ad- 
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diet  comes  knocking  at  the  door. 
The  private  physician  is  caught 
in  a bind  in  that  if  he  refuses 
drugs,  he  can  be  reasonably 
certain  that  the  addict  can  get 
them  in  other  ways,  illegally,  if 
not  legally.  If  he  refuses,  he 
knows  the  addict  will  be  en- 
gaging in  crime  or  making  an 
attempt  to  get  the  drug  from 
some  other  doctor.  If  he  gives 
the  drug,  he  will  draw  other 
addicts  to  him  like  flies.  He  is 
“damned  if  he  does  and  damned 
if  he  doesn’t.”  I have  suggested 
as  an  alternative  that  when  these 
cases  occur  the  physician  should 
not  provide  the  addict  with 
methadone  until  he  is  certain 
that  the  addict  has  applied  for 
this  established  program.  He 
can  do  that  by  simply  calling 
to  find  out  whether  I have  re- 
ceived a completed  application 
from  the  addict  and  whether  he 
is  on  the  waiting  list.  If  he  is 
on  the  waiting  list,  it  is  legiti- 
mate for  the  physician  to  main- 
tain the  person  on  a small  fixed 
dose  of  methadone  sufficient  to 
prevent  serious  withdrawal  ef- 
fects until  he  is  accepted  into 
the  program.  I suggest  a fixed 
dose  of  40  mg  per  day  which, 
although  not  entirely  satisfac- 
tory to  most  addicts,  will  pre- 
vent intolerable  abstinence 
symptoms.  It  is  unwise  to  pro- 
vide an  addict  with  a prescrip- 
tion or  with  the  drug  for  self- 
administration and  I have  been 
telling  physicians  to  send  ad- 
dicts to  the  drug  store  where 
the  program  patients  go  now. 

The  addict  has  to  go  to  the 
drug  store  every  day  of  the  week 
and  consume  the  drug  on  the 
premises.  This  is  important  be- 
cause otherwise  there  tends  to 
be  a diversion  of  the  drug  into 
illicit  markets.  A few  of  these 
people  will  save  it  or  take  over- 
doses if  they  can.  Others  will 


give  it  to  their  relatives,  friends, 
or  sell  it.  This  seems  to  be 
working  out  pretty  well  so  far. 
Having  just  one  drug  store 
authorized  enables  me  to  keep 
careful  control  over  what  is  go- 
ing on  there,  for  the  addict  can- 
not then  work  several  druggists 
and  physicians  simultaneously. 
For  one  person  who  got  a job 
in  another  city  I made  special 
arrangements  with  a drug  store 
in  that  city  after  the  Board  of 
Pharmacy  recommended  the 
store  as  dependable. 

On  Saturdays,  patients  are 
given  a small  bottle  of  the  medi- 
cine for  self-administration  since 
the  authorized  drug  store  is 
closed  on  Sundays.  One  person 
on  the  program  is  doing  a lot 
of  speaking  on  drug  addiction 
all  over  the  country.  He  has 
been  on  the  program  a long 
time  and  I do  give  him  medicine 
for  a few  days.  He  is  the  single 
exception  to  the  daily  dose  regu- 
lation. 

This  is  a simple  program.  I 
see  the  patients  once  a week, 
in  the  beginning,  to  stabilize 
them.  I change  the  medication 
once  a week  as  necessary.  It  is 
estimated,  that  when  stabilized, 
I will  see  these  patients  every 
three  months.  One  physician 
seeing  the  patient  every  three 
months  can  handle  possibly  300 
addicts  at  any  one  time  on  the 
basis  of  a half  day  per  week. 
Because  the  addict  pays  for  all 
of  his  medication,  five  dollars 
each  visit  for  the  urinalysis  (to 
check  abstinence  from  other 
drugs)  and  25  cents  each  visit 
for  examination,  it  is  a remark- 
ably inexpensive  program.  I 
estimate  that  it  is  possible  to 
treat  all  of  the  opiate  addicts 
in  Oregon  for  the  price  of  treat- 
ing four  addicts  in  the  State  of 
California  and  more  effectively. 
Urinalysis  is  done  each  visit 


under  the  supervision  of  Victor 
Marquardt,  M.D.,  in  the  Depart- 
ment of  Clinical  Pathology  at 
the  University  of  Oregon  Medi- 
cal School.  Early  experience, 
using  private  laboratories,  was 
unsatisfactory. 

This  is  not  a rational  program 
for  persons  addicted  to  drugs 
other  than  opiates.  It  is  not  for 
the  hippie,  the  alcoholic,  the 
speed  freak,  or  acid  head.  The 
few  failures  in  the  program 
have  been  with  individuals  si- 
multaneous using  drugs  of  the 
sedative-hypnotic  type,  such  as 
barbiturates  and  minor  tran- 
quilizers. Persons  simultaneously 
addicted  to  opiates  and  the  lat- 
ter should  first  be  withdrawn 
from  sedatives  in  a controlled, 
drug-free  setting. 

longer  blockade  possible 

The  newest  development  is 
the  successful  testing  of  a long- 
acting  methadone  which  came 
about  by  a curious  chain  of 
events.’  When  I was  thinking 
about  setting  up  the  methadone 
program,  one  of  the  objections 
was  that  the  duration  of  action 
of  methadone  is  only  one  day. 
If  there  were  a longer  acting 
drug,  it  would  improve  the  effi- 
ciency of  the  program.  I was 
looking  for  a depot  preparation, 
perhaps  something  in  oil,  that 
would  last  for  a few  days  or  a 
week.  I called  Harris  Isbell  at 
Lexington,  Kentucky,  who  has 
done  an  incredible  amount  of 
research  on  narcotics.  He  men- 
tioned that  in  the  early  1950’s 
he  had  tested  a drug  that  was 
called  by  the  addicts  “slow 
dope.”  It  was  dl-alpha-acetyl- 
methadol,  a synthetic  cogener  of 
methadone.  He  was  interested 
in  analgesia  for  which  slow 
dope’s  duration  of  action  was 
about  the  same  as  for  morphine, 
but  found  that  it  would  prevent 
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abstinence  symptoms  for  72  to 
96  hours.  He  didn’t  have  any 
of  the  drug. 

But  I was  chatting  at  coflFee 
one  day  with  Norman  David  of 
the  Department  of  Pharmacol- 
ogy at  University  of  Oregon 
Medical  School  and  it  just  so 
happened  that  he  did  some  clini- 
cal testing  of  this  drug  in  1956 
and  still  had  some  around. 
There  were  no  other  supplies 
available  in  the  world,  to  my 
knowledge.  Using  Dr.  David’s 
contribution,  I worked  out  a 
program.  I supplied  some  of  it 
to  the  existing  methadone  pro- 
gram in  Chicago  directed  by 
Jerome  JaflFe.  Results  of  his 
study  confirmed  those  of  Isabell 
in  1951.  Indeed,  it  does  work 
for  72  to  96  hours  and  1 am  now 
in  the  process  of  trying  to  de- 
velop a similar  program  here. 

The  big  problem  is  getting  an 
adequate  supply  of  the  drug. 


Merck  and  Co.  manufactured 
the  original  material  but  Merck 
is  a little  reluctant  to  make  it 
because  it  would  cost  perhaps 
a million  dollars  in  pre-drug 
testing  by  Food  and  Drug  Ad- 
ministration requirements  now 
existing.  When  this  drug  origi- 
nally came  out,  although  there 
was  considerable  animal  work 
and  it  has  been  used  on  over 
300  patients,  they  did  not  have 
to  have  all  of  this  expensive  pre- 
liminary work.  I have  calcu- 
lated that  the  domestic  market 
alone  would  provide  a gross  of 
$3,000,000  a year,  so  a drug 
manufacturer  should  be  able  to 
profit  on  it  in  the  long  run. 

Figure  1 compares  the  struc- 
ture of  methadone  with  dl 
alpha -acetylmethadol.  Metha- 
done is  a fairly  simple  drug.  It 
doesn’t  look  like  morphine  at 
all.  There  are  many  different 
isomers.  The  levo  form  is  many 


times  more  powerful  than  the 
dextro  form  and  lasts  72  to  96 
hours,  whereas  the  dextro  form 
lasts  only  about  as  long  as  ordi- 
nanry  methadone. 

In  terms  of  social  rehabilita- 
tion and  decrease  in  criminality, 
it  appears  that  this  program  is 
as  successful  as  those  elsewhere. 
The  demonstration  of  the  effec- 
tiveness of  longer-acting  analogs 
of  methadone  should  rekindle 
dormant  interest  in  the  possi- 
bility of  finding  even  better 
technological  solutions  to  the 
ve.xing  problem  of  opiate  ad- 
diction. 

Park  Road  (97201) 
3181  S.W.  Sam  Jackson 


Chemical  Nomenclature 
Generic  Trade 

methadone  Dolophine 

oxymorphone  Numorphan 
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Wine  in  the  Prevention  and  Treatment  of 
Cardiovascular  Disease 

SALVATORE  P.  LUCIA,  M.D.,  San  Francisco,  California 

Investigators  in  many  countries  have  shown  that  wine  has 
beneficial  properties  not  attributable  to  its  content  of  alcohol.  Some 
of  the  active  substances  have  been  isolated  and  their  effectiveness 
established.  Aliphatic  aldehydes  have  been  identified  as  active  and 
the  short  chain  aldehydes  have  a pressor  effect,  similar  to  that  of 
norepinephrine.  Longer  chain  aldehydes  have  depressor  effects. 
Incidence  of  coronary  thrombosis  is  usually  low  in  European  coun- 
tries where  wine  is  used  regularly  with  meals. 


Numerous  are  the  articles 
that  describe  and  prescribe 
the  use  of  whiskey,  brandy,  and 
other  alcoholic  beverages  to  im- 
prove blood  flow  and  allay  the 
pain  and  anxiety  associated  with 
cardiovascular  disease.  But  very 
few  physicians  have  sought  to 
diflFerentiate  the  eflEects  of  wine 
and  brandy  upon  the  cardio- 
vascular system  from  those  of 
other  alcoholic  beverages,  or 
even  from  pure  ethyl  alcohol. 
Apparently,  it  has  been  assumed 
that  diflFerent  alcoholic  bever- 
ages produce  similar  and  pre- 
dictable physiologic  effects  and 
vary  only  in  their  percentage 
content  of  alcohol. 

Until  recently,  the  only  evi- 
dence for  the  value  of  wine  in 
medicine  was  empirical.  Ac- 
cepted thus— in  good  spirit,  we 
might  say— it  has  received  the  ac- 
colades of  centuries.  The  Greek 
surgeon,  Dioscorides,  (first  cen- 
tury A.  D.)  wrote  a compendium 
of  medicinal  wines,  De  Universa 
Medicina,  which  influenced  phy- 
sicians and  pharmacists  for  over 
sixteen  eenturies.  Dioscorides 
advised  the  use  of  wine  for 
countless  ailments,  not  just  any- 
thing handy,  but  always  speci- 


fying a particular  type  of  wine 
for  a particular  disease.  As  a 
heart  stimulant  he  recommended 
melikraton,  a honeyed  wine, 
saying:  “We  use  that  which  is 
boiled  for  such  as  have  feeble 
pulses. . . 

Twelve  centuries  later,  Amald 
of  Villanova  in  his  Liber  de  vinis 
established  the  use  of  wine  as 
a whole  system  of  therapy.  He 
valued  wines  over  drugs,  and 
emphasized  that  “the  modest 
and  wise  physician  will  never 
hasten  to  drugs  unless  compelled 
by  necessity.”^  Of  raisin  wine 
he  said:  “It  is  good  for  short 
breath  and  for  the  cardiac  dis- 
ease.”‘ 

wine  today 

Today,  the  empirical  use  of 
wine  and  its  distillate,  brandy, 
in  the  control  and  treatment  of 
illnesses  of  the  heart  and  blood 
vessels  is  being  supported  by 
modem  laboratory  and  clinical 
studies.  These  studies  have 
shown  that  the  beneficial  action 
of  wine  is  attributable,  not 
solely  to  its  content  of  alcohol, 
but  also  and  more  particularly 
to  its  powerful  medicinal  non- 
alcoholic components. 

Much  is  yet  to  be  learned 


about  these  nutritive  and  pro- 
tective components  of  wine.  In 
emphasis  of  this  fact  may  be 
mentioned  an  experiment  con- 
ducted in  1952  by  Flanzy  and 
Causeret  in  France.  They  gave 
three  groups  of  young  rats  high, 
but  not  acutely  intoxicating, 
doses  of  ethanol,  of  red  wine, 
and  of  brandy  distilled  from  the 
same  wine,  administering  all  of 
the  beverages  at  12.5  percent  al- 
coholic concentration.  A fourth, 
or  control  group,  received  no 
alcohol.  After  two  months  when 
the  rats  were  killed,  it  was  evi- 
dent that  only  the  animals  that 
had  received  wine  were  similar 
in  growth  and  organ  composi- 
tion to  the  control  rats  that  had 
received  no  alcohol.^ 

ethanol  not  the  active  factor 
During  World  War  I,  the  Rus- 
sian research  worker,  Koutate- 
ladze,  conducted  a series  of  ex- 
periments to  determine  whether 
wine  deserved  its  ancient  repu- 
tation as  a cardiac  restorative 
and  vasodilator,  and  further- 
more, whether  wine  might  have 
an  action  different  from  that  of 
its  alcohol.  Using  a white  table 
wine,  diluted  to  O.I  percent  aleo- 
holic  strength,  on  the  isolated 
heart  of  a cat,  he  compared  its 
effect  with  that  of  an  equivalent 
solution  of  ethanol.  The  ethanol 
at  first  depressed  the  action  of 


Presented  at  the  77th  Annual  Meeting  of  the  Idaho  Medical  Association,  Sun 
Valley,  Idaho,  July  5,  1969. 

Dr.  Lucia  is  Professor  Emeritus  of  Preventive  Medicine,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco. 


177 

Northwest  Medicine,  March,  1970 


the  heart,  while  the  wine  pro- 
duced stimulation.  At  a later 
stage,  when  the  stimulating  ef- 
fect of  the  ethanol  became  ap- 
parent, the  wine  produced  an 
even  greater  activity.  He  then 
began  to  search  among  the  com- 
p>onents  of  wine  for  the  respon- 
sible substance.  By  distilling  off 
the  wine,  he  eventually  obtained 
a brownish  residue,  soluble  in 
both  absolute  alcohol  and  water 
—a  product  of  fermentation, 
since  it  was  not  found  in  the 
original  grape  juice.  In  dilutions 
of  1:500,000,  this  substance, 
without  alcohol,  increased  the 
coronary  blood  flow  and  dou- 
bled the  output  of  the  heart. 
Koutateladze  classifled  the  sub- 
stance chemically  as  an  amine, 
and  compared  its  initial  action 
to  that  of  digitalin.  When  he 
published  his  work  in  1919,  at 
the  height  of  the  Revolution,  it 
escaped  the  notice  of  most  Euro- 
pean and  American  investiga- 
tors.® 

Nearly  forty  years  later,  find- 
ings by  pharmacologists  in  Fin- 
land and  California  confirmed 
Koutateladze’s  discovery  that 
non-alcoholic  substances  ob- 
tained from  wines  produce 
markedly  stimulating  cardio- 
vascular effects.  At  the  Univer- 
sity of  Helsinki,  Vartiainen,  et  al 
reported  that  an  aged  grape 
brandy  with  rich  aroma  and 
flavor  increased  coronary  blood 
flow  in  the  isolated  rabbit  heart 
by  10  to  25  percent,  the  heart 
rate  remaining  constant,  where- 
as ethanol  had  only  a very  slight 
effect.*  At  the  University  of 
California,  Romano,  Meyers, 
and  Anderson  tested  dogs,  cats, 
and  isolated  tissues  with  ali- 
phatic aldehydes  and  other  com- 
pounds isolated  from  Zinfandel 
wine. 

The  lower  aldehydes  (acetal- 
dehyde through  hexanal)  all  ex- 


hibited a pressor  effect.  The 
volatile  component  propionalde- 
hyde  (propanal),  in  particular, 
had  a pronounced  stimulating 
effect  on  blood  pressure  and  in 
other  respects  showed  itself  to 
be  pharmacologically  similar  to 
the  body’s  own  pressure-main- 
taining substance— arterenol.  The 
duration  of  the  blood  pressure 
rise  after  rapid  intravenous  in- 
jection was  about  the  same  as 
that  obtained  after  epinephrine 
and  arterenol.  However,  it  was 
also  demonstrated  that  the  same 
compounds  given  in  larger  doses 
or  over  a longer  period  of  time 
exhibited  depressor  effects,  as 
did  the  higher  aliphatic,  aro- 
matic, and  arylaliphatic  alde- 
hydes. Between  hexanal  and 
heptanal  there  was  an  abrupt 
change  from  a hypertensive  to 
a purely  hypotensive  effect.  The 
injection  of  heptanal  produced 
an  immediate,  rapid  fall  in  blood 
pressure,  with  partial  recovery 
occurring  in  less  than  one  min- 
ute. Recovery  to  the  control 
blood  pressure  levels  required 
from  10  to  15  minutes.® 

Current  in  vitro  studies  on 
excised  turtle  hearts  by  Powers 
at  the  University  of  Georgia 
show  that  the  pigmentary  sub- 
stance malvidin-3-mono-gluco- 
side  extracted  from  red  Cabernet 
wine  has  a regulatory  effect  on 
heart  action.  The  rate  of  beating 
of  the  isolated  heart  of  the  turtle 
became  decreased  upon  being 
infused  with  the  pigment-saline 
solution  within  a few  minutes  of 
administration,  while  its  ampli- 
tude remained  constant.® 

peripheral  vasodilation 

Johnson  and  co-workers,  when 
testing  the  effects  of  100  ml  of 
burgundy,  port,  and  60  ml  of 
brandy  on  the  myocardial  blood 
flow  and  cardiac  output  of  an- 
ginal patients  reported  that 


“some  of  the  myocardial  blood 
flow  determinations  after  the  in- 
gestion of  wine  were  less  than 
values  obtained  during  the  eon- 
trol  period.  However,  all  of  the 
patients  showed  an  increased 
myocardial  blood  flow  at  least 
four  (separate)  times  after  the 
ingestion  of  brandy  and  wine, 
the  burgundy  wine  acting  more 
effectively  than  the  brandy.  The 
variability  in  onset  of  action  and 
the  tendency  to  decrease  myo- 
cardial blood  flow  suggest  that 
alcohol,  as  contained  in  these 
beverages,  does  not  produce  a 
constant  effect  on  coronary  cir- 
culation.” When  the  subjects  re- 
ceived larger  (200  ml)  doses  of 
I>ort  and  burgundy  wine,  the 
mean  myocardial  blood  flow 
value  after  burgundy  showed  a 
decrease  of  nearly  50  percent 
from  the  control,  “which  sug- 
gests marked  peripheral  vaso- 
dilation.”’ 

This  observation  clearly  cor- 
roborates the  acknowledged 
vasodilator  effects  of  certain  al- 
coholic beverages,  especially 
when  used  in  the  treatment  of 
vascular  disorders  of  the  extrem- 
ities. Ritchie  states  that  “alcohol 
in  moderates  doses  causes  vaso- 
dilation, especially  of  the  cutane- 
ous vessels,  and  produces  a 
warm  and  flushed  skin.®  In  the 
treatment  of  thrombo-angiitis 
obliterans,  where  the  peripheral 
circulation  is  impaired— causing 
pain,  cramps,  and  coldness  in 
the  legs  and  feet— Kramer  pre- 
scribes one-half  to  one  ounce  of 
whisky  taken  once  or  twice 
daily.®  Samuels  suggests  for  the 
same  condition  a dose  of  “whisky 
or  wine  of  high  alcohol  content 
...  For  the  average  patient,  two 
ounces  of  whisky  . . . three  times 
a day  is  a good  prescription.”*® 
Wilkins  states  that  when  pro- 
longed vasodilation  is  required, 
the  effects  of  amyl  nitrate,  nitro- 
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glycerine,  and  acetylcholine  are 
likely  to  be  too  evanescent.  He 
thus  recommends  the  ingestion 
of  beverage  alcohol  in  amounts 
of  0.5  ml  per  kilogram  of  body 
weight  (equivalent  in  a 165 
pound  man  to  about  10  ounces 
of  a 12  percent  table  wine),  a 
dose  large  enough  to  induce 
peripheral  vasodilation  lasting 
approximately  four  hours. “ 
Wright  emphasizes  that  there  is 
widespread  agreement  regarding 
the  use  of  spirituous  beverages 
in  the  treatment  of  “organic  oc- 
clusive peripheral  vascular  dis- 
eases, among  the  most  important 
of  which  is  arteriosclerosis.” 
With  impending  gangrene,  he 
recommends  that  enough  spiri- 
tuous beverages  be  given  to 
maintain  maximal  dilation  of 
peripheral  vessels. “ Cook  and 
Brown  note  that  alcoholic  bev- 
erages are  more  effective  than 
opium  derivatives  against  the 
severe  pain  of  thrombo-angiitis 
obliterans  and  arteriosclerotic 
vascular  diseases  and  that  such 
treatment  often  obviates  or  de- 
lays the  need  for  emergency 
amputations.” 

incipient  and  progressive  stroke 
Sapirstein  discusses  the  use  of 
wine  and  alcohol  in  the  treat- 
ment of  incipient  and  progres- 
sive strokes  in  man.  He  admin- 
istered 5 ml  of  20  percent 
ethanol  (a  relatively  high  dose) 
to  rats  intraperitoneally,  render- 
ing them  stuporous  for  about  one 
hour.  During  this  period,  using 
a measuring  technique  of  his 
own  invention,  Sapirstein  found 
that  the  cerebral  blood  flow  had 
nearly  doubled,  and  that  there 
was  little  evidence  of  respiratory 
depression.  He  concluded  that 
wine  and  alcohol,  by  decreasing 
the  cerebral  utilization  of  oxy- 
gen and  increasing  the  cerebral 
blood  flow,  “meet  both  the  re- 
quirements of  an  ideal  agent  for 


the  treatment  of  cerebrovascular 
insufficiency.’' 

deterrent  to  coronary  thrombosis 
Evidence  has  been  accumu- 
lated by  Master,  et  al  that  bever- 
age alcohol  has  a definite  deter- 
rent or  protective  action  against 
the  development  of  athero- 
sclerosis and  coronary  throm- 
bosis. In  a study  of  282  men  and 
92  women  patients  suffering 
from  coronary  thrombosis,  more 
than  50  percent  of  the  men  and 
95  percent  of  the  women  were 
non-drinkers.  Only  4 percent  of 
these  men  were  heavy  drinkers, 
and  11  percent  drank  moderate- 
ly.” Sullivan  and  Hatch,  in  a 
study  of  97  male  alcoholic  pa- 
tients, 35  years  of  age  or  older, 
reported  that  only  three  gave 
a past  history  of  coronary  artery 
disease,  and  only  one  was  known 
to  have  had  hypertension.” 
Nussbaum,  who  studied  the  in- 
cidence of  coronary  disease  in 
Europe,  reported  that  the  rate 
of  coronary  disease  is  signifi- 
cantly lower  in  those  European 
countries  where  wine  is  used 
routinely  with  meals  than  it 
is  in  lands  where  wine-drink- 
ing is  infrequent.”  A seven-year 
study  by  Stout  and  co-workers 
revealed  the  fact  that  in  the 
Italian-American  community  of 
Roseto,  Pennsylvania,  “a  gener- 
ous consumption  of  calories,  fat, 
and  wine  were  actually  associ- 
ated with  a strikingly-low  death 
rate  from  myocardial  infarction.” 
The  low  death  rate  was  less  than 
half  that  of  the  surrounding 
communities  and  was  especially 
noticeable  among  the  men. 
There  were  no  recorded  deaths 
of  either  sex  under  the  age  of  47 
or  between  the  ages  of  55  and 
64  from  myocardial  infarction 
during  the  entire  study.” 

cholesterol  is  lowered 

An  investigation  of  the  liter- 
ature on  this  topic  demonstrated 


substantial  evidence  of  both 
phenomena,  namely,  regulatory 
and  tranquilizing  action  on  the 
heart,  and  salutory  lowering  of 
the  blood  cholesterol  level  by 
wine.  Leary,  in  comparing  the 
relatively  low  incidence  of  gall- 
stones in  alcoholic  patients  with 
the  much  higher  incidence  in 
diabetics,  suggested  that  bever- 
age alcohol  might  in  some  way 
prevent  the  precipitation  and  de- 
position of  cholesterol,  thus  pro- 
tecting against  the  development 
of  atherosclerosis— an  observa- 
tion often  corroborated  clinically 
and  experimentally.”  Grande, 
et  al  reported  that  in  man  the 
ingestion  of  whisky  resulted  in 
but  slight  increases  in  serum 
cholesterol  concentration,  where- 
as in  the  dog,  the  administration 
of  ethanol  produced  very  mark- 
ed increases  in  serum  choles- 
terol concentration  where  as  in 
the  dog,  the  administration  of 
ethanol  produced  very  marked 
increases  in  serum  cholesterol.-" 
The  experiments  of  Morgan  and 
her  co-workers  have  demon- 
strated that  wine,  on  the  other 
hand,  can  and  does  provide  pro- 
tection against  damage  from 
excessive  amounts  of  exogenous 
cholesterol.  Rats  and  hamsters 
were  fed  normal  and  cholesterol- 
rich  diets  with  (a)  water,  (b)  a 
15  percent  ethanol  solution,  and 
(c)  dry  red  and  white  wines  of 
15  percent  alcoholic  content. 
Using  the  water-fed  and  the 
alcohol-fed  groups  as  controls, 
the  wine-fed  animals  were  found 
to  have  significantly  lower  liver 
fat  levels  and  as  much  as  50 
percent  lower  cholesterol  levels 
in  the  blood,  the  liver,  and  the 
adrenals."’ 

Campbell  Moses  showed  that 
certain  plant  polyphenols  lower 
the  formation  of  blood  cholester- 
ol in  animals,""  and  Tayeau,  et  al 
demonstrated  that  leucocyanidol 
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—one  of  the  pigments  identified 
in  wines— precipitates  lipo- 
proteins in  the  blood  serum  of 
the  horse  and  man.-“  Masquelier 
subsequently  reported  that  com- 
plex polyhydrox\'  phenols  in  red 
wines— such  as  isoquercitroside, 
leucocyanidol,  and  epicatechol 
—are  also  capable  of  reducing 
the  cholesterol  level  in  animals. 

anxiety  relieved 

Earlier  we  touched  upon  the 
ability  of  alcoholic  beverages  to 
prevent  anginal  pain  in  subjects 
suffering  from  coronary  artery 
disease.  It  will  be  remembered 
that  as  early  as  1772  Heberden 
advocated  wine  and  spirituous 
cordials  for  the  relief  of  pain  in 
angina  pectoris. Russek  and  co- 
workers compared  alcohol  favor- 
ably w'ith  glyceryl  trinitrate  in 
reducing  cardiac  pain,  but  at- 
tributed its  action  to  the  sedative 
effect,  and  to  its  ability  to  in- 
crease the  threshold  for  pain 
while  promoting  a sense  of  well- 
being.-® Luongo  also  pointed  out 
that  “alcohol  in  moderation  may 
relieve  anxiety  through  cerebral 
action,”  an  anxiety  which  “fre- 
quently contributes  to  the  onset 
of  heart  pain.””  Stearns,  et  al 
concluded  that  although  whisky 
does  not  lessen  the  duration  of 
an  attack  of  angina  pectoris  or 
increase  the  anginal  patient’s 
capacity  for  work,  it  does  pro- 
duce “a  certain  type  of  sub- 
jective comfort.”^® 

The  ability  of  beverage  alco- 
hol to  reduce  emotional  tension 
is  certainly  beyond  dispute.  In 
1957,  research  workers  at  Yale 
obtained  measured  proof  of  the 
gentle  and  sustained  tranquiliz- 
ing  effects  of  wine,  in  contrast  to 
the  abrupt  and  brief  effects  of 
ethanol.  Experiments  were  con- 
ducted with  human  subjects 
whose  skin  conductance  levels 
were  recorded  through  elec- 


trodes attached  to  their  feet,  the 
electrical  conductance  being 
measured  in  levels  of  galvanic 
skin  response.  The  subjects  were 
required  to  perform  simple  card- 
sorting problems,  thus  establish- 
ing basic  levels  of  measurable 
tension.  Intermittent  conditions 
of  stress  were  created  by  sudden 
loud  blasts  of  a horn. 

During  the  tests,  a red  table 
wine  containing  12  percent  al- 
cohol, and  a water  solution  con- 
taining 12  percent  ethanol,  were 
administered  orally  at  two  dif- 
ferent dosage  levels— 50  ml  and 
350  ml.  The  50  ml  dosage  of 
wine  caused  little  change  in  the 
basic  level  of  conductance,  while 
the  same  amount  of  ethanol  solu- 
tion caused  a moderate  decrease, 
the  difference  being  due  to  the 
relatively  slow  absorption  of  al- 
cohol from  wine  as  compared  to 
the  rapid  asorption  of  alcohol 
from  an  aqueous  medium.  How- 
ever, with  the  administration  of 
350  ml  of  wine,  the  basic  level 
of  conductance  was  markedly 
lowered,  signifying  a decided 
reduction  in  emotional  tension. 

wine  best  to  lower  tension 

On  the  other  hand,  350  ml  of 
the  ethanol  solution  produced 
no  greater  reduction  of  tension 
than  that  produced  by  50  ml, 
and  actually  it  seemed  to  be  less. 
The  emotional  tension  produced 
by  a sudden  noisy  alarm  was 
7iot  significantly  eased  by  the  50 
ml  dosage  of  either  the  wine  or 
the  ethanol  solution;  however, 
the  larger  350  ml  dosage  of 
either  beverage  did  lower  the 
emotional  tension  level  greatly. 
Although  the  difference  in  effect 
on  emotional  tension  between 
the  wine  and  the  ethanol  solu- 
tion at  both  dosage  levels  was 
in  this  case  small,  the  greater 
effectiveness  of  the  tcine  was 
consistent  and,  therefore,  statis- 
tically significant.” 


The  value  of  wine  as  a tran- 
quilizer for  relief  of  the  emo- 
tional tension  involved  in  the 
etiology  of  cardiovascular  and 
coronary  artery  disease  cannot 
be  too  greatly  emphasized.  New 
clues  to  the  mechanisms  behind 
the  tranquilizing  effects  of  wine 
have  recently  been  revealed  by 
Dinsmoor  Webb,  Professor  of 
Enology  at  the  University  of 
California  at  Davis. 

Among  the  newly-identified 
esters  of  wine  occurs  gamma- 
hydro.xybutyric  acid  — detected 
to  date  in  reasonable  amounts 
only  in  flor  sherry,  although  the 
lactone  form,  gamma-butyrolac- 
tone,  has  been  identified  in 
many  other  types  of  wine.  Gam- 
ma-hydroxybutyrate  is  found  in 
low  concentrations  during  nor- 
mal brain  function.  In  general 
anesthesia,  sodium  gamma- 
hydroxybutyrate  has  been  shown 
to  produce  an  anesthetic  sleep 
without  diminution  of  oxygen 
consumption;  it  exhibits  a 
marked  cardiotonic  action  with 
a tendency  to  mild  bradycardia. 
It  has  no  influence  on  arterial 
blood  pressure  and  does  not 
materially  alter  the  pulmonary 
ventilatory  rate.  Webb  states 
that  the  concentrations  of 
gamma-butyrolactone  and  of 
ethyl  4-hydroxybutyrate  in  wines 
are  such  that  they  might  well  be 
e.xpected  to  have  some  physio- 
logical effect  (relaxant  or  mildly 
hypnotic)  in  the  functioning  of 
the  human  brain.” 

In  reviewing  the  occasional 
cardiovascular  effects  of  wine, 
it  occurs  to  me  that  due  to  the 
presence  of  some  compounds  of 
the  propane  and  butyl  hydro- 
carbon series,  from  propanol 
through  propionaldehyde;  and 
to  gamma  hydroxybutyrate  and 
other  closely  allied  compounds, 
that  one  might  obtain  good 
therapeutic  effects  from  the  more 
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frequent  use  of  wines  rich  in 
these  compounds  in  the  routine 
therapy  of  the  cardiac  patient. 

best  during  meals 

Drs.  de  la  Chapelle  and  Con- 
nor, writing  in  the  American 
Heart  Association’s  Modern  Con- 
cepts of  Cardiovascular  Disease, 
state  that  “Wine,  considered  by 
Pasteur  to  be  one  of  the  most 
healthful  of  beverages,  seems 
beneficial  for  coronary  patients, 
particularly  when  the  wine  is 
consumed  during  meals.  It  not 
only  acts  as  a digestant  and  a 
sedative,  but  it  also  helps  to 
counter  depression  and  appre- 
hension by  its  mild  euphoric 


eflFects.  This  is  particularly  de- 
sirable in  the  postinfarct  patient 
who  experiences  the  anginal  syn- 
drome . . . These  effects  ( of 
wine)  seem  to  transcend  those 
of  the  more  concentrated  spirits 
. . . It  is  quite  likely  that  the 
beneficial  action  of  wine,  with 
its  relatively  low  alcohol  con- 
tent, is  much  greater  than  that 
of  alcohol  alone.”^'  William 
Dock,  speaking  in  Chicago  at 
the  first  International  Symposi- 
um on  Wine  and  Health  in  No- 
vember, 1968,  on  the  place  of 
wine  in  the  care  of  heart  disease, 
cancer,  and  stroke,  stated  that 
“alcohol  is  unequaled  in  its  pow- 
er to  confer  equanimity.  When 


given  as  wine  it  can  do  much  to 
improve  the  diet  desirable  in  all 
cases  of  vascular  disease.”  He 
observed  that  some  of  his  an- 
ginal patients  have  found  that  a 
“breakfast  of  fruit,  lean  meat, 
and  tea  laced  with  sherry”  will 
give  them  a better  start  on  the 
day  than  librium,  coffee,  eream, 
bacon,  and  eggs. 

In  summary,  I may  say  that 
wine  is  clearly  a most  effective 
adjuvant  in  the  treatment  of 
cardiovascular  disorders.  Wine 
can  sooth  the  psyche  as  it  serves 
the  heart. 

University  of  California 
School  of  Medicine  (94122) 
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tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 

* psychoneurotics.  After  prolonged  excessive  dosage, 

, reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 

reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 


Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis. 


iKidubdnb  lidradu 


nxiety  is  expectecJ  in  the  carcJiovascular  patient, 
little  may  even  be  (desirable. 

ut  when  anxiety  is  exaggeratetd  . . . when  it 
terferes  with  sleep  . . . when  it  aggravates 
irdiovascular  symptoms,  your  help  may 
j3  neetdeid. 

aturally,  you'll  want  to  reassure  the  patient. 

'n(d  perhaps  prescribe  Equanil  (meprobamate) 
l>  adjunctive  therapy.  It  helps  relieve  anxiety 
id  tension  specifically,  yet  gently. 

Imost  15  years’  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective. 

[ide  effects  are  generally  limited  to  transient 
mwsiness;  serious,  therapy-interrupting 
de  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanir 

(meprobamate) 


Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing,  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients ...  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


screening;  “Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophistioated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


p 


lOCHEMICAL 
ROCEDURES 


LIATE  OF  BRISTOL-MYERS  OOMPANY 

Headquarters  Laboratory 

12020  Chandler  Boulevard 
North  Hollywood,  California  91607 
From  Area  Code  213  Call: 

763-8203 . 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


The  pain 
of  arthritis 


reiieved  with 

MEASURiN  q.8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


OREGON 


Oregon  Medical  AsSOciation-'i\M  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Roel  B.  Rawls,  M.D.,  Astoria 

SECY-TREAS.  Lowrence  M.  Lowell,  M.D.  Portland 
EXECim\’E  SECY.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 


PRESIDENT’S  page 


NOEL  B.  RAWXS,  M.D. 


The  Seventies 

AS  we  enter  a new  decade,  the  health  problems 
which  confront  us  cry  out  for  solutions.  These 
problems  have  not  occurred  overnight  and  will  not 
be  easily  solved.  Strangely  enough,  many  of  the 
means  to  their  solutions  are  and  have  been  on  hand 
for  all  of  the  sixties. 

The  first  and  most  important  problem  is  popu- 
lation control.  Unless  we  can  gain  control  of  the 
rapidly  increasing  world  population,  the  rest  of  our 
problems  won’t  really  matter.  I therefore  predict 
that  during  the  next  ten  years,  huge  amounts  of 
federal  money  will  become  available  for  family 
planning  clinics.  Likewise,  an  awesome  amount  of 


research  will  be  completed  leading  to  new  methods 
of  population  control  free  of  many  of  the  inherent 
dangers  we  presently  face  with  methods  available. 
It  also  seems  predictable  that  the  religious  differ- 
ences surrounding  this  problem  will  adjust  to  the 
horrible  awareness  that  the  world  has  too  many  peo- 
ple in  it  to  permit  the  functional  survival  of  anyone. 

The  second  problem  is  that  of  environmental  pol- 
lution. It  is  obvious  we  must  arrest  air  and  water 
pollution.  The  alternative  is  an  ecological  system 
in  which  man  cannot  surx'ive.  Atlhough  we  first 
point  to  industry'  and  its  pollution  of  air  and  water, 
probably  the  most  ominous  pollutant  today  comes 
out  of  the  tail  pipe  of  the  family  car.  One  must 
only  consider  the  implications  of  the  increasing 
blood-lead  levels  of  people  living  near  freeways  to 
reach  this  conclusion.  One  method  of  alleviating  this 
problem  is  to  find  a suitable  substitute  for  tetra- 
ethyl lead  additives  in  gasoline.  It  is  only  a prob- 
lem of  reallocation  of  resources  by  gasoline  pro- 
ducers and  probably  production  of  a more  costly 
commodity.  Everyone  knows  who  will  ultimately 
bear  this  new  cost.  Thus,  the  overwhelming  ma- 
jority of  private  citizens  will  be  directly  involved 
in  paying  the  cost  of  a liveable  environment. 

The  div’ersion  of  funds  by  industry  to  discharge 
their  responsibility  in  pollution  control  will  affect 
their  profitability,  and  the  economy  of  the  country 
will  also  change  considerably.  As  is  the  case  with 
automobiles,  the  industrial  sector  has  had  many 
of  the  tools  for  accomplishing  radical  improve- 
ment available  for  a long  time.  It  is  clear  that  it 
is  not  the  principle  of  the  thing,  but  the  money. 

Social-medical  diseases  will  also  become  of  in- 
creased concern.  The  diseases  which  comprise  this 
group  include  drug  addition,  alcoholism,  gonorrhea, 
teen  pregnancy,  and  genetic  defects.  The  reason 
they  will  be  subject  to  increased  consideration  for 
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control,  prevention,  or  cure  stems  from  the  eco- 
nomic costs  associated  with  them  today,  not  to 
mention  the  social  suffering  which  accompanies  this 
loss  of  resources. 

Shortage  in  health  care  personnel  will  increase. 
One  thing  we  can  be  certain  will  happen  in  the 
seventies  is  that  there  will  be  an  accelerated  effort 
to  utilize  allied  health  care  technologists.  This  situa- 
tion must  bring  an  accordant  surge  of  reevaluation 
of  present  job  descriptions,  educational  criteria,  and 
requirements  for  certification  in  all  professional 
health  care  fields. 

In  addition  to  the  actual  shortage  of  physicians, 
the  problem  of  their  distribution  will  become  more 
acute.  If  organized  medicine  does  not  come  up 
with  a suitable  and  practical  method  of  distributing 
doctors  so  there  is  minimum  coverage  in  all  com- 
munities, the  Federal  Government  is  sure  to  do  it 
for  us. 

All  of  these  problems  lead  to  the  ultimate  con- 
clusion that  the  system  of  health  care  delivery  will 
change.  The  physician  will  most  likely  continue 
to  be  captain  of  the  team,  but  he  will  command  a 


lot  more  players  and  he  will  be  responsible  for 
their  performances. 

The  key  word  in  our  problems  in  the  seventies  is 
money.  Unions  would  like  to  see  business  pay  for 
the  system;  many  others  would  welcome  universal 
health  insurance.  Whatever  way  increased  alloca- 
tion of  resources  leads  us,  organized  medicine  must 
achieve  two  things  in  the  next  decade.  First  the 
physician  must  always  be  the  principal  controlling 
force  in  this  changed  method  of  delivery.  Secondly, 
the  patient  must  have  free  choice  of  physician,  and 
the  physician’s  treatment  of  his  patient  must  not  be 
impaired  by  a third  party’s  intervention. 

Our  ability  to  achieve  these  two  goals  will  rest 
on  our  constant  recognition  that  each  of  these  health 
problems  has  an  interrelationship  to  all  the  others, 
and  that  the  individual  physician  must  always  re- 
member his  actions  will  affect  the  overall  solution 
of  each  of  them. 

The  challenge  is  ours.  Hopefully  the  solution 
will  be  ours. 


LET'S  MAKE  EVERYTHING  100  PERCENT 

We  tried  to  compile  a list  of  normal  values  of  chemicals  in  blood  and  in  other 
parts  of  the  body,  and  we  were  at  the  same  time  defeated  by  the  problem  and  can 
claim  to  have  solved  it.  We  found  international  units,  Nelson-Somogyi  units,  U.S.P. 
units,  and  King-Armstrong  units;  and  in  addition,  there  were  milliequivalents  and 
milligrams  percent  and  micrograms  per  hundred  milliliters. 

But  what  the  doctor  wants  to  know  is  this:  if  the  acid  phosphatase  is  2.0,  is  that 
normal  or  abnormal?  We  have  a multiplicity  of  units  and  a plethora  of  levels.  Fifty  may 
be  too  high  for  a BUN  and  too  low  for  blood  sugar.  We  must  therefore  keep  all 
normal  values  in  our  heads  or  have  ready  access  to  tables. 

Now  if  the  report  comes  back  indicating  a too-high  level  of  something,  do  we  need 
to  know  that  it  is  50,  and  that  zero  to  20  is  the  normal  range?  We  suggest  that  units 
have  become  too  important  and  too  many,  and  that  the  patient  may  suffer  if  his 
doctor  cannot  remember  hundreds  of  values  when  the  laboratory  is  closed.  Why  not 
use  100  as  the  normal  for  everything?  It  is  normal  for  all  substances  if  we  change 
the  volumes  and  units.  And  besides,  100%  is  normal  for  everything.  If  15.7  is  normal 
for  hemoglobin  and  the  report  is  14.1,  we  still  have  to  convert  14.1  to  90%.  Why  not 
report  it  as  90%? 

Even  repeated  determinations  could  be  shown  as  90%  and  then  as  80%,  instead  of 
36  and  32,  and  would  be  more  meaningful.  How  much  better  for  the  student  not  to 
have  to  memorize  numbers  that  are  important  only  to  the  laboratory. 

The  number  of  pounds  is  not  important,  but  25%  overweight  is,  and  a hemoglobin 
reading  of  11  may  be  better  understood  as  70%  of  normal.  Let’s  make  everything 
100  percent;  it’s  better  for  the  patient  and  easier  for  the  doctor. 

Frank  Cole,  M.D., 
in  The  Nebraska  State 
Medical  Journal,  February,  1970 
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WASHINGTON 


Waslmigton  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98115 

PRESIDENT  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  J.  Wolfred  Wallen,  M.D.,  Burlington 
EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting  September  20-23,  1970,  Spokane 


WSMA  Annual  Meeting 

September  20-23,  Spokane 

Last  Call  for  Scientific  Papers 
and  Exhibits 

Please  submit  abstracts  of  scientific  papers  for 
consideration  no  later  than  April  15,  1970.  The 
Scientific  Program  Committee  will  determine  final 
program  content  in  May.  Abstracts  should  be 
mailed  to  Dr.  Thomas  Rulon,  c/o  WSMA,  444 
N.E.  Ravenna  Boulevard,  Seattle  98115. 

The  deadline  for  the  return  of  completed  appli- 
cations for  Scientific  Exhibit  space  is  April  15. 
Applications  should  be  mailed  to  Dr.  Jonathan 
Holloway,  c/o  WSMA  office.  Additional  appli- 
cation blanks  may  be  obtained  from  the  WSMA 
office. 


16th  Annual  Scientific  Session 

The  16th  Annual  Scientific  Session  of  the  B.C. 
College  of  Family  Physicians  and  the  B.C.  Section 
of  General  Practice  will  be  held  at  the  Empress 
Hotel  in  Victoria,  B.C.,  April  27-29,  1970. 

A hospitality  room  will  be  open  on  April  26th. 

For  further  details  write  Mr.  Dorwin  Baird, 
Academy  of  Medicine  Building,  1807  W.  10th  Ave., 
Vancouver  9,  B.C. 

For  room  reservations  write  the  Empress  Hotel, 
721  Government  Street,  Victoria,  B.C. 


Medical  Students  Invited  to  Attend 
WSMA  Committee  Meetings 

The  Washington  State  Medical  Association  has 
invited  medical  students  to  attend  meetings  of  com- 
mittees operating  within  the  Association  structure. 
The  purpose  of  the  invitation  is  to  provide  medical 
students  another  avenue  through  which  knowledge 
can  be  gained  in  the  problems  confronting  individual 
physicians  and  organized  medicine.  The  invitation 
was  extended  through  the  officers  of  the  University 
of  Washington  Student  Medical  Society. 

The  number  of  medical  students  invited  to  attend 
any  meeting  will  be  small,  generally  two  to  four. 
WSMA  committees  average  about  12  physicians  in 
number,  and  available  physical  facilities  limit  total 
attendance.  The  number  of  WSMA  committees  open 
to  medical  students  presently  is  ten  and  it  is  antici- 
pated the  number  will  increase  as  other  committees 
become  active.  An  invitation  is  extended  only  with 
the  approval  of  the  committee  chairman. 

It  was  suggested  that  students  with  a specific 
interest  in  the  subject  matter  of  a committee  plan 
to  attend  all  meetings  of  the  committee  during  a 
full  year,  and  if  possible,  the  following  year  as  well. 
The  activities  of  individual  committees  vary,  and  to 
attend  only  a single  meeting  could  result  in  a dis- 
torted view  of  the  total  committee  purpose  and 
direction.  Because  only  a small  number  of  medical 
students  will  participate,  it  is  hoped  that  the  Stu- 
dent Medical  Society  can  develop  through  student 
meetings  or  publications,  a method  where  the  few 
participating  can  share  their  experience  with  other 
medical  students. 

U.  of  W.  medical  students  can  obtain  additional 
information  by  contacting  officers  of  the  Student 
Medical  Society  or  Mr.  George  Morford  at  the 
Washington  State  Medical  Association  office  in  Se- 
attle (Telephone  LA  3-9110). 
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Photos  From  1970  Special  Legislative  Session 

The  1970  Special  Session  of  the  Washington  Legislature  completed  its  work  on  a 
number  of  major  legislative  issues,  February  12.  The  following  bills  and  complete  text 
of  new  laws  governing  health  and  social  programs  will  be  published  in  the  April 
issue  of  NORTHWEST  MEDICINE. 

Text  of  abortion  reform  referendum  — 18  year  old  majority  for  health  care  — 
department  of  social  and  health  service  — division  on  drug  control  — environmental 
quality  bills. 


(Above  photo)  Representative  Paul 
Barden,  Seattle,  talks  with  one  of  many 
representatives  of  the  poor  who  made 
their  views  known  during  the  1970 
Special  Session. 


(Below  photo)  The  environmentalists 
and  the  poor  were  not  the  only  groups 
lobbying  in  Olympia  en  masse  during 
the  1970  Special  Session.  Shown  here 
are  representatives  of  the  building  and 
trade  unions. 
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Legislators  and  lobbyists  join  the  Governor  in  sign- 
ing a key  health  insurance  bill  for  state  employees. 


(L  to  r.)  Lt.  Governor  John  Cherberg,  Seattle,  Repre- 
sentative Eric  Anderson,  Aberdeen,  Senator  Lowell 
Peterson,  Concrete,  pose  for  aphoto  for  a Page’s  scrap- 
book. . . . 


On  the  next  page  [~^ 

1.  Representative  Bob  O’Dell,  Camas  (1.),  Chairman, 
House  Insurance  Committee,  reviewing  bill  with 
Representative  Fred  Veroske,  Bellingham. 

2.  Representative  Dan  Marsh,  'Vancouver  (1.),  and  Rep- 

resentative Hal  Zimmerman,  Camas,  join  the  Gov- 
ernor for  a bill  signing  ceremony.  Representative 
Zimmerman  is  the  brother  of  Dr.  Bruce  Zimmerman, 
Seattle,  and  Dr.  Wayne  Zimmerman  of  Tacoma. 

3.  Representative  Elmer  Jastad,  a Morton  pharmacist  and 

member  of  the  House  Public  Health  & Welfare  Com- 
mittee, poses  with  a page  from  his  home  town. 

4.  Representative  Bud  Shinpoch,  Renton  (1.),  visiting  with 

Senator  Martin  Durkan,  Issaquah. 

5.  Representative  (Dr.)  Cas  Farr,  Bellingham  (r.).  Chair- 

man of  the  House  Public  Health  & Welfare  Committee, 
visiting  with  Representative  Carlton  Gladder,  Spokane 
(1.).  In  the  center  is  Representative  Jerry  Kopet,  Spo- 
kane pharmacist. 

6.  The  Democratic  leadership  in  the  House.  (1.  to  r.)  Rep- 

resentative Bob  Charette,  Aberdeen,  Minority  Organ- 
ization Leader:  Representative  John  O’Brien.  Seattle, 
Minority  Floor  Leader;  Representative  Bill  Chatalas, 
Seattle.  Democratic  Caucus  Chairman;  Representative 
Henry  Backstrom,  Arlington. 

7.  Representative  Bob  Curtis.  Wenatchee  (r.),  giving  a 

taped  interview  to  the  Director  of  the  Olympia  Radio- 
TV  News  Bureau,  Jay  Van  Dyke. 

8.  Representative  Lorarine  Wojahn,  Tacoma,  reviews 
a bill  with  Representative  Newman  "Zeke”  Clark, 
Seattle.  Representative  Gladys  Kirk,  Seattle,  is  shown 
in  the  background. 

9.  Republicans  gather  to  discuss  strategy  with  the  Governor 

at  start  of  1970  Special  Session  (1.  to  r.)  Representatives 
Jerry  Saling,  Spokane;  Tom  Copeland,  Walla  Walla; 
Art  Brown.  Seattle;  Sid  Morrison,  Zillah;  Irv  New- 
house.  Mabton;  Ed  Harris,  Spokane:  Fred  Veroske, 
Bellingham;  Governor  Evans:  and  Representative 

Marjorie  Lynch.  Yakima.  Mrs.  Lynch  is  the  wife  of 
Dr.  E.  Donald  Lynch. 
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Abortion 


T 

X here  are  4,213  actively  practicing  physicians  in 
the  State  of  Washington,  and  in  September  1968, 
the  House  of  Delegates,  representing  those  physi- 
cians, voted  to  change  the  existing  Abortion  Law. 
Yet  the  issue  is  so  controversial  and  emotionally 
charged  that  the  Washington  State  Medical  Asso- 
ciation did  not  sponsor  the  bill  when  it  first  came 
up  a year  ago.  In  fact,  at  Legislative  Hearings  in 
1969,  there  were  more  doctors  in  Olympia  speaking 
“against”  than  “for”  abortion  reform. 

The  Executive  Committee  was  also  divided  on 
how  active  our  support  should  be,  but  when  1,933 
(3,274  polled)  physicians  responded  to  a poll  and 
90  percent  voted  for  abortion  reform,  there  could 
no  longer  be  doubt. 

Call  it  what  you  will,  murder  or  progressive  legis- 


lation, our  Olympia  oflfice  was  instructed  to  support 
the  bill  during  the  1970  Special  Session  of  the 
Legislature  and  you  now  get  a chance  to  vote  for  a 
third  time  at  the  polls  next  November.  Only  one 
issue  remains.  745  (38  percent)  doctors  wanted 
abortion  reform  only  if  there  are  guidelines  as 
adopted  by  the  AMA  and  the  College  of  Ob-Gyn. 
1,012  (52  percent)  supported  the  more  liberal  bill 
that  passed  in  Olympia. 

Our  role  as  a State  Association  will  be  to  supply 
information  on  the  issue  to  all  interested  physicians 
and  to  begin  now  to  work  with  the  State  Department 
of  Health  on  the  development  of  guidelines  and 
regulations  that  would  govern  the  licensing  of  fa- 
cilities in  which  abortions  may  be  performed,  if  the 
Referendum  passes. 
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• Attorney  reviews  Canadian  national 
health  insurance  plan— Guest  Editorial 

• New  Mobile  CCU  unveiled 

• Nurses  take  preceptorships 

• Teaching  Workshop  offered  physicians 
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SEATTLE  MAYOR  WES  UHLMAN  got  a "live”  demonstration  of  the  portable  defibrillator 
equipment  contained  in  the  new  mobile  CCU  at  the  unveiling  ceremony.  Seattle  fireman 
Stan  Yantis  demonstrated  the  electrical  devices. 


CARDIAC  CARE  VAN 
BEGINS  OPERATION 

The  first  mobile  coronary  care  ve- 
hicle was  presented  to  the  City  of 
Seattle  Feb.  20  by  W/ARMP. 

The  22-foot  van  is  staffed  and  op- 
erated by  Seattle  firemen  who  have 
completed  a nine  -week  course  in 
emergency  CCU  procedures  and  a 
physician. 

It  is  dispatched  round  the  clock 
from  Harborview  Medical  Center  by 
the  fire  department. 

“Boundaries  of  the  unit  will  be  flex- 
ible until  we  can  determine  the  area 
it  can  serve  most  effectively,”  said 
Dr.  L.  A.  Cobb,  project  director. 

The  mobile  CCU  will  supplement 
the  emergency  service  now  being  of- 
fered by  the  fire  department’s  nine 
aid  cars. 

Purpose  of  the  pilot  project  is  to 
provide  on-the-spot  application  of  in- 
tensive coronary  care  in  order  to  save 
lives  of  victims  who  are  dying  before 
they  reach  a hospital. 

After  the  cardiac  ambulance  picks 
up  a patient  he  will  be  transferred  to 
the  nearest  hospital  CCU  or  to  the 
hospital  requested  by  the  patient. 

A $175,000  W/ARMP  grant  initiated 
the  project,  financed  the  firemen’s 
training,  purchased  the  van  and 
equipment  and  will  underwrite  fire- 

continued  page  2 


DR.  DONAL  R.  SPARKMAN  was  inter- 
viewed by  radio  and  television  newsmen 
about  the  new  cardiac  ambulance  during 
the  open  house  Feb.  20. 


WZARMP  SPOTLIGHT 


GEORGE  LONGENBAUGH,  M.D. 


George  Longenbaugh,  Sitka  sur- 
geon, believes  that  the  standards  of 
medical  care  in  a small  community 
need  be  no  lower  than  such  stand- 
ards in  a metropolitan  area. 

This  philosophy  is  the  basis  for  the 
Southeastern  Alaska  project  which 
he  and  his  colleagues  developed 
three  years  ago  in  cooperation  with 
W/ARMP. 

Dr.  Longenbaugh’s  enthusiastic 
testimony  of  the  progress  being  made 
in  S.E.  Alaska  to  raise  the  level  of 
patient  care  was  given  at  recent  HEW 
appropriation  hearings  on  the  RMP 
budget  in  Washington,  D.C. 

The  message  of  this  surgeon,  who 
practices  alone  on  a remote  island 
700  miles  from  the  nearest  medical 
center,  emphasized  the  need  for  con- 
tinued RMP  support  of  postgraduate 
education  opportunities  in  isolated 
areas. 

In  the  early  development  of  the  proj- 
ect, Dr.  Longenbaugh  recommended 
linking  the  isolated  villages  along  the 
500  miles  of  S.E.  Alaska  coastline  to 
medical  centers. 

His  suggestion  of  having  consult- 
ants in  various  health  care  disciplines 
visit  S.E.  Alaska  hospitals  regularly 
has  proven  to  be  the  most  valuable 
service  of  the  project. 

Visits  by  a radiologist  to  the  Sitka 
Community  Hospital  led  to  installa- 
tion of  an  image  intensifier  which 
improved  the  x-ray  diagnostic  capa- 
bilities. 

Dr.  Longenbaugh  is  the  consult- 
ants’ host  in  Sitka  and  arranges  their 
schedules  for  v/orkshops,  meetings 
and  seminars. 

Dr.  Jack  Lesh,  S.E.  Alaska  project 
director,  says,  “Dr.  Longenbaugh  is 
my  informal  advisor  and  assisted  me 
in  writing  the  project  renewal  appli- 
cation. He  is  well  acquainted  with  the 
needs  of  this  area,  having  lived  here 
for  seven  years,  and  has  probably 
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PRACTICING  PHYSICIANS  discussed  their  local  continuing  education  problems  with  I 
medical  educator  Dr.  Alex  Anderson,  center,  during  a one-day  workshop  in  Seattle.  Left 
is  Dr.  Robert  Kramer,  Pasco,  and  Dr.  Charles  Strong,  Vancouver. 


PHYSICIANS  HEAR 

Practicing  physicians  from  Wash- 
ington and  Alaska  participated  in  a 
continuing  education  workshop  at 
Battelle  Institute,  Feb.  20  in  Seattle. 

Guest  speaker  and  moderator  for 
the  one-day  program  was  Dr.  Alex 
Anderson,  M.D.,  M.  Ed.,  chief  of  the 
training  section,  Center  for  Educa- 
tional Development  at  the  U.  of  Illi- 
nois School  of  Medicine. 

The  meeting  was  held  specifically 
to  assist  “Community  Coordinators” 
in  preparing  and  presenting  continu- 
ing education  courses  in  their  local 
hospitals.  “Coordinators”  are  physi- 
cians who  were  appointed  last  year 
by  the  WSMA,  UW  and  W/ARMP  to 
organize  continuing  education  activi- 
ties in  their  communities. 

The  program  consisted  of  mini- 
teaching exercises  for  small  groups 
of  physicians.  They  selected  hypo- 
thetical continuing  education  courses 
which  might  be  offered  in  their  hos- 
pitals, and  determined  objectives  in 
terms  of  what  “students”  should 


done  more  to  maintain  the  level  of 
interest  in  continuing  education  than 
any  other  single  physician.” 

A 1956  graduate  of  the  University 
of  Colorado  Medical  School,  he  in- 
terned at  USPHS  Hospital  in  Balti- 
more and  took  a four-year  residency 
there  in  surgery.  He  was  chief  of  sur- 
gery at  Mt.  Edgecumbe  USPHS  for 
four  years  before  going  into  private 
practice  at  the  Moore  Clinic  in  Sitka. 

Dr.  Longenbaugh  is  a Fellow  in  the 
American  College  of  Surgeons,  a 
member  of  the  RMP  Alaska  Advisory 
Committee,  ASMA  and  the  AMA. 

He  is  married  and  has  two  boys, 
ages  16  and  5 and  two  girls,  ages  13 
and  11. 


TEACHING  EXPERT 

learn  and  the  best  mode  for  presen- 
tation. Teaching  plans  were  then  eval- 
uated by  the  entire  group. 

Dr.  Anderson  said  in  an  interview, 
that  this  kind  of  workshop  is  a good 
way  of  teaching  practicing  physicians 
how  to  teach  others  and  how  to  de- 
termine if  their  course  objectives  are 
met. 

In  commenting  about  the  Commu- 
nity Coordinator  approach  to  con- 
tinuing education.  Dr.  Anderson  said, 
“This  idea  is  an  excellent  way  of 
stimulating  physicians  to  assess  their 
own  needs  and  plan  a rational  con- 
tinuing education  program  based  on 
what  they  feel  they  should  know.” 

“Somehow,”  he  said,  “we  have  to 
rekindle  the  inherent  drive  of  every 
physician  to  be  competent,  without 
resorting  to  recertification  measures.” 

This  workshop  was  the  second  in 
a series  developed  by  the  UW  Office 
of  Research  in  Medical  Education. 


CARDIAC  VAN  cent,  from  page  1 

men’s  salaries  during  operation  of 
the  vehicle. 

Support  has  also  come  from  the 
Washington  State  Health  Department 
($25,000),  Washington  State  Heart  As- 
sociation, and  the  UW  School  of 
Medicine. 

“This  project  truly  represents  a co-  | 
operative  community  effort  to  improve  ■ 
patient  care  by  fully  utilizing  existing  | 
local  resources,”  said  Dr.  Donal  R.  . 
Sparkman,  W/ARMP  director. 

The  vehicle  contains  telemetry 
equipment  for  transmitting  the  vic- 
tim’s EGG  to  Harborview,  pacemak- 
ers, heart  rate  meter,  resuscitation 
equipment,  medications  and  portable 
defibrillators  and  monitors. 


NEW  DEAN  NAMED 

Dr.  Robert  L Van  Citters,  43,  is  the 
new  Dean  of  the  UW  School  of 
Medicine. 

The  former  As- 
sociate Dean  for 
Research  and  Fa- 
cilities is  widely 
recognized  for  his 
contribution  to 
cardiovascular  re- 
search at  the  UW. 
Much  of  this  he 
did  while  on  the 
Regional  Primate 
Research  Center 
staff,  and  for  sev- 
eral years  he  held 


Robert  Van  Citters,  M.D. 


the  Robert  L.  King  Chair  of  Cardio- 
vascular Research,  endowed  by  the 
Washington  State  Heart  Association. 

In  1962  he  was  a research  fellow  to 
the  Scripps  Clinic  and  Research 
Foundation  in  La  Jolla,  Calif.,  and 
was  chosen  for  a fellowship  to  Russia 
in  1963  for  a scientist  exchange  pro- 
gram. 

The  well-known  cardiologist  came 
to  the  UW  from  his  alma  mater,  the  U. 
of  Kansas,  in  1958. 

TV  EVALUATION  NEEDED 

Physicians  and  nurses  are  needed 
to  evaluate  a new  approach  to  con- 
tinuing education  on  television  utiliz- 
ing a self-assessment  exam  and  study 
guide. 

The  program  used  for  evaluation 
will  be  “The  Anemic  Patient”  pro- 
duced by  UCLA.  Telecasts  will  be 
Tuesday,  March  24  at  7:35,  8:05  a.m. 
and  10:30  p.m. 

Materials  for  the  study  have  been 
mailed  to  all  Washington  physicians. 

For  information,  contact  Dr.  John 
Lein,  UW  Continuing  Medical  Educa- 
tion, Health  Sciences,  Seattle,  or 
phone  543-1050. 

PHYSICIAN  ecu 
PRECEPTORSHIPS 

Physician  preceptorships  in  coro- 
nary care  will  be  offered  March  23- 
27  and  May  4-8  at  the  UW. 

The  one-week  refresher  course  fea- 
tures small  group  lectures  with  prac- 
ticing cardiologists,  defibrillation  and 
pacemaker  insertion  in  the  dog  lab 
and  use  of  equipment  in  the  CCU 
mock-up. 

The  course,  approved  for  35  AAGP 
hours,  is  $50.  Register  with  Dr.  Ste- 
phen R.  Yarnall,  University  Hospital, 
Seattle.  Dr.  Werner  E.  Samson  is  co- 
director of  the  course. 


JUNEAU  NURSES  Bev  Stichler,  left,  and  Marion  Dau,  right,  participated  in  a two-day 
workshop  in  Seattle  to  evaluate  coronary  care  courses  which  have  been  offered  in  17 
communities  in  Washington  and  Alaska  since  last  fall.  Mariella  barter,  R.N.,  center,  is 
nursing  coordinator  for  the  W/ARMP  project  which  has  produced  more  than  500  new  CCU 
nurses.  The  Southeastern  Alaska  nurses,  graduates  of  the  Juneau  Community  Cotlege 
course,  atso  took  the  W/ARMP  preceptorship  at  Providence  Hospitai.  (See  caption  above.) 


NtNETEEN  NURSES  took  coronary  care  preceptorships  offered  by  the  W/ARMP  Sub- 
^egionaf  CCU  project  in  January  at  Seattle’s  Providence  Hospital.  Carol  Van  der  Veen, 
'.enter,  project  field  coordinator  was  instructor  for  the  one-week  courses  which  were  a 
'ollow-up  to  their  formal  CCU  training,  sponsored  in  part  by  W/ARMP  in  their  own  com- 
munities. Left  is  Ann  Schweitzer,  Belfingham,  and  Betty  Orem,  Port  Angeles. 


RMP  TICKER  TAPE 
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EDITORIAL 


RADIOLOGISTS  J.  F.  Sailer,  left,  and  Glenn  Warner,  right,  both  of  Seattle  discussed  their 
patients  with  IV.  D.  Rider,  senior  radiotherapist  from  Princess  Margaret  Hospital  in  Toron- 1 
to,  Canada,  last  month.  The  informal  weekend  meeting  on  palliative  radiation  therapy  for  \ 
the  cancer  patient  was  held  at  Lake  Wilderness  and  attracted  23  radiologists  from  the  ' 
Northwest.  These  conferences  for  radiologists,  originated  by  Dr.  Pat  Lynch  of  Yakima  and  | 
partially  funded  by  W/ARMP,  are  now  self-supporting  through  the  UW  Division  of  Con-  f 
tinuing  Medical  Education.  f 


Editor’s  Note:  Information  for  this  editorial 
was  gathered  by  Jack  Cluck,  a Seattle  at- 
torney who  traveled  in  Canada  last  sum- 
mer interviewing  key  people  in  each  prov- 
ince about  their  health  insurance  program. 
Mr.  Cluck,  recently  appointed  to  the  Re- 
gional Advisory  Committee,  has  been 
studying  health  plans  of  other  countries 
for  several  years.  He  is  preparing  a list 
of  the  most  relevant  50  to  75  articles  on 
national  health  insurance  plans  from  a to- 
tal bibliography  of  more  than  500  citations 
which  will  be  available  through  W/ARMP. 

by  Jack  Cluck 

Dr.  Stanley  Olson,  director  of  the  Divi- 
sion of  RMP,  stated  in  Seattle  last  Novem- 
ber that  proposals  for  national  health  legis- 
lation are  fluid  and  that  ideas  proffered  by 
regional  RMP  members  are  welcome.  I 
submit  the  Canadian  plan  of  hospital  and 
medical  insurance  as  one  of  several,  di- 
verse, national  plans  that  should  be  part 
of  one’s  study.  In  Canada,  there  are  essen- 
tially two  insurance  plans,  the  national 
hospital  insurance  which  is  mandatory  in 
all  provinces  except  in  Cntario,  and  medi- 
cal insurance  (physicians’  fees)  which  is 
voluntary. 

I will  begin  with  hospital  insurance  since 
it  was  enacted  first  in  1957. 

All  provinces  have  hospital  insurance, 
covering  about  99%  of  the  Canadian  pop- 
ulation. Under  this  plan,  the  national  gov- 
ernment does  two  things:  first,  it  furnishes 
financial  aid,  about  50%  of  the  total  cost; 
second,  it  establishes  standards  for  any 
province  to  qualify.  Specified  in-patient 
services  must  be  available  to  all  residents, 
regardless  of  any  such  factors  as  age  or 
pre-existing  conditions.  Generally,  these 
services  correspond  to  those  rendered  by 
a general  hospital  in  this  country.  The  at- 
tending physician  determines  length  of 
stay. 

It  is  optional  with  a province  to  render 
any  of  these  in-patient  services  on  an  out- 
patient basis.  Cver  the  years,  out-patient 
services  have  been  extended  throughout 
Canada. 

All  services  are  rendered  free,  except 
for  a small  per  diem  collected  in  three  of 
the  provinces.  Hospitals  are  reimbursed 
by  the  province. 

Under  these  standards,  each  province 
may  devise  its  own  hospitalization  plan 
and  its  own  method  of  taxation  and  finan- 
cing to  support  it. 

Canadian  leaders  in  medicine,  hospital 
administration  and  public  life  with  whom 
I spoke  strongly  favor  the  hospitalization 
plan.  Yet  they  recognize  that  improve- 
ments are  needed,  particularly  to  curb 
rising  costs  and  some  over-use  of  hospital 
facilities.  Measures  now  in  effect  include 
regional  planning,  licensing  of  hospital 
construction  to  prevent  wasteful  duplica- 
tion, approval  of  hospital  budgets  and  pre- 
scribed audits. 

However,  the  national  law  requires,  in 
effect,  that  a patient  be  in  need  of  “hos- 
pital” care  in  order  to  receive  any  care 
at  all.  Heavy  pressure  consequently  is 
placed  upon  provincial  officials  and  in- 
dividual physicians  to  classify  patients  in 
the  “hospital”  category.  Physicians  and 
hospital  officials  throughout  Canada  em- 


phasize the  need  to  amend  the  national 
law  to  cover  nursing  homes  and  other 
forms  of  extended  care,  enabling  physi- 
cians to  reduce  hospital  stays. 

Meanwhile,  various  provinces  are  ex- 
perimenting with  extended  care  facilities. 
Manitoba  and  Ontario  have  developed  out- 
standing programs  of  home  care. 

Alberta  is  the  province  to  which  others 
look  for  its  pioneering  “auxiliary  hospitals.” 
Each  is  located  adjacent  to  a general  hos- 
pital, whenever  possible.  The  auxiliary  is 
designed  for  patient,  infants  or  oldsters, 
who  require  medical  care  of  a less  special- 
ized nature  than  in  the  general  hospital. 
Provincial  officials  report  that  patient-day 
costs  have  been  reduced  by  more  than 
half.  (A  substantial  portion  of  the  cases 
in  these  auxiliaries  are  in  the  category  of 
“heart  disease,  cancer, -stroke  and  related 
diseases.”) 

The  Canadian  statute  on  medical  insur- 
ance was  not  enacted  until  1966,  years 
after  several  provinces  had  been  pioneer- 
ing along  that  line.  Administration  is  simi- 
lar to  that  under  the  hospital  insurance 
law.  The  national  government  provides 
financing,  up  to  about  50%  if  specified 
standards  are  met  by  a province.  These 
standards  are:  non-profit  operation  by 
some  “public”  authority:  availability  of 
services  to  all  residents;  a minimum  90% 
sign-up,  and  continuity  of  service  where 
persons  move  from  one  province  to 
another. 

The  provincial  authority  enters  into 
separate  contracts  with  physicians  and 
subscribers.  Typically,  the  physicians  re- 
receive about  90%  of  the  fee  schedule  ap- 
proved by  the  provincial  medical  society, 
and  subscriber’s  payments  are  graduated 
on  income— a person  in  the  lowest  bracket 
pays  only  a minimal  amount. 

Since  1966,  this  medical  insurance  plan 
has  been  adopted  by  the  majority  of  the 
provinces.  It  is  now  pending  before  others. 
Space  limitations  preclude  evaluation. 


Following  are  the  deadlines  for 
submission  of  applications  for  W/- 
ARMP  funding. 

MAY  15— Proposal  draft  due  at 
W/ARMP  office. 

MAY  23-JUNE  15-Rewrite  as  per 
Task  Force  decision.  (Complete  by 
June  15.) 

JUNE  27-JULY  2-Rewrite  as  per 
categorical  subcommittee  deci- 
sion. (Complete  by  July  2.) 

AUGUST  1— Due  at  National  RMP 
headquarters. 

Director’s  Note:  With  the  cutback 
of  the  RMP  budget  by  the  Nixon  Ad- 
ministration and  with  the  Division 
of  RMP  backlog  of  approved-un- 
funded projects,  there  will  be  little 
“new”  money  available  for  opera- 
tional projects  in  1970.  However, 
top  priority  will  be  given  to  meri- 
torious projects  and  staff  will  be 
available  to  assist  in  writing  these 
projects. 

For  more  information,  contact  L.  J. 
Sharp,  Ph.D.,  W/ARMP,  543-8540. 
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Faults  exist,  while  important  social  needs 
are  faced.  The  encouraging  fact  is  that 
the  provincial  medical  societies  are  co- 
operative, and  that  they  appear  to  have 
a leadership  which  is  sufficiently  forward- 
looking  to  consider  improvements. 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


I 
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One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylllne  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  Intestinal  cramps  In 
some  Instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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Trichomonads...  Monilia...  Bacteria 

You  con  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.’ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'” 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonomides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  locol  discomfort, 
skin  rash,  urticaria  or  other  monifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treotment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories— Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermot,  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.!  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Strotton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  ond  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicogo,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  ond  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


/^ncAXA  (ominacrine  hydrochloride  0.2%,  sulfanilamide 
'wKCM/V\  15.0%,  allantoin  2.0%) 

Cl  IDD/'^CITODICC  (ominacrine  hydrochloride  0.014  Gm.,  sulfanilomide 
OUi  rv-zOI  I wixlCO  1.05  Gm.,  allontoin  0.014  Gm.) 


TRAOCMARK  AVC 


AV.9I9A  7/S9 


Doctor,  after  all  we’ve 
been  through  together. . . 


amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  rccfc//on^— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— hu\gmg  fontanels  in  young 
infants.  Jcct/;— yellow-brown  staining; 
enamel  hypoplasia.  /?/oor/— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/v’cr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


li 

Li' 

fii 


AchromyciifV 

Tetracycline 

LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


Give  vour  patients 

rest  from  pain  Empiritf  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 


B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


CA  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe, N.Y. 


IDAHO 


Idaho  Medical  Association -^^7  west  bannock  st„  Boise,  Idaho  33702 

PRESIDENT  John  M.  Ayers,  M.D.,  Moscow 

SECRETARY  J.  Gordou  Daiucs,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armcnd  L.  Bird,  Boise 

Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


PRESIDENTS  page 


JOHN  M.  AYERS,  M.D. 


A news  release  from  the  Senate  Finance  Com- 
mittee has  blamed  the  medical  profession  for 
crippling  the  medicare  program  with  excessive 
charges  and  goes  on  to  cite  examples  of  yearly 
charges  in  excess  of  $100,000  to  support  the  accu- 
sation. They  have  recommended  that  limits  be  im- 
posed on  the  amount  that  a physician  may  charge 
under  the  medicare  program.  There  is  no  mention 
of  the  current  “freeze”  of  physicians  fees  to  the 
January  1,  1960  “profile.”  It  seems  likely  the  Sen- 
ate Finance  Committee  is  not  even  aware  of  this 
restriction,  the  exchange  of  information  between 
government  agencies  being  what  it  is. 

Such  blasts  against  the  medical  profession  by 
politicians  are  proliferating,  obviously  for  political 
reasons.  It  seems  generally  believed  by  them  that 


old  folks  will  vote  for  anyone  who  claims  to  be  pro- 
tecting the  elderly  from  their  physicians. 

An  arbitrary  fee  ceiling  certainly  would  not  im- 
prove medical  care.  The  conscientious  doctor 
would  be  poorly  compensated  for  his  effort  and 
time  spent  with  medicare  patients  and  would  there- 
by be  encouraged  to  limit  or  even  stop  treating  them 
if  only  to  avoid  the  burden  of  paper  work. 

Then  the  politicos  could  address  themselves  to  the 
question  of  providing  “quality  medical  care”  without 
doctors. 


/ 
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Contraindications:  Edema,  danger 
of  cardiac  decompensation,  history 
or  symptoms  of  peptic  ulcer,  renal, 
hepatic  or  cardiac  damage,  history 
of  drug  allergy,  history  of  blood 
dyscrasia  The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated in  glaucoma 

Warning  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time  Instances  of  severe 
bleeding  have  occurred  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer,  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients.  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a b'ood 
count  Patients  should  not  exceed 
recommended  dosage,  should  be 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gam  (water  retention),  skin  reac- 
tions. black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur.  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Adverse  Reactions:  The  more  |j 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may  b> 
minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of 
diuretics  In  elderly  patients  and 
in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  in- 
structed to  take  doses  immediately 
before  or  after  meals  or  with  milk  to 
minimize  gastric  upset.  Drug  rash 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  derma-  I 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness. . .and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  aika: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


titis,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing 
epidermolysis), or  a generalized 
allergic  reaction  similar  to  serum 
sickness  may  occur  and  require 
permanent  withdrawal  of  medica- 
tion. Agranulocytosis  can  occur 
suddenly  in  spite  of  regular,  repeated 
normal  white  counts.  Stomatitis 
and,  rarely,  salivary  gland  enlarge- 
ment may  require  cessation  of  treat- 
ment. Such  patients  should  not 
receive  subsequent  courses  of  the 
drug.  Vomiting,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While 
not  definitely  attributable  to  the 
drug,  a causal  relationship  cannot 


be  excluded  Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur 

Dosage  m Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  m 3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 
For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 


CONTINUIN(| 

Complied  by  Washington/Alaska  Regional  Medical  Program,  Oregon  Regional  Medical  Progrcj^  : 


SUBJECT  FACULTY  SPONSOR  LOCATION  FOR 


Convulsive  Disorders 

Robert  S.  Dow,  M.D.; 

John  B.  Isom.  M.D.; 

Harold  D.  Paxton,  M.D.; 
James  MacD.  Watson,  M.D.; 
Charles  J.  Zerzan,  Jr.,  M.D. 

University  of  Oregon 
Medical  School. 

Circuit  Course  Program; 
Oregon  Regional 
Medical  Program 

Magic  Valley 
Memorial  Hospital, 
Twin  Falls,  Idaho 

1 

Physicians, 

AAGP  Credit 
4 ',2  hours 

Convulsive  Disorders 

Robert  S.  Dow.  M.D.; 

John  B.  Isom.  M.D.; 

Harold  D.  Paxton,  M.D.; 
James  MacD.  Watson,  M.D.; 
Charles  J.  Zerzan,  Jr.,  M.D. 

University  of  Oregon 
Medical  School, 

Circuit  Course  Program; 
Oregon  Regional 
Medical  Program 

Owyhee  Hotel, 
Boise,  Idaho 

Physicians, 
AAGP  Credit 
4' 2 hours 

Cancer  Week 

J.  A.  del  Regato,  M.D.; 
John  D.  Bonzer,  M.D. 

Sacred  Heart 
General  Hospital. 
Division  of  Continuing 
Medical  Education 

Sacred  Heart 
General  Hospital. 
Auditorium,  1200  Alder  St.. 
Eugene,  Oregon  97401 

AAGP  Credit 
Physicians, 

6 hours 

The  Mental  Patient  in 
the  Community 

Donald  Muhlch.  M.D.; 
Donald  A.  Schwartz.  M.D.; 
J.  Albert  Torribio,  M.S.W. 

Oregon  Public  Health 
Association 

Cosmopolitan  Portland 
Motor  Hotel, 

1030  N.E.  Union  Avenue, 
Portland,  Oregon 

Physicians 
and  paramedi- 
cal personnel 

Physicians 
In-Residence  Course 
in  Techniques 
of  Cardiology 

Cardiologists  on  the  staffs  of  the 
four  participating  hospitals 

Oregon  Heart  Association 

Good  Samaritan  Hospital; 
St.  Vincent  Hospital: 
Providence  Hospital: 
Ehnanuel  Hospital 

Physicians  Who 
Manage 
Cardiac 
Problems 

Hematology 

Robert  D.  Goldman,  M.D.; 
Robert  D.  Koler,  M.D.; 
Robert  H.  Bigley.  M.D.; 
John  R.  Walsh,  M.D. 

University  of  Oregon  Medi- 
cal School.  Circuit  Course 
program : Oregon  Rgeional 
Medical  Program 

Pacific  Intercommunity 
Hospital. 

Newport,  Oregon 

Physicians 
OAGP  Credit 
4>/2  hours 

Management  of 
Common  Eye 
Problems 

James  Thompson,  M.D.,  Chm. 

Central  Washington 
Continuing 
Education  Project 

Yakima  Valley 
Memorial  Hospital, 
Yakima,  Waslungton 

Internists 

General 

Practitioners, 

Hematology 

Robert  D.  Goldman,  M.D.; 
Robert  D.  Koler,  M.D.; 
Robert  H.  Bigley.  M.D.; 
John  R.  Walsh,  M.D. 

University  of  Oregon  Medi- 
cal School.  Circuit  Course 
Program ; Oregon  Rgeional 
Medical  Program 

St.  Mary’s  Hospital. 
Astoria,  Oregon 

Physicians 
OAGP  Credit 
4>/2  hours 

Ehnergency  Care 
Seminar 

To  be  named 

Emanuel  Hospital, 
Division  of  Continuing 
Medical  Education 

Emanuel  Hospital, 
School  of  Nursing, 
Assembly  Room, 

2801  North  Gantenbein. 
Portland.  Oregon  97227 

Phj’sicians 
and  paramedi- 
cal personnel 
AAGP  Credit 
6*2  hours, 
applied  for 

Diagnosis  and  Man- 
agement of  Common 
Dermatological 
Problems 

University  of  Oregon 
Medical  School  Faculty 

University  of  Oregon 
Medical  School. 
Division  of  Continuing 
Medical  Education 

University  of  Oregon 
Medical  School. 

3181  S.W.  Sam  Jackson 
Park  Road, 

Portland.  Oregon  97201 

Physicians, 
Course  is  ac- 
ceptable for 
AAGP  Credit 

Pumonary  Therapy 
Spring  Seminar 

Frederick  W.  Cheney.  Jr.,  M.D.; 
Edward  W.  Crawford,  M.D.; 

A.  Eugene  Pflug,  M.D.; 

Kent  N.  Sullivan,  M.D.,  Moderators 

Washington  State 
Medical  Association; 
Washington  State 
Department  of  Health; 
Washington/ Alaska  Re- 
gional Medical  Program; 
Division  of  Continuing 
Education, 

University  of  Washington 
School  of  Medicine 

Auditorium,  Health 
Sciences  Building, 
University  of  Washington 
School  of  Medicine 

' 

Physicians, 
therapists, 
other  health 
personnel 
AAGP  Credit 
13  hours 

Chronic  Renal 
Disease 

George  A.  Porter,  M.D.  (Moderator) 

University  of  Oregon  Medi- 
cal School,  Circuit  Course 
Program;  Oregon  Regional 
Medical  Program 

Salem  Memorial  Hospital. 
Salem,  Oregon 

Physicians 
OAGP  Credit 
4 >'2  hours 

Surgical  Anatomy 
Demonstration: 
Athletic  Injuries 
and  Other 

Gail  Frank.  M.D., 
Oklahoma  City 

Tacoma  Surgical  Club 

University  of  Puget  Sound, 
Tacoma,  Washin^on 

All 

Physicians 

Traumatic  Injuries 
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lEDICAL  EDUCATION 


i^ntain  States  Regional  Medical  Program. 


INFORMATION, 


ENROLLMENT  LIMIT  DURATION 

DATE  AND  HOUR 

FEE 

REGISTRATION 

One  afternoon 

April  1,  1970, 

1:30  p.m.  -6:00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  afternoon 

April  2,  1970, 

1:30  p.m.  - 6:00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

Three  mornings 

April  6,  1970, 

8:30  a.m.  - 12:00  p.m. 
April  7.  1970, 

8:30  a.m.  - 12:00  p.m. 
April  8,  1970, 

8:30  a.m.  - 12:00  p.m. 

None 

Mrs.  Marlene  Boynton, 

Sacred  Heart  General  Hospital 
1200  Alder  Street, 

Eugene,  Oregon  97401 

Three  days 

April  8,  1970, 

8:00  a.m.  - 5:00  p.m. 
April  9,  1970, 

8:00  a.m.  - 5:00  p.m. 
April  10,  1970, 

8:00  a.m.  - 5:00  p.m. 

$10.00 — for  members 
of  OPHA 
$15.00— for  non- 
members of  OPHA 

Mr.  Max  Braden, 

Oregon  Public  Health  Assn., 
P.O.  Box  231, 

Portland,  Oregon  97207 

One  week  in- 
residence (on  call 
24-hours  a day) 

On-going  program;  enrollment 
is  limited  to  two  physicians 
per  week 

None 

Alan  W.  Ames,  M.D-t 
c/o  Oregon  Regional 
Medical  Program, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  day 

April  8,  1:30  p.m.  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

No  limit  One  afternoon 

April  15 — 

1:00  p.m.  - 5:00  p.m. 

No  charge 

Central  Washington 
Continuing  Education  Project, 
210  South  11th  Ave., 

Yakima,  Washington  98902 

One  afternoon 

April  15,  1:30  p.m. -6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  day 

April  17,  1970, 

8:30  a.m.  - 5:00  p.m. 

None 

W.  James  Kuhl,  M.D., 

Director  of  Medical  Education, 
Emanuel  Hospital, 

2801  North  Gantenbein, 
Portland,  Oregon  97227 

One  and  one-half 
days 

April  17,  1970, 

8:00  a.m. -5:00  p.m. 
April  18,  1970, 

8:00  a.m.  - 12:00  p.m. 

$50.00 

Director,  Continuing  Medical 
Education,  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

Two  days 

April  23,  24 — 

April  23- 

Registration:  8:15  a.m. 
Session:  8:45  a.m.  - 5:00  p.m. 
April  24 — 

Session:  9:00  a.m.  - 5:00  p.m. 

Physicians: 
Others:  $25 

$50 

Division  of  Continuing  Medical 
Education,  University  of 
Washington  School  of 
Medicine,  Seattle  98105 

One  afternoon 

April  29,  1:30  p.m.  - 6.00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

No  limit  One  day 

May  2 — 

9:30  a.m.  - 4:00  p.m. 
6:30  p.m.  - 10:00  p.m. 

$15 

Arthur  P.  Wickstrom,  M.D. 
408  South  “K”  Street, 
Tacoma,  Washington  98405 

207 

Northwest  Medicine,  March,  1970 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

1' 

Individual  Postgradu- 
ate Preceptorships 
(Heart,  Cancer,  Stroke 
and  other  fields) 

Practicing  Physicians 

Washington/Alaska  Re- 
gional Medical  Program; 
Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

University,  Swedish,  Provi- 
idence,  Virginia  Mason, 
Chlidren's  Orthopedic, 
Harborview,  U.S.  Public 
Health  Service  Hospitals, 
Seattle;  Sacred  Heart, 
Deaconess  Hospital,  Spo- 
kane; Tacoma  General 
Hospital,  Tacoma 

Physicians 

General  X-Ray 
Diagnosis  and 
Therapy;  Special 
Seminar  on  X-Ray 
Diagnosis  and 
Therapy  in 
Pediatric  Urology 

Lowell  King,  M.D.  (Chicago); 
Charles  Shopfner,  M.D.  (Kansas  City); 
Robert  Wise,  M.D.  (Boston); 
and  members  of  the  society. 

Pacific  Northwest  ■ 
Radiological  Society 

Benson  Hotel, 
Portland,  Oregon 

Primarily  for 
Radiologists; 
1970  Session 
also  for 
Urologists; 
other  Physi- 
cians welcome 

Coronary  Care 
Unit 

Stephen  Yamall,  M.D., 
Werner  Samson,  M.D. 

University  of  Washington 
School  of  Medicine; 
Washington/ Alaska 
Regional  Medical 
Program 

University  Hospital, 
Seattle,  Washington 

Physicians 

r' 

1 

1 

New  Concepts  in  R.  C.  Davidson,  M.D.; 

Gastrointestinal  DiseasesL.  Frederick  Fenster,  M.D.; 
(Circuit  Course)  Charles  E.  Pope,  II,  M.D,; 

Cyrus  E.  Rubin,  M.D.; 

John  K.  Stevenson,  M,D. 


Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 


May  5 course: 

St.  Mary’s  Hospital, 

Walla  Walla,  Washington 
May  6 course: 

University  of  Washington 
Graduate  Center, 
Tri-Cities,  Washington 
May  7 course: 

Yakima  Valley  Memorial 
Hospital,  Yakima 
May  8 course: 

Cascade 

Natural  Gas  Auditorium 
Wenatchee.  Washington 


General 

Practitioners 


Chronic  Renal  George  A.  Porter,  M.D.  (Moderator)  University  of  Oregon  Medi-  Sacred  Heart  Hospital,  Physicians 

Disease  cal  School,  Circuit  Course  Eugene,  Oregon  OAGP  Credit 

Program:  Oregon  Regional  4>/2  hours 

Medical  Program 


Bedside  Approach  to  Richard  R.  Paton,  M.D.,  Chm.  Division  of  Continuing  The  Mason  Clinic,  General 

Fluid  and  Electrolyte  Medical  Education,  Seattle  Practitioners, 

Disorders  Virginia  Mason  Specialists 

Medical  Center 


Trauma  of  the  Hip 

E.  G.  Chuinard,  M.D.; 

A.  S.  McConkey,  M.D.; 

James  W.  Brooke,  M.D.; 
Anthoney  J.  Bianco,  Jr.,  M.D.; 
James  R.  Degge,  M.D.; 

Stanley  L.  James,  M.D. 

Sacred  Heart 
General  Hospital, 
Division  of  Continuing 
Medical  Education 

Sacred  Heart 
General  Hospital, 
Auditorium,  1200  Alder  St., 
Eugene,  Oregon  97401 

General 
Practitioners, 
Pediatricians, 
Surgeons, 
Orthopedic 
Surgeons, 
AAGP  Credit 
6 hours 

Inv 

Ho< 

oluntary 

uptalizations 

William  O.  Robertson,  M.D., 
Moderator 

Washington  State 
Medical  Association; 
Washington/Alaska  Re- 
gional Medical  Program; 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham; 

KUOW-FM  (94.9  me)  Seattle; 
KEWC-FM  (89.9  me) 
Spokane; 

KIT-FM  (94.5  me)  Yakima 

Physicians 
and  allied 
health  personnel 

3^ 

Venereal  Disease 

William  O.  Robertson,  M.D,, 
Moderator 

Washington  State 
Medical  Association; 
Washington/Alaska  Re- 
gional Medical  Program; 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham; 

KUOW-FM  (94.9  me)  Seattle; 
KEWC-FM  (89.9  me) 
Spokane; 

KIT-FM  (94.5  me)  Yakima 

Physicians  ' 

and  allied 
health  personnel 

Ch 

ronic  Bronchitis 

William  O.  Robertson,  M.D., 
Moderator 

Washington  State 
Medical  Association; 
Washington/Alaska  Re- 
gional Medical  Program; 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  me) 
Bellingham; 

KUOW-FM  (94.9  me)  Seattle; 
KEWC-FM  (89.9  me) 
Spokane; 

KIT-FM  (94.5  me)  Yakima 

Physicians 
and  allied 
health  personnel 

0^ 

Congential  Heart 
Disease 

William  O.  Robertson,  M.D., 
Moderator 

Washington  State 
Medical  Association; 
Washington/Alaska  Re- 
gional Medical  Program; 
University  of  Washington 
School  of  Medicine 

KERI-FM  (104.3  mc) 
Bellingham; 

KUOW-FM  (94.9  mc)  Seattle; 
KEWC-FM  (89.9  mc) 
Spokane; 

KIT-FM  (94.5  mc)  Yakima 

Physicians 
and  allied 
health  personnel 

To 

be  announced 

Washington/Alaska  Re- 
gional Medical  Program 

Channels  9.  Seattle; 

7,  Spokane;  47,  Yakima; 
10,  Pullman 

Physicians 
and  allied 
health  personnel 

0 

Ancillary  Methods  in 
the  Diagnosis  of  Stroke 
(Part  I of  III) 

E.  D.  Brockenbrough,  M.D.; 
G.  Frank,  M.D.; 

A.  B.  Harris,  M.D.; 

W.  A.  Kelly,  M D.; 

J W.  Loop,  M.D.; 

G.  A,  Ojemann,  M.D. 

Sponsored  and  produced  by 
the  Washington/Alaska  Re- 
gional Medical  Program 

Channels  9,  Seattle; 

7,  Spokane;  47,  Yakima; 
10,  Pullman 

Physicians 
and  allied 
health  personnel 

1 
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ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be  individually 
arranged 

To  be  individually  arranged 

No  fee 

Prostgraduate  Preceptorship 
Project,  Washington/ Alaska 
Regional  Medical  Program, 

530  University  District  Building, 
Seattle  98105 

Unspecified 

Three  days 

May  1-3 

May  1,  Registration: 
7:00  p.m. 

May  2,  Session: 

9:00  a.m.  - 5:00  p.m. 
May  3,  Session: 

9:00  a.m.  - 12:00  p.m. 

To  be 
determined 

Robert  S,  Miller,  M.D., 

3392  S,W.  Fairmont  Boulevard, 
Portland,  Oregon  97201 

20 

Five  days 

May  4-8 

$50 

Pre-registration  required. 
Contact  Stephen  Yarnall,  M.D., 
Assistant  Professor,  Cardiology, 
103  Health  Sciences  Annex  2, 
University  of  Washington 
School  of  Medicine  98105 

One 

afternoon 

May  5,  1.30  p.m. 
May  6,  1:30  p.m. 
May  7,  1:30  p.m. 
May  8,  1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

One  afternoon 

May  6,  1:30  p.m.  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

25 

Three  days 

May  7-9 

$35 

Division  of  Continuing 
Medical  Education, 

Virginia  Mason 
Medical  Center, 

1111  Terry  Ave.,  Seattle  98101 

One  day 

May  12,  1970. 

8:30  a.m.  - 5:00  p.m. 

None 

Mrs.  Marlene  Boynton, 

Sacred  Heart  General  Hospital 
1200  Alder  Street, 

Eugene,  Oregon  97401 

One-half  hour 

April  7,  12:30  p.m. -1:00  p.m 

Call  toll-free  during  program, 
KUOW-FM,  Seattle,  206-543-2710 

One-half  hour 

April  14,  12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle,  206-543-2710 

One-half  hour 

April  21,  12:30  p.m,  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle,  206-543-2710 

One-half  hour 

April  28,  12:30  p.m.  - 1:00  p.m. 

Call  toll-free  during  program, 
KUOW-FM,  Seattle,  206-543-2710 

25  minutes 

April  7,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and  close 
of  broadcast  day  between 
9:30  and  10:30  p.m. 

25  minutes 

April  14,  7:35  a.m.;  repeat 
programs  at  8:05  a.m.  and  close 
of  broadcast  day  between 

9:30  and  10:30  p.m. 
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LASTA-MEDIC 


lUINCY  SPECIALTIES 


cherer  delivers! 


T* 

Ufc 


AYLOR  INSTRUMENTS 


TECH 
'^^^OLLRATH 

-ALLYN 

:-RAY  FILM 

^LLEN  INSTRUMENTS 
,YLON 


The  Northwest’s  newest  house.  The  items. 
More  sizes.  SCHERER  is  your  largest  single 
source  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing. 

SCHERER  is  long  on  speed,  service,  stock; 
short  on  “sorry”  or  “lemme’  see.”  Now 
serving  all  of  Oregon,  Washington,  Idaho, 
Northern  California— and  proud  to  be! 

Be  sure.  Call  SCHERER. 

‘Formerly  Doctor’s  Supply  Company 


SCHERER  COMPANY  Medical  and  Scientific  Supplies 

5714  N.E.  Hassalo  • Portland,  Oregon  97213  • (503)  282-2295 


A Bergen  Brunswig  Company 


Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Good  taste  = patient  acceptance 
Relieves  GJ.gas  distress* 
Non-constipating 


*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  AHos  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
dote  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accomponies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry.  Administrator.  Forks  Community 
Hospital.  Forks.  Wa.,  98331.  Phone  374-6271. 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D., 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  Or  eligible. 
95  man  clinic  of  specialists  associated  with  250-bed  hospital, 
10  man  department.  Starting  income  $22,800  to  $24,000 
per  annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST-The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000.  Norman  W.  Frink.  M.D.,  The  Perma- 
nente Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


UROLOGIST— Th®  100  physician  Permanente  Clinic  seeks 
a board  certified  or  board  eligible  urologist.  Starting  in- 
come $30,000.  Partnership  aftcT  two  years  if  mutually 
satisfactory.  Fringe  benefits.  Luis  Halpert,  M.D.,  Chief 
of  Urology,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


GENERAL  PRACTITIONER  NEEDED— Excellent  opportunity 
for  two  general  practitioners  to  develop  rewarding  prac- 
tices in  an  expanding  progressive  community  of  6,000 
servicing  a population  of  14,000.  Several  types  of  group 
association  and  off  time  coverage  available.  Located  in 
the  heart  of  beautiful  Puget  Sound  country.  Mild  year 
round  climate  offers  best  in  hunting,  fishing,  boating, 
water  sports,  snow  skiing  and  mountain  climbing.  Cur- 
rently 6 physicians  greatly  overloaded.  New  2’,2  million 
dollar  56-bed  general  hospital  opened  October  1968.  Sub- 
stantial income  supplement  including  first  year  guarantee 
plus  other  assistance  designed  to  ease  transition,  available 
to  selected  physicians.  Reply  in  confidence  to  J.  B.  Stentz, 
Shelton  General  Hospital  Foundation,  P.O.  Box  444,  Shel- 
ton, Wa.  98584. 


PHYSICIAN  FOR  STUDENT  HEALTH  SERVICE— Central  Wash- 
ington State  College,  Ellensburg.  Temporary  or  perma- 
nent. Call  Dr.  Behrman.  (509)  963-1881,  collect. 


GP  WITH  SURGICAL  EXPERIENCE  NEEDED— Why  battle  the 
smog,  fog,  traffic  and  urban  problems  when  you  can  live 
and  practice  in  a modern  well  equipped  clinic  with  a 
modern  new  hospital  asociated  with  it  and  congenial  cir- 
cumstances. The  benefits  are  excellent.  Higher  salary 
than  average  with  opportunity  for  partnership.  Keough 
Pian,  automobile  insurance.  Two  week  ends  off  in  three, 
on  call  every  third  night.  Your  children  may  go  to  an 
excellent  school.  Please  call  collect  (206)  496-5145,  or 
write  Brandt  Bede,  M.D.,  or  J.  Arnold  Wark,  M.D.,  Mor- 
ton Medical  Center,  Box  128,  Morton,  Wa.  98356. 


GP,  INTERNIST,  OB-GYN,  PEDIATRICIAN— Wanted  to  associate 
with  established  M.D.,  in  Med-Dental  Center.  Service  area 
of  20.000  now.  Rapidly  growing  community  20  miles  east 
of  Seattle.  Write  Box  1-B,  Northwest  Medicine,  500  Wall 
St.,  Seattle.  Wa.  98121. 


GP  AND  INTERNIST— Desired  to  associate  with  a six-man 
group  in  Bremerton,  Wash.  Unlimited  opportunities  in 
medical  and  cardiac  work.  Wonderful  water  and  boating 
area.  Waterfront  homes  easily  available.  Salary  nego- 
tiable with  partnership  to  follow  if  both  parties  agreeable. 
Write  Box  2-B,  Northwest  Medicine,  500  Wall  St.,  Seattle. 
Wa.  98121. 


GENERAL  PRACTITIONER  NEEDED— Excellent  opportunity  for 
GP.  Progressive  community,  population  1,600  with  drawing 
area  of  6,000.  Fully  accredited  34-bed  hospital,  state  and 
national  boards,  operated  by  Dominican  Sisters.  Excellent 
hunting,  fishing,  swimming,  boating  and  skiing.  Close 
to  metropolitan  medical  center.  For  further  information 
write  Mr.  R.  F.  Herda,  Box  107,  Chewelah,  Wa.  99109. 


OPPORTUNITY  FOR  GENERAL  PRACTITIONER  - In  multi- 
specialty building.  Each  physician  in  private  practice  with 
shared  overhead.  Full  x-ray  laboratory  and  other  diagnos- 
tic equipment  plus  convenient  consultations  make  this  an 
ideal  location  for  a conscientious  physician.  Hospital  20 
blocks  away  and  practice  can  be  limited  to  immediate  area 
and  one  hospital.  Please  contact  David  M.  Gimlet,  M.D., 
10011  Gravelly  Lake  Drive  S.W.,  Tacoma,  Wa.  98499. 
(206)  JU  8-4433. 


LONG  ESTABLISHED  EENT  PRACTICE— And  equipment  for  sale 
in  a fast  growing  college  town.  Population  9,000  to  10,000, 
in  the  Willamette  Valley.  Town  has  2 hospitals,  2 active 
country  clubs,  fine  schools,  10  churches.  Within  a radius 
of  50  miles  of  the  Capitol  City,  Portland  and  Pacific  Ocean. 
An  opportunity  to  be  associated  in  a group  if  the  right 
man  applies.  Include  credentials  with  first  reply.  A.  G. 
Noble,  M.D.,  Rt.  1,  Bx.  6,  McMinnville,  Ore.  97128. 


SITUATION  WANTED 


RADIOLOGIST— University  trained  in  diagnosis,  therapy  and 
isotopes.  Certified  1963.  Previous  experience  in  general 
practice.  Two  years  military  service.  Available  April  1970. 
Write  Box  3-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


VACATION  IN  HAWAII 


ONE  BEDROOM  TOWNHOUSE— in  Lahaina,  Maui,  Hawaii. 
Rent  $125  per  week  for  2;  $150  for  4.  1 mile  of  beach, 
2 swimming  pools,  club  house.  Available  April  5.  Minimum 
stay  1 week.  A.  E.  Sola,  M.D.,  EM  3-1616,  340  Northgate 
Medical  Bldg,,  Seattle,  Wa.  98125. 


OFFICE  SPACE 


OFFICE  SPACE— of  1,850  sq.  ft.  available,  ground  level.  New 
medical  duplex,  in  attractive  location  of  S.  Renton  area. 
Close  to  New  Valley  General  Hospital.  PA  5-6263. 

OFFICE  FOR  RENT Attractive  Medical-Dental  Building  lo- 

cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
11th,  East  Wenatchee',  Wa.  98801. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-FuUy  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick.  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 
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OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St..  Seattle,  Wa.,  98121. 


OFFICE  SPACE  AVAILABLE-In  Med-Dental  Center,  Red- 
mond, Wa.  Interior  will  be  finished  to  suit  tennant.  Serv- 
ice area  20,000,  increasing  rapidly.  Contact  Mr.  Gordon 
Fitzgerald.  8359-164th  N.E.,  Redmond.  Wa.  98052. 


PROFESSIONAL  OFFICES  FULLY  SERVICED-Aurora  Village 
Medical  Center,  1151  N.  200th.  From  $5.00  per  sq.  ft.  Henry 
Broderick  Inc.,  Rod  Bindon,  (206)  MA  2-4350. 


EQUIPMENT 


WANTED  GOOD  USED  MEDICAL  EQUIPMENT-Call  VI  2-4721, 
Winslow,  Wa. 


REAL  ESTATE 


HORSES  AND  PRIVACY— About  6V2  acres.  $25,000.  Located 
in  Wellington  Heights — near  Wellington  Hills  Golf  Club — 
Woodinville.  For  details  call  Mr.  C.  M.  Pearce,  LA  4-4807 
Seattle. 


LAKE  WASHINGTON  SANDY  BEACH-U7  ft.  prime  level 
lake  front.  Modern  solid  brick  home.  Dock,  boat  house, 
guest  house.  Your  own  private  one-acre  estate.  VA  2-8175, 
Kirkland,  eve.  or  week  ends. 


Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  ancd 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


I ARCH  LABORATORIES 

I 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


ROBERT  L.  VAN  CITERS,  M.D, 


Von  enters  New  Dean  at  UWSM 

The  University  of  Washington  Board  of  Regents 
has  appointed  Robert  L.  Van  Citters  as  Dean  of 
the  School  of  Medicine,  Chairman  of  the  Board  of 
Health  Sciences,  and  Professor  of  Physiology  and 
Biophysics  and  of  Medicine.  Dr.  Van  Citters,  43, 
has  been  Associate  Dean  for  Research  and  Graduate 
Programs  since  1968. 

The  new  appointment  was  effective  February  16. 
Dr.  Van  Citters  succeeds  August  G.  Swanson,  who 


has  been  Acting  Dean  since  the  resignation  of  John 
Hogness  in  September. 

Dr.  Van  Citters  received  his  bachelor’s  degree 
and  his  M.D.  from  the  University  of  Kansas.  He 
completed  his  training  in  internal  medicine  and 
cardiology  there.  He  came  to  the  University  of 
W'ashington  in  1958  as  a research  fellow  in  the 
cardiovascular  training  program.  In  1962  he  was 
associated  with  the  Scripps  Clinic  in  La  Jolla,  and 
was  an  exchange  scientist  under  the  Joint  U.S.- 
U.S.S.R.  Scientific  Exchange  agreement. 

In  1963  he  was  named  to  the  Robert  L.  King 
professorship  of  Cardiovascular  Research,  sponsored 
by  the  Washington  State  Heart  Association.  In  1968 
he  resigned  this  post  to  take  the  assignment  as 
associate  dean. 

Dr.  Van  Citters  has  served  on  the  task  force  for 
developing  an  artificial  heart  sponsored  by  the  Na- 
tional Institute  of  Health.  Following  a recent  con- 
sultation with  the  National  Institute  of  Cardio- 
vascular Diseases  in  Pakistan,  he  received  the  Theo- 
dore and  Susan  B.  Cummings  Humanitarian  Award 
of  the  American  College  of  Cardiology,  at  its  annual 
meeting  in  New  Orleans.  He  has  been  a member 
of  the  University’s  Bioengineering  Council,  scholar- 
ship committee,  cardiovascular  training  and  medical 
school  admissions  committees.  Other  assignments 
include  the  affiliated  hospitals  and  career  coordi- 
nating committees. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


AMA  Clinical — Nov.  29-Dec.  2,  1970, 

Boston;  Dec.  1-4,  1974,  Portland, 
Ore. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Northwest  Rheumatism  Society — Inter- 
im Clinical  Meeting,  Sun  River 
Lodge,  Sun  River,  Oregon,  May  8, 
1970.  Annual  Meeting,  Bay  Shore 
Inn,  Vancouver,  B.C.,  Sept.  25-26, 
1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 


Pacific  Northwest  Radiological  Society, 
Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  .Allergy  Society — .Annual 
Meeting,  Nov.  19-21,  1970,  Del 

Webb’s  Towne  House,  Phoenix, 
Ariz. 

Pres.,  Walter  R.MacLaren.  Pasadena 
Sec.,  Alvin  D.  Wert.  Portland 


Idaho  Academy  of  General  Practice, 
Annual  Meeting,  May  1-2,  1970, 

North  Shore  Motel,  Coeur  d’Alene. 
Pres.,  Fred  E.  Marienau,  Moscow 


OREGON 


Academy  of  General  Practice,  May  6- 
7-8,  1970,  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 
Pres.,  Laurel  G.  Case,  Portland 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov. 

Pres.,  Richard  A.  Hodgson,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting  April  1970. 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 


Oregon  Pathologists  Association  (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each 
meeting  announced  prior  to  meet- 
ing. 

Pres.,  Jacqueline  Pettet.  Eugene 
Sec.,  David  Brown,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October-April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler.  Portland 

Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.,  Jan., 
through  May).  Heathman,  Portland. 
Pres.,  John  Cockrell,  Portland 
Sec.,  Enrique  deCastro,  Portland 

Oregon  Society  of  Allergy — Northwest 
Allergy  Forum,  May  22-23,  1970, 

Alderbrook  Inn,  Union,  W'ashington. 
Annual  Meeting,  October,  1970, 
Portland. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  May,  June, 
Aug.,  Sept.)  Portland.  May  1-3, 
Salishan  Lodge,  Oregon.  Sept.  25,  26, 
Village  Green,  Ore. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society — Quarterly 
5Ieetings,  Congress  Hotel,  Portland. 

Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres.,  Daniel  Billmeyer,  Oregon 
City 

Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May,  - Sept.-Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 

Portland  Surgical  Society — 4th  Tues. 
(Sept.-5Iay).  Annual  Meeting  May 
15-16,  1970. 

Pres.,  William  W.  Krippaehne,  Port- 
land 

Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 

King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.)  Annual  Meeting,  May 
25,  1970. 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 

Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Se- 
attle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Pan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Pres.,  Rick  L.  Johnson,  Seattle 
Sec.,  James  E.  Stroh,  Jr.,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept. 
11,  12,  1970,  Washington  Athletic 
Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 


Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 
Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  Macdonald,  Seattle 


Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Annual  Meeting,  April  4,  1970. 
Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medi- 
cine—4th  Tues.  Ceceanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  S u r g ic  a 1 Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970. 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  Academy  of  General  Prac- 
tice— Annual  Scientific  Assembly, 
May  14-16,  1970,  Cascadian  Hotel, 
Wenatchee. 

Pres..  Richard  H.  Ganz.  Spokane 
Sec.-Treas.,  William  A.  Ehlers. 
Lacey 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres..  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Wahington  State  Society  of  Allergy- 
Northwest  Allergy  Forum,  May  22- 
23,  1970,  Alderbrook  Inn,  Hoods 

Canal. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anesthe- 
siologists— Quarterly,  Seattle. 

Pres..  J.  Porter,  Seattle 

Sec.,  Donald  P.  Schumacher,  Seattle 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  ihe 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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Eoch  tablet  contains  ethynodiol  diacetate  t mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 


Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  It  examination  reveals  papilledema  or  retinal 
vascular  lesions,  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it 
is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contracep- 
tive regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule 
the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first 
missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  froction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing-infant  cannot 
be  determined  at  this  time. 


Actions— Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  lutenizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat 
lower  than  that  of  the  combination  products.  Both  types  provide  almost 
completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  is  indicated  for  oral  contraception. 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected  carcinoma  of  the 
breast,  known  or  suspected  estrogen-dependent  neoplasia,  and  undiag- 
nosed abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur 
or  be  suspected  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in 
Great  Britain  and  studies  of  morbidity  in  the  United 
States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism 
and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'-^  leading  to  this 
conclusion,  and  one*  in  this  country.  The  estimate 
of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  DoIR  was  about  sevenfold,  while 
Sartwell  and  associates  in  the  United  States  found 
relative  risk  of  4 4.  meaning  that  the  users  are  sev- 
eral times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and 
that  it  was  not  enhanced  by  long-continued  admin- 
istration. The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However, 
the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential 
products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable.  Retrospec- 
tive studies  in  Great  Britain  have  shown  a statistically 
significant  association  between  cerebral  thrombosis  and 
embolism  and  the  use  of  oral  contraceptives. 

This  has  not  been  confirmed  in  the  United  States. 


Ill 
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Precautions- The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  includ- 
ing a Papanicolaou  smear  since  estrogens  have  been  known  to  produce 
tumors,  some  of  them  malignant,  in  five  species  of  subprimate  animals. 
Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  Ovulen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking 
Ovulen,  it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  2 months.  Under  the  influence  of  progestogen-estrogen  prep- 
arations preexisting  uterine  fibromyomas  may  increase  in  size.  Because 
these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthma, 
cardiac  or  renal  dysfunction,  require  careful  observation.  In  breakthrough 
bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunc- 
tional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per 
vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose 
tolerance  has  been  observed  in  a significant  percentage  of  patients  on 
oral  contraceptives.  The  mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  Ovulen  may  mask  the  onset  of  the  climac- 
teric. The  pathologist  should  be  advised  of  Ovulen  therapy  when  relevant 
specimens  are  submitted.  Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives 

—A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis 
and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiv- 
ing oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding,  spot- 
ting, change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement 
and  secretion),  change  in  weight  (increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation  when 
given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash  (al- 
lergic), rise  in  blood  pressure  in  susceptible  individuals  and  mental  de- 
pression. 

Although  the  following  adverse  reactions  have  been  reported  in  users 
of  oral  contraceptives,  an  association  has  been  neither  confirmed  nor 
refuted:  anovulation  post  treatment,  premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  ery- 
thema multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

following  laboratory  results  may  be  altered  by 

■ ' the  use  of  oral  contraceptives:  hepatic  function:  In- 
creased sulfobromophthalein  retention  and  other  tests; 

coagulation  tests:  increase  in  prothrombin  factors  VII, 
VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in 
T>  uptake  values;  metyrapone  test  and  pregnanediol 
determination. 

1.  Royal  College  of  General  Practitioners:  Oral  Contra- 
ception and  Thromboembolic  Disease,  J.  Coll.  Gen. 
Pract.  73:267-279  (May)  1967. 

2.  Inman.  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of 
Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age, 
Brit.  Med.  J,  2:193-199  (April  27)  1968. 

3.  Vessey.  M.  P,,  and  Doll,  R.:  Investigation  of  Rela- 
tion Between  Use  of  Oral  Contraceptives  and  Throm- 
boembolic Disease.  A Further  Report,  Brit.  Med.  J. 
2:651-657  (June  14)  1969. 

4.  American  Journal  of  Epidemiology  (to  be  published). 
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psychic  tension 
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series  and  complete 
examination  normal 

(persistent  indigestion) 


Valium’ 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 
t.i.d.  and  h.s. 

for  relief  of  psychic 
tension  and  resultant 
somatic  symptoms 
within  the  first  day 
for  some  patients 

Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or 
agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete 
mental  alertness.  When  used  ad- 
junctively  in  convulsive  disorders. 


possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance. 

Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lac- 
tation or  women  of  childbearing  age, 
weigh  potential  benefit  against  pos- 
sible hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  de- 
pressed, or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to 


smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 
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Tepanir  Ten-talf 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotlon  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotively  low  Incidence.  As  Is  chorocterlstic  of  sympathomimetic  agents,  it  moy 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epile* 
on  Increase  In  convulsive  episodes  has  been  reported.  Sympothomimetic  co 
vascular  effecfs  reported  include  ones  such  os  tochycardlo,  precordlol  ! '' 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  riP 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  ofter  Ingesth, 
diethylpropion  hydrochloride;  this  was  on  isoloted  experience,  which  has  not  P 
reported  by  others.  Allergic  phenamena  reported  include  such  conditions  os 
urticorio,  ecchymosis,  ond  erythema.  GasIroinlesHnal  effecfs  such  as  dior 
constipation,  nausea,  vomiting,  ond  abdominal  discomfort  have  been  repo  : 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  me ) 
depression,  ogranulocytosls,  and  leukopenia.  A variety  of  miscellaneous  ad  = 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  o 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decree 
libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets.-  One  75  mg.  tie 
daily,  swallowed  whole.  In  mldmornlng  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  et 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  toblet  may  be  glv^ 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  1^ 
recommended.  t-oo«a  / 1/70  / u.s.  7»t£nt  no.  s.o  »' 
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HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 


s 


HYNSON, 
WESTCOTT  & 
DUNNING,  INC 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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The  pain 
of  arthritis 


relieved  wHh 

MEASURIN  q.  8h.  dosage 

Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


-RREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage;  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available;  Bottles  of  12,  36  and  60  tablets. 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


Some  people  can  take  stress  in  their  stride. 
They’ll  probably  never  need  Adipex. 

iBut  for  those  who  are  less  able  to  cope 
with  tension  and  anxiety,  a temporary 
build-up  of  mental  and  emotional  pressures 
often  rebounds  in  the  stomach. 

Adipex  is  ideal  short-term  therapy 
for  these  patients.  It  helps  to  control 
tension-induced  GI  spasm  while  it  relieves 
the  underlying  anxiety-depression. 

When  she’s  not  sure  she  can  get  through 
another  week,  Adipex  may  help  her  get 
through  the  day. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects:  Insomnia  and  excitability 
occur  infrequently  and  usually  respond  to  decrease 
in  dosage.  Other  side  effects  include  central 
excitatory  symptoms  such  as  restlessness, 
increased  reflexes  and  irritability  or  cardiovascular 
reactions  such  as  alterations  in  blood  pressure, 
chilliness,  sweating,  anginal  pain 
and  arrhythmias. 

Precautions:  Discontinue  use  if 
rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary  or 
cardiovascular  disease,  hypertension, 
hyperthyroidism,  hyperexcitable  or 
psychotic  states,  increased 
intraocular  pressure  or  glaucoma, 
or  sensitivity,  idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied:  Bottles 
of  100  and  1000 
tablets  or  capsules. 

Caution:  Federal 
law  prohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med“ 


Each  tablet  or  capsule  contains: 
Methamphetamine 
hydrochloride  10  mg. 

Amobarbital  50  mg. 

(Warning:'  May  be  habit  forming) 
Homatropine 
methylbromide  7.5  mg. 
Ty-Med®is  the  Lemmon  brand 
of  timed-release  medication. 


Please  send  me  a trial  supply  of  Adipex  Ty-Med® 
tablets. 


Name. 
Street. 
City  — 


-M.D. 


-State- 


-Zip- 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  ore  published  os 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Laboratory  Advertising 

Bellingham,  Washington 

Editor,  NORTHWEST  MEDICINE; 

I appreciate  very  much  your  note  with  regard 
to  the  Upjohn  ad.  It  has  been  long  recognized 
that  physicians  like  anybody  else  in  our  society 
will  do  most  anything  for  a buck  and  while  it  is 
appreciated  that  there  may  be  philosophical  differ- 
ence with  regard  to  the  laboratory  problem,  it  is 
my  conviction  that  personal  economics  should  not 
be  the  prime  motivating  factor  in  what  we  do. 

The  code  of  medical  ethics  exerts  restraint  of 
trade  on  my  ability  to  advertise  my  services.  I be- 
lieve that  this  is  as  it  should  be.  Nevertheless,  it 
does  disturb  me  to  see  a segment  of  our  profession 
sold  out  to  the  commercial  market  for  economic 
expediency  under  questionable  and  debatable  legal 
excuses  without  careful  investigation  of  the  occult 
effects  on  health  care  such  activities  may  produce. 

Admittedly,  the  laboratory  problem  is  a product 
of  poor  professional  leadership  by  specialists  in 
laboratory  medicine,  hospital  administrators  and 
clinicians,  but  mail-order  laboratory  programs  could 
price  acute  or  emergency  services  out  of  sight,  par- 
ticularly in  remote  areas.  The  problem  is  already 
acute  in  peripheral  areas  in  the  state  and  undoubt- 
edly will  get  worse  before  it  improves.  The  differ- 
ential in  quality  care  in  remote  areas  and  in  central 
urban  areas  will  become  more  disparate  than  at 
present  unless  local  or  regional  programs  are  sup- 
ported by  those  who  demand  the  service.  The 
advantages  of  automation  and  other  technological 
developments  can  be  provided  in  local  communities 
if  providers  of  health  services  are  content  to  profit 
only  on  services  which  they  provide  and  if  consumers 
demand  local  programs  and  pooling  of  services  with 
the  elimination  of  duplication  so  that  economies  can 
be  realized  and  remain  competitive  with  more  urban 
areas. 

We  have  experienced  little  deleterious  effect  in 
our  region  from  mail  order  laboratories,  not  that 
our  program  could  not  be  improved  or  developed 
at  a faster  rate  than  has  been  done.  Local  forces 
have  been  more  significant  in  retarding  this  type 
of  development  than  those  elsewhere  so  that  the 
advertising  by  Upjohn  or  Biochemical  Procedures 
does  not  concern  me  personally  as  much  as  do  some 


of  the  activities  of  some  of  our  colleagues  and  other 
health  providers  and  consumers  in  promoting  dupli- 
cation and  inefficiencies  in  utilization  of  local  re- 
sources. Perhaps  Comprehensive  Health  Planning 
will  have  some  impact  on  these  problems,  but  it 
will  take  considerable  public  education  and  con- 
sumer pressure  to  effect  this.  If  local  organizations 
such  as  Comprehensive  Health  Planning  Councils 
cannot  do  this,  it  is  apparent  that  the  Federal  Gov- 
ernment is  ready  and  willing  to  make  the  effort. 
We  should  not  be  so  naive  as  to  think  they  can  do 
the  job  without  considerable  stress  and  strain  on 
the  system  and  quality  of  service  and  with  probable 
resultant  deleterious  effect  on  recruitment  of  capable 
providers  to  the  system. 

Sincerely  yours, 

ROBERT  P.  GIBB,  M.D. 

Prior  to  January,  1955,  this  journal  accepted  ad- 
vertising from  several  local  laboratories.  This  policy 
was  changed  at  the  1955  meeting  of  the  Board  of 
Trustees,  to  eliminate  advertising  from  lay  labora- 
tories. There  has  never  been  any  objection  to  adver- 
tising of  laboratories  operated  by  physicians.  If 
any  pathologist  wishes  to  submit  advertising,  his 
copy  will  be  reviewed  and  undoubtedly  accepted. 
Advent  of  large  laboratories,  using  automated  equip- 
ment and  offering  reduced  prices  has  introduced  a 
new  factor.  Evil  effect  of  such  a system  does  not 
lie  in  the  principle  of  automation  or  in  corporate 
operation  and  management.  It  lies  squarely  at  the 
door  of  the  physician  who  takes  advantage  of  re- 
duced rates  but  does  not  pass  savings  on  to  his 
patients.  Ed. 

Starvafion,  Japanese  Industry^ 

Our  Pesticide  Problem 

Pasco,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I lost  my  voting  card  on  your  survey  of  population 
increases  leading  to  starvation.  I hope  this  note  will 
substitute. 

I heartily  commend  your  interest  in  this  and  other 
environmental  problems.  Keep  up  the  good  work! 
Physicians  should  be  biologists  and  ecologists  and 
take  a lively  interest  in  environmental  problems. 

My  vote  is  a strong  no  to  your  proposed  question. 
My  reasons  are  given  in  a beautiful  article  in  the 
last  Scientific  American  on  Japan.  I commend  this 
article  for  your  consideration  and  your  readers. 

It  is  now  certain  that  in  30  years  Japan  with  no 
land  mass  or  resources  to  speak  of  will  be  the 
world’s  most  affluent  society. 

No  resources  but  ingenuity,  hard  work,  intelli- 
gence, a spirit  of  working  together,  etc.  In  other 
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words  certain  qualities  and  motivations  out  of  date 
in  this  country.  The  lesson  is  obvious. 

May  I request  a favor?  I feel  we  should  have  a 
full  re-evaluation  of  the  pesticide  and  DDT  problem 
from  a medical  point  of  view  and  perhaps  you 
could  help  us.  We  have  been  sold  a bill  of  goods, 
(I  feel)  by  a high  pressure  pesticide  and  agriculture 
industry  that  pesticide  residues  in  our  foods  are 
necessary.  I think  the  bird  is  a good  test  animal 
and  I am  on  the  point  of  advising  my  patients  that 
what  poisons  birds  poisons  them.  Certainly  the 
recent  bird  kill-oflF  is  a more  sound  scientific  experi- 
ment than  drawing  conclusions  from  drugs  and  rats 
in  toxicology  studies.  This  is  one  environmental 
issue  we  must  know  more  about.  Recent  laws  do 
nothing  to  help. 

Sincerely, 

GLEN  V.  AXFORD,  M.D. 


Error  Noted  by  a Careful  Reader 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

There  are  several  apparent  contradictions  in  your 


report  “Status  of  the  Sulfas”— page  104— Northwest 
Medicine,  Feb.  1970. 

Paragraph  2 says  twice  that  the  sulfas  are  not 
effective  against  influenza  meningitis.  Paragraph  3 
says  they  are  effective.  Both  paragraphs  specify 
using  the  drug  in  conjunction  with  streptomycin. 

Paragraph  3 says  sulfas  are  effective  in  urinary 
tract  infections  due  to  Staph  aureus,  whereas  para- 
graph 4 says  sulfas  are  possibly  effective  especially 
S.  aureus,  except  in  urinary  tract  infections.  Both 
instances  specify  uncomplicated  cases. 

Sincerely, 

O.  WILLIAM  ANDERSON,  M.D. 

Dr.  Anderson  reads  carefully.  The  usual  and 
customary  difficulty  in  understanding  government 
bureaucracratese  was  compounded  by  failure  to  copy 
accurately.  The  FDA  statement,  published  in  The 
Federal  Register,  June  17,  1969,  was,  “There  is  a 
lack  of  substantial  evidence  of  effectiveness  of  these 
drugs  for  ..  . all  meningitides,  except  meningococcal 
infections  and  H.  Influenzae  meningitis  as  adjunctive 
therapy.  . . .” 

Our  failure  to  copy  the  word  except  was  cause 
of  the  confusion  noted  by  Dr.  Anderson.  Ed. 
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Picture  of 
torticollis 


treated  with 


Parafon  Forte 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLij 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, ’’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions'-^... but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions 
Exercise  caution  in  patients  with  known  allergies  or  history  oilj 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug  ! 
gestive  of  liver  dysfunction  are  observed,  the  drug  should  bcfl 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness  ! 
lightheadedness,  malaise,  overstimulation  or  gastrointestina  . ' 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes  ! 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic|| 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos  \ 
siblyhave  been  associated  with  gastrointestinal  bleeding.  Whih), 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod  il 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicity  i| 
in  approximately  eighteen  patients,  it  was  not  possible  to  stat(|'t 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adul 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets  v, 
imprinted  “McNEIL”  — bottles  of  100.  I 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.;  Fed.  Proc.  7.4:316,  195f  j 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera  ** 
peutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler,  C ( 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surf 

( McNEll ) 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


Forster,  S.,  et  al.:  Amei 
5,  1960.  5.  Friend,  D.  G-  j 
. Ther.  5:871,  1964.  i 

*U.S.  PATENT  NO.  2.895.8’^  , I 


NOTES 


Students  at  the  University  of  Illinois  College  of  Medi- 
cine practice  on  patients  simulated  by  computer.  Charac- 
teristics of  a disease  are  brought  out  and  the  patient 
image  created  includes  individual  personality.  The 
student  asks  questions,  orders  laboratory  reports  and 
requests  consultation.  The  computer  answers.  It's  even 
so  realistic  that  when  the  prescribed  treatment  does  not 
produce  a change  in  symptoms  the  machine  advises  the 
student  that  the  patient  is  looking  for  another  doctor. 

An  elderly  physician,  whose  patients  had  grown  old  with 
him,  was  described  in  a recent  issue  of  Guy's  Hospital 
Gazette.  When  asked  what  he  did  with  his  proctoscope 
he  replied  that  he  used  it  for  looking  up  old  friends. 

A new  lead  on  travellers'  diarrhea  is  discussed  in  the 
January  4 issue  of  The  Medical  Journal  of  Australia.  Based 
on  an  original  article  in  Lancet  the  comment  suggests 
that  one  gets  accustomed  to  the  strain  of  Escherichia  coli 
present  in  his  own  region  but  succumbs  to  strains  prevalent 
in  another.  The  study  involved  identification  of  239 
strains  of  E.  coli. 

Futility  of  heart  transplants  has  now  been  exposed 
by  reports  of  the  life  of  Dr.  Philip  Blaiberg  after  his 
operation.  More  than  half  of  his  time  was  spent  in  the 
hospital  or  in  bed  at  home.  He  took  enormous  numbers  of 
pills  and  his  glowing  public  appearances  were  staged 
performances,  at  the  cost  of  exhaustion  afterward. 

A significant  autopsy  finding  was  advanced  demineralization 
of  all  bones.  Now,  perhaps,  the  enthusiasts  will  stop 
the  practice  entirely  and  let  physiology  catch  up  with 
technique.  Very  few  heart  transplants  have  been  performed 
recently. 

Three-hour  documentary  on  DMSO  was  aired  by  a Houston 
television  station  in  January.  It  was  good  enough  to 
stimulate  previously  unimpressed  Senator  Ralph  W.  Yar- 
borough (D-Texas)  into  scheduling  hearings  on  a bill  that 
has  languished  in  the  files  of  his  health  subcommittee 
of  the  Senate  Labor  and  Public  Welfare  Committee.  The 
bill  would  take  drug  evaluation  out  of  the  hands  of  the 
Food  and  Drug  Administration,  leaving  it  as  a regulatory 
body  only. 

Rubella  is  expensive.  Children  with  congenital  defects 
it  causes  may  require  special  care  for  years.  Medical  care 
and  health  services,  rehabilitation  and  special  education 
for  100  children  for  15  years  will  cost  $7,000,000  plus. 

notes  continued  on  page  231 
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One  of  seven  dosage  forms 

Thorazine* 


■•"Chlorpromazine  HCI 

Spansule 

I brand  of  sustained  release  capsules 


Available  in  30  mg„  75  mg.,  150  mg.,  200  mg.  and  300  mg.  strengths. 

Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


notes  continued  from  page  229 


Bureau  of  the  Budget  will  make  monthly  reports  of 
income  and  expenditures,  to  the  Congress,  if  H R 14564 
is  passed.  Representative  Brotzman  (Colorado),  who  spon- 
sored the  bill,  says  Congressmen  should  be  better  informed. 
They  might  be  less  inclined  to  over-spend.  Poll  of  business 
owners  by  National  Federation  of  Independent  Business  shows 
44  percent  in  favor  and  43  percent  against,  13  percent 
undecided.  Many  think  Congressmen  wouldn't  pay  attention 
to  the  information  anyway. 

Even  Ripley  wouldn't  have  believed  this.  A supervisor 
of  food  production  of  a Portland  hospital  has  been  elected 
to  membership  in  the  Chefs  de  Cuisine  Society  of  Oregon! 

He's  Woodrow  E.  Wilson,  of  Good  Samaritan  Hospital.  Patients 
must  be  getting  things  like  Vichyssoise,  Crepes  suzette, 
and  Rouen  duckling  au  Chambertin.  If  the  menus  are  still 
being  printed  in  English,  how  could  a Chef  de  Cuisine 
resist  making  a change? 

Air  pollution  is  the  popular  dirty  word  of  the  day. 

Both  houses  of  Congress  are  considering  bills  dealing  with 
the  problem.  Even  in  the  Pacific  Northwest,  where  there 
is  a fairly  reliable  air  washing  system,  hasn't  escaped 
the  push  for  yet  cleaner  air.  Arguments  about  a tall  smoke 
stack  to  lift  smelter  stench  a little  higher  into  the 
atmosphere  seem  a little  ridiculous.  Fifteen  miles  away 
it  will  still  stink. 

Drug  abuse  is  the  subject  of  a comprehensive  bill, 

S 3562,  introduced  by  Senator  Hughes,  of  Iowa.  It  would 
establish, in  the  Department  of  Health,  Education  and  Wel- 
fare, a new  department  to  make  a broad  scale  attack  on  the 
problem.  Prevention,  treatment,  and  rehabilitation  would 
be  stressed.  The  bill  provides  mechanism  for  grants  to 
state,  local,  and  private  organizations  and  to  individuals. 

Physicians ' assistants  being  trained  at  Duke  Univer- 
sity, in  the  program  established  by  Eugene  Stead,  are  in 
demand.  Recent  graduates  have  had  six  job  offers  each. 

Carbon  tetrachloride  will  not  be  available  in  products 
for  household  use.  New  FDA  regulation  was  proposed  March  3, 
to  become  effective  within  30  days. 

When  in  print  they're  discussing 
The  fussing  on  bussing. 

Do  you  find  it  amusing 
That  some  spell  it  busing? 

H.L.H. 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  isone  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
t imes  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  I N C . RIC  H M O N D,  VI  R GI NI A 23217 


ADIPOSE  adage: 

SoLiare  meals  make  round  people 


‘BAD  MEN  LIVE  THAT  THEY  < 
MAY  EAT  AND  DRINK,.... 
WHEREAS  GOOD  MEN  EAT  ^ 
AND  DRINK  THAT  THEY  MAYJ 


Th 
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FACT  C LEGEND 


FLORA  MAE  JACKSON  WEIGH  ED  LBS. 

SHE  WAS  KNOWN  IN  SHOW-BUSINESS  AS 


SAID. 
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THE 

COST  OF 

AM  BAR 
EXTENTABS 

IS  APPROXIMATELY  10%T040% 

LESS  THAN  THAT  OF  OTHER  LEAD- 
INS  APPETITE  SUPPRESSANTS 

A/>/  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


Control  food  and  mood 
all  day  long  with 
a single  morning  dose 


AMBAR*2 


EXTENTABS' 


methamphetamine  HCI 15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


AH'[^OBINS 


One  Ambar  Extentab  before  break- 
fast can  help  control  most  patients’ 
appetitesfor  upto  12  hours.  Metham- 
phetamine, the  appetite  suppressant, 
gently  elevates  mood  and  helps 
overcome  dieting  frustrations.  Phe- 
nobarbital, the  sedative  in  Ambar, 
controls  irritability  and  anxiety  . . . 
helps  maintain  a state  of  mental 
calm  and  equanimity.  Both  work  to- 
gether to  ease  the  tensions  that 
erode  the  will  power  during  periods 
of  dieting. 

BRIEF  SUMMARY/Indications:  Am- 
bar suppresses  appetite  and  helps 
offset  emotional  reactions  to  dieting. 


Contraindications:  Hypersensitivity 
to  barbiturates  or  sympathomimetics; 
patients  with  advanced  renal  or 
hepatic  disease.  Precautions:  Ad- 
minister with  caution  in  the  presence 
of  cardiovascular  disease  or  hyper- 
tension. Side  Effects:  Nervousness 
or  excitement  occasionally  noted, 
but  usually  infrequent  at  recom- 
mended dosages.  Slight  drowsiness 
has  been  reported  rarely.  See  pack- 
age insert  for  further  details. 

Also  available:  Ambar  #1  Extentabs® 
— methamphetamine  hydrochloride 
10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


EDITORIAL 


If  by  Government,  Multiply  by  Fifty 


With  much  medical  research,  and  many  re- 
searchers, now  captive  under  the  system 
of  grants  by  Government,  it  is  refreshing  to  find 
that  the  game  can  be  beaten  by  private  enter- 
prise. The  present  example  is  a sequel  to  the 
report,  elsewhere  in  this  issue,  on  development 
of  a company  sponsored,  medical  training  pro- 
gram for  ambulance  drivers  and  attendants.  The 
story  came  to  light  after  the  ambulance  com- 
pany’s program  had  been  developed  and  the  first 
classes  held. 

The  ambulance  company  employed  a univer- 
sity professor,  a doctor  of  philosophy,  who  was 
willing  to  work  incognito,  as  an  attendant.  With 
his  identity  well  protected  by  management,  he 
was  able  to  observe  all  aspects  of  the  operation 
but  was  in  a particularly  good  position  to  esti- 
mate the  abilities  of  drivers  and  attendants,  and 
their  need  for  more  medical  information.  With 
his  background  in  education,  he  was  also  able 
to  determine  the  educational  approach  to  be 
taken  in  any  program  designed  to  improve  abili- 
ties in  handling  patients. 

.\fter  two  and  one-half  months  he  was  ready 
to  help  develop  the  program  desired  by  man- 


agement. Working  with  the  physician  who  had 
been  asked  to  assume  responsibility  for  the  pro- 
gram, he  had  much  to  do  with  outlining  the 
courses  to  be  given  and  had  a good  bit  to  offer 
as  to  how  they  should  be  presented. 

But  it  was  after  the  program  had  actually 
been  started,  and  first  classes  held,  that  report 
was  received  of  a research  project  conducted 
with  federal  funds.  The  supported  project  was 
carried  on  in  a number  of  communities,  to  give 
nation-wide  base.  It  was  directed  by  a research 
firm  accustomed  to  using  large  sums  from  gov- 
ernment. But  the  amazing  result  was  that  the 
program  of  medical  training  for  ambulance  per- 
sonnel recommended  by  the  research  firm  was 
remarkably  similar  to  that  developed  by  the 
professor  who  worked  as  an  ambulance  attendant 
to  gather  his  data. 

Cost  of  the  ambulance  firm’s  research?  About 
$10,000.  Cost  of  the  government  project?  About 
$500,000.  The  winners?  Those  injured  and  ill 
who  will  benefit  from  either  program.  The 
losers?  No  one  needs  to  guess— the  taxpayers. 

H.  L.  H. 


Opinions 


As  defined  in  Webster’s  New  International 
Dictionary,  Second  Edition,  the  word  opinion  is 
appropriate  for  the  response  to  the  cards  being 
carried  in  each  issue  of  this  journal.  Webster 
says  opinion  is,  “—belief  stronger  than  impres- 
sion, less  strong  than  positive  knowledge.”  Oc- 
casional comments  being  returned  indicate  that 
something  like  positive  knowledge  is  anticipated 
when  returns  are  tabulated.  But  positive  knowl- 
edge cannot  be  obtained  in  this  way,  as  an  occa- 
sional reader  has  pointed  out. 

Valuable  inferences  can  be  drawn  from  the 
vote  on  best  article  in  each  issue  but  with 


restriction  to  one,  it  is  not  possible  for  the 
reader  to  express  his  reaction  to  the  other  arti- 
cles, some  of  which  he  may  find  almost  as  valu- 
able as  his  first  selection.  Some  have  marked  the 
cards,  “All  good”  but  this  type  of  reply  does  not 
accomplish  what  is  desired  in  expression  of  pref- 
erence for  published  material. 

Opinion  part  of  the  card  seeks  only  what  it 
says— opinion.  Returns  show  physician  interest 
and  they  indicate  trends  in  thinking.  They  do 
not  permit  conclusions.  There  is  always  diflFer- 
ence  of  opinion  and  difference  in  reasons  for 
opinions  held.  But  there  is  no  difficulty  in 


234 

Northwest  Medicine,  April,  1970 


determining  trends.  The  majority  opinion  is 
usually  held  by  75  percent,  or  more,  of  those 
responding. 

Best  article  vote  for  the  February  issue  was: 

Percent 


Robertson— Poisoning  in  Childhood  30 

Olson— Oral  Hypoglycemic  Agents  18 

Aagaard— Treatment  of  Uncompli- 
cated in  Hypertension  10 

Healey— Gout  is  Not  Hyperuricemia  42 


Worldwide  starvation  does  not  seem  to  be  a 
burning  issue  for  physicians.  There  were  many 
interesting  comments  but  fewer  than  received 
previously.  World- wide  starvation  is  anticipated 
by  73  percent  of  those  responding,  23  percent 
believe  that  food  production  will  keep  pace 
Some  of  the  comments  follow: 

When  famine  does  come  (not  if)  it  will  come 
as  a result  of  the  greed  and  selfishness  of  men— 
not  because  of  a lack  of  resources.  At  a time 
when  obesity,  not  starvation,  is  a medical  prob- 
lem in  the  U.S.,  the  rest  of  the  world  goes 
hungry.  Why? 

U.S.  may  also  be  in  trouble. 

Neither  statement  necessarily  true.  But  propa- 
ganda to  the  eflFect  that  starvation  will  occur 
unless  population  growth  is  controlled  will  be 
used  to  increase  the  power,  the  size,  and  the 
reach  of  the  federal  government.  Famine  and 
ration  cards  are  used  by  the  communists  to 


control  people.  Suggest  reading  “111  Fares  the 
Land”  by  Dan  P.  VanGorder. 

It’s  later  than  you  think. 

Population  is  our  number  one  problem. 

Population  control  is  the  most  important  issue 
of  our  times. 

Neither.  Natural  forces  will  prevail,  i.e.,  limit 
of  the  sources  will  limit  the  population. 

World-wide  asphyxiation  from  pollution  will 
occur  before  starvation. 

(Food  production  will  keep  pace).  Proven 
over  past  twenty  years. 

More  importantly,  God  Almighty  will  decide 
the  issue. 

(Food  production  will  keep  pace).  Or  the 
population  will  be  decreased  by  the  Four 
Horsemen  of  the  Apocalypse. 

Anarchy  may  come  first. 

It  will  take  involuntary  sterilization. 

World- wide  starvation  will  be  rampant  if 
stupid  and  non-productive  people  are  encouraged 
to  reproduce. 

Food  shortages  will  probably  be  localized 
rather  than  world-wide.  Population  growth  pat- 
terns are  non-uniform  over  the  world. 

(Starvation  will  not  be  a problem)  because 
population  will  decrease. 

(Starvation  will  be  rampant)— this  is  not  an 
opinion— it  is  a fact.  The  question  is  only  when. 

Stupid  choice.  Are  you  going  to  decide  which 
it  is  by  vote? 

(Starvation  will  not  be  a problem)  priorities 
will  develop  from  pressure. 


A RIGHT  TO  GOVERN  BUT  NOT  TO  CRUSH 

Democracy  postulates  rule  by  the  people  and,  generally,  the  principal  rules  are 
made  by  majorities.  But,  of  course,  democracy  works  only  if  both  majorities  and 
minorities  are  prepared  to  adhere  to  certain  fundamental  rules  of  law  and  practice. 
That  is  to  say,  a majority  has  the  right  to  govern  but  it  does  not  have  the  right  to 
destroy  or  crush  the  minority.  By  that  same  token,  the  minority  has  the  right  to  live 
and  survive,  but  it  does  not  have  the  right  to  disrupt  and  destroy  the  ability  of  the 
majority  to  carry  out  its  obligations  to  govern. 

Morris  C.  Schumiatcher,  Q.C.,  Regina,  Saskatchewan 
In  The  Freeman,  December  1969 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP^ 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


L P TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs® 

Dimetane'  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

FOR  I PPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  useduring  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined. he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  fallowing  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC, 

PHILADELPHIA.  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


09I5A 


'70 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/ Dienestrol  that  improves  cell  maturation  counts’-^ 

— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/Dienestrol  efficacy.'-^  AVC/Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.'-^  AVC/  Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitwify  fo  sulfonomides;  diog- 
nosis  or  fomlliol  history  of  corcinomo  of  the  genital  froct  or 
breasts;  precorcinomotous  lesions  of  the  vogino  or  vulvo;  palpa- 
ble uterine  fibromyonno;  mammary  fibroodenoma;  depressed 
liver  function. 

Precautions/Ad  verse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonomides  should  be  observed  because 
of  the  possibility  of  obsorption.  Burning,  increosed  locol  dis- 
comfort, skin  rash,  urticaria  or  other  monifestotions  of  sulfon- 
omide  toxicity  or  sensitivity  are  reasons  to  discontinue  freot- 
ment.  The  use  of  AVC/ Dienestrol  does  not  preclude  the 
necessity  for  coreful  diognostic  meosures  to  elimlnofe  the 
possibility  of  neoplosio  of  the  vulva  or  vogino.  Manifestations 
of  excessive  estrogenic  stimulotion  through  dienestrol  obsorp- 
tion may  occur.  These  include  uterine  bleeding,  breost  tender- 
ness, exocerbotion  of  menstruol  irregularity  ond  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrowol  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  opplicatorful  or  one  suppository  introvoginally 
once  or  twice  doily. 

Supplied:  'AVC/Dienestrol  Cream'  — Four  ounce  tube  with 
applicator.  AVC  and  'AVC/Dienestrol  Suppositories' — Box  of 
12  with  opplicolor. 

References:  (1)  Solerno,  L.  J.;  Ortiz,  G..  ond  Turkel,  V.; 
Voginitis:  A Diognostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  A.M.A.  Convention, 
Chicogo,  Illinois,  June  1966.  (2)  Nugent,  F.  B , and  Myers, 
J.  E.:  Pennsylvanlo  Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
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iWC/Dienestrol 


Cream  (dienestrol  -01%,  sulfonilomide  15.0%,  ominacrine  hydrochloride  0.2%,  oHantoin  2.0%) 

3uppOSltOri0S  (dienestrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  ominocrlne  hydrochloride  0.014  Gm.,  ollontoin  0.14  Gm.) 


RAOCWARK  A 


AV-920A 
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HERE  ARE 
THE  COLD  EACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 


ISOCLOR' 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies,  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-3/4  tsp.  q.  3-4  h. 

20-30  pounds 

¥4-1/2  tsp.  q.  3-4  h. 

15-20  pounds 

Vs-'A  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 
QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg: 
erythromycin  base;. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When'mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Vt 


W When  mixed  as 
f directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone 

Erythromycin  Estolate 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvuie*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvuie  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Phototherapy  and  the  Jaundiced  Infant 

RICHARD  P,  WENNBERG,  M.D.,  Seattle,  Washington 


In  a test  tube,  bilirubin  is  converted  to  colorless  compounds 
by  light.  A baby’s  jaundice  skin  can  be  bleached  by  the  same 
agent.  Light  accelerates  the  decline  of  serum  bilirubin  and  de- 
creases the  number  of  exchange  transfusions  required.  Animal 
studies  have  indicated  that  light  can  cause  metabolic  changes, 
some  of  which  are  harmful  to  the  young,  but  there  is  no  evidence 
of  harm  to  human  infants.  The  risks,  if  any,  are  considerably  less 
than  risks  of  damage  by  excess  bilirubin. 


When  crystalline  bilirubin  is 
dissolved  in  dilute  sodium 
hydroxide  and  exposed  to  fluo- 
rescent light  the  solution  grad- 
ually turns  from  yellow  to  amber 
to  green,  and  finally  to  a slightly 
tinted,  almost  clear  solution.  As 
these  events  occur,  the  concen- 
tration of  bilirubin  falls  rapidly. 
While  the  degradation  products 
have  not  been  determined  with 
certainty,  it  is  likely  that  bili- 
rubin is  photo-oxidized  to  bili- 
verdin,  then  to  a second  yellow 
pigment  and,  finally,  to  other 
colorless  compounds. 

Althought  this  instability  of 
bilirubin  has  been  known  for 
years,  a nurse  is  credited  with 
recognizing  the  possible  clinical 
importance  of  this  phenomenon. 
In  the  mid  1950’s  the  head  nurse 
of  a premature-unit  in  Essex, 
England  observed  that  if  a jaun- 
diced infant  were  placed  next 
to  the  window  on  a sunny  day 
the  jaundice  in  the  exposed  areas 
faded  quickly.  This  led  to  a 
series  of  experiments  reported  by 
Cremer  et  al  which  demon- 
strated that  serum  bilirubin  con- 
centrations could  be  drastically 
reduced  in  jaundiced  infants  by 
exposure  to  sunlight  or  to  arti- 
fical  light.^ 


Since  this  early  work,  photo- 
therapy has  been  used  in  the 
management  of  physiologic  jaun- 
dice in  the  prematmre,  both  in 
Europe  and  South  America.^ 
Little  attention  was  given  to 
light  therapy  in  the  United 
States,  however,  until  the  study 
of  Lucey  and  his  colleagues  was 
presented  in  1968.®  Since  then, 
several  studies  of  the  use  of 
phototherapy  in  the  prevention 
of  hyperbilirubinemia  in  the  pre- 
mature have  been  presented.*-® 
Table  1 summarizes  five  con- 
trolled studies,  representing  a 
total  experience  with  521  in- 
fants. For  most,  the  lighting  was 
provided  by  a group  of  daylight 
fluorescent  tubes  delivering  300 
to  500  foot-candles  of  light  to 
the  infant.  The  babies  were 
naked  except  for  protective  eye 
shields  and,  in  some  cases,  dia- 
pers. The  results  are  remarkably 
uniform  and  indicate  that  light 
therapy  will  reduce  the  serum 
bilirubin  concentration  to  50 
percent  of  the  expected  level  in 
physiologic  jaundice  of  the  pre- 
mature. The  lesser  values  of  only 
17  to  19  percent  reduction  re- 
ported by  Giunta  and  Rath  are 
ascribed  to  the  use  of  a less 
intense  light  source.®  They  sim- 


ply improved  the  nursery  light- 
ing from  the  previous  dim  10 
foot-candle  illumination  to  one 
of  90  foot-candles.  As  yet,  ef- 
fectiveness of  light  therapy  in 
hemolytic  disease  of  the  new- 
born is  uncertain,  but  available 
evidence  suggests  that  light  ex- 
posure accelerates  the  decline  of 
serum  bilirubin  concentrations 
and  decreases  the  number  of  ex- 
change transfusions  required. 

In  spite  of  these  data,  con- 
siderable doubt  regarding  the 
safety  and  efficacy  of  photo- 
therapy has  been  expressed  by 
several  investigators.  The  rea- 
sons for  this  hesitancy  are  sum- 
marized in  Table  2. 

Primary  concern  is  that 
products  of  photodecomposition 
might  be  as  toxic  as  their  parent 
compound,  bilirubin.  Bilirubin 
inhibits  electron  transport  and 
uncouples  oxidative  phosphory- 
lation. Photodecomposed  bili- 
rubin has  no  apparent  eflFect  on 
either  of  these  systems  in  iso- 
lated mitochondria.®  Biliverdin, 
however,  does  inhibit  nicotina- 
mide adenine  dinucleotide 
(NADH)  oxidase  when  the  en- 
zyme is  isolated  in  vitro.®  On 
the  other  hand,  biliverdin  ap- 
pears to  be  less  fat  soluble  than 
bilirubin  and  thus  probably  does 
not  cross  lipo-protein  membranes 
of  cell  walls  readily.  Fjurther- 
more,  nobody  has  been  able  to 
demonstrate  a significant  amount 
of  biliverdin  circulating  in  light 
treated  infants.  The  concentra- 
tions necessary  to  produce  a 
toxic  effect  are  probably  never 
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TABLE  1 

CONTROLLED  STUDIES  OF  PHOTOTHERAPY  IN 
HYPERBILIRUBINEMIA  OF  PREMATURITY* 
Percent  Decrease  Achieved  in  Mean  Serum  Bilirubin 
Concentrations  by  Phototherapy 


Number  Studied 

Day  of  Life 

Author 

Control 

Treat 

2 

4 

6 

Obes-Polleri 

67 

76 

41 

57 

Schwartz  & Hodgman 

51 

47 

34 

47 

43 

Porto  et  al 

11 

12 

30 

55 

Lucey  et  al 

58 

94 

35 

54 

35 

Giunta 

49 

47 

17 

19 

17 

*Tabulated  by  J.  F.  Lucey  (Personal  Communication) 


TABLE  2 

Possible  Hazards  of  Phototherapy 

1.  Products  of  photodecomposition 
are  toxic. 

2.  Products  of  photodecomposition 
displace  bilirubin  from  albumin. 

3.  Light  therapy  in  itself  is  hazar- 
dous. 

a.  Interrupts  circadian  rhythm 

b.  Alters  endocrine  function 

c.  Causes  growth  failure 

d.  Injures  eyes 

attained  in  vivo.  The  remaining 
photo  products  have  been  shown 
to  be  water  soluble,  do  not  de- 
posit in  brain  tissue  readily,  and 
are  rapidly  excreted  without 
conjugation  both  through  the 
liver  and  kidney  minimizing  the 
likelihood  of  any  to.xic  effects.*" 
A second  question  has  been 
raised  as  to  whether  the  photo- 
decomposition products  may  dis- 
place bilirubin  from  albumin.  I 
have  recently  looked  at  this 
problem  in  the  laboratory  at  the 
University  Hospital,  using 
electrophoresis  and  spectro- 
photometric  techniques,  and 
have  been  unable  to  displace 
any  bilirubin  from  albumin  by 
the  addition  of  photodecom- 
posed  bilirubin.  On  the  other 
hand,  Odell  has  shown  that  ex- 
posure of  jaundiced  serum  to 
intense  light  can  decrease  bili- 
rubin binding  in  vitro,  possibly 
by  photodecomposition  of  albu- 
min itself.'*  Porto  et  al  have  re- 
cently presented  evidence  of  an 
increase  in  available  bilirubin 
binding  sites  on  albumin  in  those 


babies  treated  with  photo- 
therapy.*- 

A third  concern— and  possibly 
the  area  in  which  we  are  most 
ignorant— is  the  possibility  that 
light  therapy  in  itself  may  be 
hazardous.  It  has  been  sug- 
gested, without  supporting  evi- 
dence, that  continuous  light 
therapy  could  interrupt  normal 
circadian  rhythm.  There  have 
been  animal  studies  to  indicate 
that  light  exposure  may  alter 
endocrine  metabolism,  cause 
runting  in  rats,  and  cause  retinal 
damage  in  monkeys.  In  the  few 
children  who  have  been  care- 
fully followed  through  the  first 
year  of  life,  however,  there  is 
no  evidence  that  light  treatment 
has  any  harmful  influence  on 
human  growth.  Since  infants  ex- 
posed to  light  have  uniformly 
been  blindfolded,  the  eflFects  of 
prolonged  phototherapy  on  the 
retina  in  premature  infants  are 
as  yet  unknown.  While  the  risks 
of  retinal  injury  are  probably 
remote,  it  would  seem  wise  to 
continue  to  blindfold  all  infants 
who  receive  intensive  light  ther- 
apy, at  least  until  further  evi- 
dence is  available. 

In  evaluating  the  possible  ill 
effects  of  light  therapy  it  is  well 
to  consider  that  the  intensity  of 
artificial  light  used  in  photo- 
therapy is  only  in  the  range  of 
400  to  500  foot-candles  as  com- 
pared with  5,000  to  10,000  foot- 
candles  supplied  by  natural  sun- 


light. An  infant  placed  next  to 
a window  may  be  exposed  to 
much  more  intense  illumination 
than  one  receiving  artificial 
phototherapy. 

In  \4ew  of  available  data,  the 
potential  hazards  of  light  ther- 
apy are  probably  very  small 
compared  to  the  known  hazards 
of  hyperbilirubinemia  in  the  pre- 
mature infant.  Boggs  and  his 
colleagues  have  provided  evi- 
dence that  bilirubin  concentra- 
tions in  excess  of  15  mg  per  100 
ml  might  produce  mental  and 
motor  impairment.*"  Kemicterus 
can  occur  in  sick,  premature  in- 
fants with  bilirubin  concentra- 
tions of  12  mg  per  100  ml  or 
lower.  The  risks  of  repeated  ex- 
change transfusions  are  well 
known. 

In  spite  of  the  usefulness  of 
phototherapy  in  the  manage- 
ment of  jaundice,  prophylactic 
treatment  does  present  some  po- 
tential clinical  hazards  as  sum- 
marized in  Table  3.  Bilirubin  is 
not  only  a poison— its  presence 
also  provides  a warning  of  other 
diseases.  If  jaundice  is  prevented 
by  prophylactic  phototherapy, 

TABLE  3 

Hazards  of  Prophylactic 
Phototherapy 

1.  Failure  to  recognize  jaundice  as 

a symptom 

a.  Sepsis 

b.  Hemolytic  disease 

c.  Hepatic  disorders 

2.  Failure  to  recognize  severity  of 

hyperbilirubinemia 

the  diagnosis  of  any  condition 
in  which  jaundice  provides  a 
major  tip-off  may  be  delayed  or 
go  undetected.  These  include 
hepatitis,  syphilis,  cytomegalic 
inclusion  disease,  toxoplasmosis, 
rubella  syndrome,  diabetic 
mother  syndrome,  hereditary 
forms  of  jaundice,  and  the  many 
forms  of  hemolytic  disease  in  the 
newborn.  Failure  to  recognize 
hemolytic  disease  in  the  nursery 
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can  result  in  severe,  and  oc- 
casionally fatal,  anemia  in  early 
infancy. 

Infection  in  the  newborn  is 
extremely  difficult  to  recognize, 
and  one  of  the  signs  of  sepsis 
is  unexplained  jaundice.  If  all 
babies  are  treated  prophylacti- 
cally,  this  clue  is  lost.  The  stools 
of  infants  receiving  light  ther- 
apy are  often  brown  or  green 
and  loose,  which  may  add  to 
the  confusion  since  diarrhea  is 
another  presenting  sign  of  sep- 
sis. In  addition,  overheating  of 
incubators  has  occurred  from 
homemade  phototherapy  units 
and  improperly  ventilated  com- 
mercial models;  if  this  is  not 
recognized,  temperature  insta- 
bility in  the  infant  may  further 
mislead  the  physician. 

Since  the  majority  of  bilirubin 
which  is  decomposed  by  photo- 
therapy lies  within  or  beneath 
the  skin  and  not  in  the  circula- 
tion, one  might  fail  to  recognize 
the  severity  of  hyperbilirubine- 
mia. Serum  concentrations  of  8 
to  12  mg  per  100  ml  have  been 
observed  in  infants  who  appear 
non-jaundiced  except  for  the 
area  under  the  blindfold.  The 
extent  to  which  dangerously 
high  levels  of  bilirubin  can  be 


masked  by  phototherapy  is  un- 
known. 

An  additional  hazard  of  photo- 
therapy has  recently  been  ob- 
served with  the  introduction  of 
high-energy  blue  fluorescent 
lamps.  These  lamps  have  been 
recommended  because  they  pos- 
sess approximately  two  times 
the  radiant  energy  in  the  ab- 
sorptive band  of  bilirubin  than 
do  daylight  lamps.  However, 
these  lamps  cast  a blue  hue  over 
the  infants,  and  instances  of  un- 
detected, marked  cyanosis  have 
occurred.  Thus,  the  advantage 
of  increased  energy  output  is 
more  than  outweighed  by  the 
risk  of  missing  color  changes 
( cyanosis,  rashes ) in  the  infants, 
and  blue  fluorescent  lamps 
should  not  be  used  for  photo- 
therapy. 

In  summary,  the  available 
evidence  indicates  that  photo- 
therapy is  effective  and  safe. 
However,  patients  receiving 
phototherapy  must  be  followed 
carefully  and  theoretical  prob- 
lems which  might  arise  from 
light  therapy  deserve  continued 
study.  Babies  receiving  photo- 
therapy, especially  when  used 
prophylactically,  require  even 
more  careful  monitoring  for  early 


signs  of  sepsis,  undetected  hemo- 
lytic disease,  and  marked  hyper- 
bilirubinemia. 

Which  infants,  then,  should 
be  treated  with  light?  While  the 
selection  of  candidates  is  some- 
what arbitrary,  the  following 
guidelines  are  suggested: 

1.  All  infants  who  are  jaun- 
diced. 

2.  All  infants  with  a known 
cause  for  hyperbilirubine- 
mia. This  includes  hemoly- 
tic diseases,  infections  and 
infants  with  large  hema- 
tomas or  other  internal 
bleeding,  even  before  clini- 
cal jaundice  becomes  ap- 
parent. 

3.  All  infants  who  are  severe- 
ly ill  and  thus  at  greater 
risk  of  kernicterus.  Hyaline 
membrance  disease,  severe 
ano.xia,  or  symptomatic  hy- 
poglycemia can  be  danger- 
ous. 

4.  All  premature  infants  under 
1500  grams,  because  of  the 
greater  risk  for  physiologic 
jaundice  and  for  kernic- 
terus at  low  serum  biliru- 
bin concentrations. 

Dept,  of  Pediatrics 
U.  of  W.  School  of  Medicine 
(98105) 
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Notes  on  Joint  Diseases 

III.  The  Erythrocyte  Sedimentation  Rate 

L.  A.  HEALEY,  M.D.,  Seattle,  Washington 


Osier  described  the  consult- 
ant as  the  one  who  did 
the  rectal  exam.  Today  you  can 
recognize  the  rheumatologist  as 
the  one  who  orders  a sed  rate. 
This  simple,  inexpensive  test 
provides  real  help  in  the  diag- 
nosis and  management  of  rheu- 
matic diseases.  It  frequently  is 
more  useful  than  more  elaborate 
serum  protein  determinations 
such  as  electrophoresis  or  meas- 
urements of  rheumatoid  factor 
or  antinuclear  antibodies. 

As  its  name  indicates,  the 
er\'throcyte  sedimentation  rate 
(ESR)  measures  the  speed  of 
fall  of  red  cells  suspended  in 
a column  of  plasma.  Accelerated 
fall  occurs  when  the  cells  ad- 
here to  one  another  in  rouleaux 
or  “rolls  of  coins.”  This  aggre- 
gation is  due  to  changes  in  the 
plasma  protein  composition  of 
the  serum,  specifically  an  in- 
crease in  fibrinogen  content.  This 
in  turn  is  caused  by  inflamma- 
tion anywhere  in  the  body  and 
this  is  what  the  ESR  tells;  it  is  an 
indicator  of  inflammation.  There 
are  other  laboratory  tests  for 
inflammation,  such  as  the  C- 
reactive  protein  (CRP)  or  the 
seromucoid  level,  but  these  are 
more  complex,  less  reliable  tests 
and  add  nothing  to  the  sed  rate. 

There  are  several  methods  for 
measuring  the  sedimentation 
rate  but  the  one  described  by 
^^’estergren  is  recommended. 
Since  the  blood  is  diluted  20 
percent  by  the  citrate  anticoagu- 
lant solution  in  this  procedure, 
the  correction  for  anemia  is 
neither  necessary  nor  desirable. 
More  importantly,  the  Wester- 
gren  tube  is  300  mm  long  allow- 


ing for  rates  in  excess  of  100  mm 
per  hour,  which  are  of  clinical 
importance.  The  Wintrobe 
method  uses  an  hematocrit  tube 
and  the  maximum  fall  rarely  is 
over  50  mm  per  hour. 

The  ESR  has  limitations  as 
a general  screening  procedure. 
Although  the  normal  rate  is 
usually  considered  as  less  than 
20  mm  an  hour,  rates  of  up  to 
10  mm  more  are  often  found  in 
apparently  healthy  individuals. 
Little  attention  is  given  today 
to  the  slower  normal  value  orig- 
inally described  for  men.  For 
unknown  reasons,  the  sed  rate 
tends  to  rise  with  age  in  the 
absence  of  evident  disease. 

Although  it  does  not  differen- 
tiate among  the  causes  of  in- 
flammation, such  as  infection, 
antigen-antibody  reactions,  crys- 
tals, infarction  or  metastases,  it 
is  just  as  a non-specific  indica- 
tion that  the  sed  rate  is  most 
useful  in  assessing  a patient  with 
rheumatic  disease,  where  the 
first  decision  to  be  made  is 
whether  the  condition  is  inflam- 
matory rather  than  degenerative, 
traumatic  or  functional.  The 
following  are  some  examples  of 
its  use  in  common  problems. 

The  patient  with  a swollen 
knee.  The  high  ESR  suggests 
an  inflammatory  basis;  gout,  in- 
fection, Reiter’s  syndrome  or 
rheumatoid  arthritis  as  con- 
trasted with  a normal  rate  in 
osteoarthritis  or  trauma. 

The  patient  with  polyarthritis. 
If  the  sed  rate  is  rapid  this  is 
likely  to  be  R.\,  particularly  if 
the  joint  swelling  is  symmetrical 
and  persists  for  more  than  a 
month.  This  is  a help  in  the 


older  patient  where  pre-existing 
osteoarthritis  can  confuse  the 
picture.  Amost  all  reheumatoid 
patients  have  elevated  sed  rates. 
Even  if  the  latex  test  for  rheu- 
matoid factor  is  positive  but  the 
sed  rate  is  normal,  it  is  unlikely 
that  the  patient  has  RA.  Once 
the  diagnosis  is  made,  the  sedi- 
mentation rate  is  also  valuable 
in  following  the  course  of  rheu- 
matoid arthritis  and  the  response 
to  treatment. 

The  young  woman  with  a rash 
and  a multitude  of  symptoms 
who  might  have  systemic  lupus. 
A normal  sed  rate  is  strongly 
against  the  diagnosis  of  SLE 
and  favors  functional  or  neu- 
rotic complaints. 

Very  rapid  rates  of  100  mm 
per  hour  or  so  should  suggest 
infection;  metastases;  nephritis; 
active  rheumatoid  arthritis,  lupus 
or  polyarteritis;  multiple  my- 
eloma as  possibilities.  If  none 
of  these  is  present,  such  a sed 
rate  may  indicate  giant  cell  arte- 
ritis. This  condition  may  present 
in  an  older  patient  in  local  form 
as  temporal  arteritis,  or  sys- 
temically  as  polymyalgia  rheu- 
matica. 


W ester gren  Method  of 

Erythrocyte  Sedimentation  Rate 

1.  Two  cc  of  venous  blood  is 
added  to  0.5  cc  of  3.8%  so- 
dium citrate  anticoagulant 
contained  in  a tube  cali- 
brated at  2.5  cc. 

2.  Within  less  than  three  hours, 
the  citrated  blood  is  drawn 
up  in  the  Westergren  tube  to 
the  200  mm  mark. 

3.  The  lower  end  is  stoppered 
and  the  tube  is  placed  verti- 
cally in  a rack. 

4.  At  one  hour,  the  distance 
from  the  top  of  the  plasma 
column  to  the  top  of  the 
sedimented  red  cells  is  meas- 
ured and  reported  as  milli- 
meters fall  in  one  hour. 
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Surgical  Treatment  of 
Rheumatoid  Arthritis  of  the  Hand 

ROBERT  E.  STACK,  M.D.,  Seattle,  Washington 


Early  surgical  intervention  can  restore  and  preserve  function  of  the  hand 
that  is  on  its  way  to  crippling  deformity  from  rheumatoid  arthritis.  The  rheuma- 
tologist, the  surgeon,  and  the  patient,  must  confer  frequently  to  ensure  proper 
selection  of  the  time  for  surgical  interference.  Patients  having  strong  desire  to 
keep,  or  recover,  hand  function  usually  experience  the  best  results. 


According  to  estimates,  ap- 
proximately three  percent 
of  the  general  population  is  af- 
fected by  rheumatoid  arthritis. 
The  hallmark  of  this  disease 
is  small  joint  involvement,  and 
therefore  hand  deformities  are 
a major  cause  of  disability.  Re- 
habilitative surgery  of  the  hand, 
stimulated  by  experience  ac- 
cumulated during  World  War 
II,  has  expanded  greatly  in  re- 
cent years.  Many  of  these  surgi- 
cal principles  have  been  applied 
to  repair  of  the  rheumatoid 
hand.  Until  a medical  cure  for 
rheumatoid  arthritis  is  found, 
the  indications  for  reconstructive 
surgery  will  continue  to  expand. 

This  paper  will  review  prin- 
ciples of  hand  surgery  as  applied 
to  the  patient  with  rheumatoid 
arthritis. 

selection  of  patients 

Early  and  appropriate  medi- 
cal therapy  will  frequently  pre- 
vent progression  of  deformities 
in  patients  with  rheumatoid  arth- 
ritis. However,  if  the  response 
to  conservative  treatment  is  poor, 
and  pain  and  synovitis  are  pro- 
gressive, surgery  should  be  per- 
formed early.  Procrastination  of- 
ten results  in  rapid  destruction, 
and  deformities  that  can  be  only 
partially  reversed  by  synovec- 


tomies and  other  reconstructive 
procedures.  Figure  1. 

The  rheumatologist  and  hand 
surgeon  must  confer  early  and 
freely  to  determine  the  proper 
timing  of  surgery.  To  achieve 
an  optimum  result,  surgery 
should  be  performed  before  any 
cartilage  or  joint  destruction  has 
occurred.  In  the  past,  physicians 
delayed  surgery  for  patients  with 
rheumatoid  arthritis  until  the 
disease  was  “burned  out”.  It  is 
now  known  that  inflammatory 
activity  is  not  a contraindication 
for  surgery. 

A strongly-motivated  patient 
is  almost  as  important  as  the 
stage  of  the  disease  in  deter- 
mining the  final  operative  result. 
If  the  patient  does  not  want 
surgery,  or  is  unwilling  to  par- 
ticipate actively  in  the  post- 
operative rehabilitative  program, 
the  outcome  is  usually  poor. 

Therefore,  the  prime  candi- 
date for  surgery  is  the  well- 
motivated  patient  with  early, 
active,  rheumatoid  arthritis 
whose  pain,  stiffness,  deformi- 
ties and  disability  are  increasing 
in  spite  of  good  medical  man- 
agement. It  is  important  to  re- 
alize that  the  late  deformities 
of  the  rheumatoid  hand  are  not 
necessarily  indications  for  sur- 
gery. Many  patients  with  severe 


involvement  have  developed  ex- 
cellent patterns  of  substitution, 
and  function  may  be  surprisingly 
good.  Surgery  in  these  patients 
may  not  be  helpful. 

procedures 

The  wrist.  Value  of  synovecto- 
my of  the  wrist  has  been  under- 
estimated." ^ Progressive  synovi- 
tis here  causes  not  only  pain  and 
stiffness  but  leads  to  ruptured 
tendons  and  flexion  deformities. 
Since  the  wrist  is  the  key  to 
function  of  the  hand,  the  entire 
balance  of  the  hand  is  lost  in 
the  late  stages  of  rheumatoid 
arthritis  when  wrist  deformities 
are  severe.  In  the  advanced 
stages  of  the  disease,  the  ulna 
is  usually  dislocated  dorsally 
and  appears  to  be  lengthened 
by  destruction  of  the  radiocar- 
pal, carpal,  and  carpometacarpal 
joints.  The  distal  and  the  proxi- 
mal carpal  bones  subluxate  in 
opposite  direction  on  the  ra- 
dius, Figure  2.  These  changes 
tend  to  push  the  hand  into  a 
flexion  and  radial  deviation  de- 
formity, which  is  not  compatible 
with  optimum  function. 

To  permit  adequate  synovec- 
tomy, exposure  must  afford 
ready  access  to  the  joints  and 
tendons  so  that  the  majority  of 
involved  synovium  can  be  ex- 
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Fig.  1.  These  hands  show  the  typical  late  deformities  of  rheumatoid  arthritis.  Prehension  has 
been  largely  lost  and  disability  is  marked. 

Fig.  2.  The  hands  have  been  pushed  into  a flexion  and  radial  deviation  deformity  by  relative 
lengthening  of  the  ulna.  The  hand  and  carpal  bones  have  subluxated  volarwards  on  the  radius. 
In  addition  to  continuous  wrist  pain,  function  of  the  hand  has  been  severely  compromised. 


cised.  This  is  possible  in  the 
wrist  by  excising  the  distal  ulna, 
performing  careful  synovectomy 
of  the  dorsal  tendon  compart- 
ments, and  also  performing  a vo- 
lar tenosynovectomy  when  indi- 
cated. 

A surprising  amount  of  s\mo- 
vium  can  be  excised  by  the  sim- 
ple procedure  of  excising  the 
distal  ulna,  and  exposing  the 
dorsal  and  volar  wTist  compart- 
ments, Figure  3.  The  extensor 
retinaculum  is  divided  to  expose 
the  dorsal  tendons  so  that  all 
tenosynovium  can  be  stripped 
from  them.  Figure  4.  The  retin- 
aculum is  preserved,  then  placed 
volar  to  the  tendons  to  improve 
their  nutrition  from  the  subcu- 
taneous tissues.  Any  ruptured  ex- 
tensor tendons  are  repaired, 
using  bridge  grafts  and  tendon 
transfers.  Simple  end  to  end 
suture  is  usually  not  possible 
because  there  is  often  a long 
gap  between  the  ends  of  the 
ruptured  tendons.  \\Tien  the  dis- 
ease is  late  and  the  deformities 
severe,  bony  wedge  resection, 
and  sometimes  arthrodesis  may 
be  necessary  to  improve  func- 
tion. 

Proximal  finger  joints.  Pre- 


hension, or  the  ability  to  grasp, 
necessitates  being  able  to  extend 
the  fingers  as  well  as  to  flex 
them.  Inability  to  open  the  fin- 
gers is  often  the  greatest  prob- 
lem for  the  patient  with  ad- 
vanced rheumatoid  arthritis 
since  large  objects,  such  as  a 
drinking  glass,  cannot  be  grasp- 
ed. Active  synovitis,  which  is 
common  in  the  proximal  finger 
and  thumb  joints,  leads  to  the 
characteristic  deformities  of  the 
rheumatoid  hand  and  gradual 
loss  of  prehension.  These  de- 
formities include  the  typical  ul- 
nar drift,  swan  neck  deformities 
of  the  fingers,  and  a flexion  con- 
tracture of  the  thumb  at  its 
metacarpophalangeal  joint. 

Early  in  the  course  of  the  dis- 
ease, simple  synovectomies  are 
sufificient.  Visual  inspection  of 
the  joints  may  reveal  consider- 
able cartilage  destruction  in 
spite  of  near  normal  appearing 
x-rays.  Synovectomy  often  im- 
proves pain,  swelling,  and  stiff- 
ness and  usually  arrests  further 
joint  destruction.  However,  a 
surgical  remission  may  not  be 
permanent  and  periodic  post- 
operative examinations  are  ne- 
cessary. 


In  the  more  advanced  disease, 
synovectomy,  release  of  intrinsic 
muscles,  and  repositioning  of 
the  extensor  tendons  need  to  be 
done  simultaneously.  Figure  5. 
Intrinsic  muscle  spasm  can  be 
easily  evaluated  before  surgery 
by  extending  and  radially  devi- 
ating the  finger.  A rubbery  re- 
sistance to  flexion  indicates 
spasm  of  the  intrinsic  muscles 
and  ulnar  drift  and  swan  neck 
deformities  will  inevitably  oc- 
cur, Figure  6."  Intrinsic  release 
is  done  by  either  removing 
portions  of  the  interosseous  mus- 
cles and  tendons  between  the 
metacarpal  heads  or  by  remov- 
ing the  oblique  fibers  of  the  ex- 
tensor aponeurosis  as  described 
by  Littler.=  Better  finger  motions 
is  the  usual  result.  The  extensor 
tendons  should  be  lifted  from 
their  dislocated  ulnar  positions 
and  repositioned  over  the  center 
of  the  joint.  The  extensor  hood 
must  be  reefed  to  hold  them 
there. 

When  joint  destruction  and 
dislocation  occur  as  the  end 
stage  of  rheumatoid  arthritis, 
arthroplasties  are  necessary.  This 
involves  synovectomy  of  the 
joints  with  resection  of  the  meta- 
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Fig.  3.  On  the  right  is  the  resected  distal  ulna.  On  the  left  is  the  large  amount  of  typical 
rheumatoid  synovium  that  has  been  excised  from  the  wrist  joints  and  dorsal  tendon  compartments. 

Fig.  4.  The  top  photograph  (4A)  shows  the  marked  amount  of  synovial  proliferation  pro- 
truding from  beneath  the  extensor  retinaculum.  The  bottom  photograph  (4B)  shows  the  dorsal 
tendons  after  the  exuberant  synovium  has  been  stripped  from  them  and  the  retinaculum  placed 
volarwards  to  the  extensor  digitorum  communis  tendons. 

Fig.  5.  A complete  synovectomy  of  the  metacarpophalangeal  joints  has  been  performed.  In 
addition,  Littler  intrinsic  releases  have  been  performed.  The  extensor  tendons  will  be  placed 
in  their  normal  position  over  the  joints  and  the  capsule  will  be  reefed  to  hold  them  there. 


carpal  heads  and  elevation  of 
the  proximal  phalanx  to  normal 
position.  Figure  7.  Postoperative 
splinting  after  finger  arthroplas- 
ty is  usually  necessary.  More- 
over, in  the  end  stage  of  arth- 
ritis the  original  deformities  of- 
ten recur  and  the  results  of 
surgery  can  be  disappointing. 
Recently,  silicone  rubber  im- 
plants have  been  developed  to 
replace  joints  of  the  hand  des- 
troyed by  arthritis.”  Although 
they  do  not  create  a normal  joint, 
their  use  in  restoring  better 
function  in  the  late  deformities 
of  the  rheumatoid  hand  has  been 
gratifying.  Figure  8. 

The  thumb.  Unfortunately, 
the  thumb  has  been  largely  neg- 


lected in  the  care  of  the  rheuma- 
toid hand.  Synovectomy  of  the 
metacarpophalangeal  thumb 
joint  should  always  be  included 
in  any  early  reconstructive  pro- 
cedure involving  the  rheumatoid 
hand. 

Late  deformities  include  mark- 
ed flexion  at  the  metacarpopha- 
langeal joint  and  hyperextension 
of  the  interphalangeal  joint.  Fig- 
ure 9.  The  first  web  space  is 
narrowed  and  the  thumb  can- 
not be  cleared  from  the  hand 
for  pinch  and  grasp.  Before  pas- 
sive motion  is  lost,  the  intrinsic 
spasm  causing  the  flexion  de- 
formity of  the  proximal  joint  can 
be  released  by  shortening  the 
first  metacarpal.  Figure  10.  Un- 


fortunately, healing  requires 
about  six  weeks  and  the  deform- 
ity is  prone  to  recur.  When  the 
metacarpophalangeal  joint  is  in 
a fixed  flexion  deformity  or  un- 
stable, arthrodesis  is  the  proce- 
dure of  choice.  Fusion  of  this 
joint  will  often  result  in  in- 
creased control  and  stability  of 
the  distal  interphalangeal  joint.’ 

To  compensate  for  the  flexion 
deformity  of  the  metacarpopha- 
langeal joint,  a hyperextension 
deformity  rapidly  occurs  at  the 
interphalangeal  joint.  When  this 
is  severe,  arthrodesis  is  usually 
the  only  helpful  procedure.  Fig- 
ure 11. 

Interphalangeal  joints.  The 
proximal  interphalangeal  joints 
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Fig.  6.  The  index  finger  has  been 
extended  at  the  metacarpophalangeal 
joint  and  pushed  in  a radial  direction. 
There  is  marked  rubbery  resistance  to 
flexion  of  the  distal  finger  joints,  which 
indicates  intrinsic  muscle  spasm. 

Fig.  7 Fowler-type  arthroplasties 
and  synovectomies  have  been  perform- 
ed, which  involve  resection  of  the  me- 
tacarpal heads.  In  addition,  a complete 
synovectomy  has  been  performed. 

Fig.  8.  The  ..  metacarpophalangeal 
joint  of  the  index  finger  was  complete- 
ly destroyed  by  rheumatoid  arthritis 
and  the  proximal  phalanx  was  dislo- 
cated volarwards  on  the  metarcal.  An 
arthroplasty  was  therefore  performed, 
utilizing  a silicone  rubber  implant.  In 
my  opinion,  the  use  of  these  implants 
has  improved  the  postoperative  range 
of  motion  following  arthroplasties  in 
the  rheumatoid  hand. 


have  the  greatest  range  of  mo- 
tion of  all  the  finger  joints.  As 
stiffness  progresses,  disability 
rapidly  increases.  Surgical  syno- 
vectomy is  difficult,  and  there- 
fore early  chemical  synovectomy, 
using  nitrogen  mustard,  is  often 
helpful  in  reducing  synovitis. 
Usually,  nitrogen  mustard  in- 
jection of  the  proximal  inter- 
phalangeal  joints  is  done  at  the 
same  time  that  surgical  synovec- 
tomy of  the  metacarpophalan- 
geal joints  is  performed,  but  it 
can  be  done  as  an  isolated  pro- 
cedure, Figure  12.  If  the  re- 


sponse to  nitiogen  mustard  is 
poor  and  synovitis  continues, 
surgical  synovectomy  is  indi- 
cated." 

summary 

The  following  concepts  should 
be  taken  into  consideration  in 
selecting  patients  for  surgery  of 
the  hand: 

1.  Proper  medical  therapy  has 
failed  to  halt  progression  of  the 
disease. 

2.  Surgery  should  be  con- 
sidered early  before  advanced 
joint  destruction  occurs. 


3.  Well  - motivated  patients 
will  have  the  best  results. 

4.  Cooperation  and  communi- 
cation between  the  attending 
medical  and  surgical  physicians 
is  essential  so  that  surgery  is  not 
delayed. 

It  should  be  emphasized  that 
early  surgery  is  most  important. 
It  has  been  said  that  you  can- 
not make  a silk  purse  out  of  a 
sow’s  ear.  This  certainly  applies 
to  late  deformities  of  the  rheu- 
matoid hand. 

1118  Ninth  Ave.  (98101) 
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Fig.  9.  The  hand  on  the  left  shows  the  late  thumb  deformities  of  rheumatoid  arthritis 
consisting  of  flexion  at  the  metacarpophalangeal  joint  and  hyperextension  at  the  interphalangeal 
joint.  It  is  interesting  that  this  patient  did  not  have  similar  changes  in  the  opposite  hand. 

Fig.  10.  The  same  patient  as  in  Figure  9 approximately  two  months  after  shortening  of  the 
first  metacarpal.  This  has  markedly  diminished  the  flexion  deformity  at  the  metacarpophalan- 
geal joint  and  the  hyperextension  deformity  of  the  distal  joint.  An  excellent  alternative  pro- 
cedure is  simple  arthrodesis  of  the  metacarpophalangeal  joint  in  about  25  degrees  of  flexion. 

Fig.  11.  The  distal  phalanx  has  completely  dislocated  from  the  proximal  phalanx  of  the 
thumb,  and  the  patient’s  only  pinch  is  between  the  tip  of  the  index  finger  and  the  stump  of  the 
proximal  phalanx.  Function  here  is  greatly  improved  by  arthrodesis  of  the  interphalangeal  joint. 

Fig.  12.  Multiple  needles  have  been  placed  in  the  involved  joints  prior  to  the  introduction 
of  the  nitrogen  mustard  solution.  These  patients  must  be  followed  closely  and  unless  a 
remission  is  obtained  synovectomies  are  necessary. 
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Oregon  Physicians  . . . 

A Study  of  Their  Age,  Sex,  Specialty  and  Location 


S.  SPENCE  MEIGHAN,  M.D.  / RICHARD  BURG  / MORRIS  WEITMAN,  Ph.D., 

Portland,  Oregon 


On  March  18, 1967,  there  were  2,803  physicians  in  Oregon.  By  type  of  practice 
there  were  34  percent  primary  physicians,  25  percent  medical  care  specialists, 
23  percent  active  in  other  areas,  10  percent  in  training  and  8 percent  probably 
inactive.  Specialists  congregated  in  cities  and  general  practitioners  were 
largely  in  smaller  communities.  General  practitioners  are  slightly  older,  on 
average,  than  specialists.  Apparenty  many  more  young  physicians  enter  spe- 
cialty practice  than  general  practice.  If  present  trends  continue  there  will  be 
an  insufficient  number  of  family  physicians  available  to  provide  medical 
services.  The  supply  of  health  service  personnel  does  not  match  demands 
and  needs,  but  increase  in  number  of  physicians  may  not  solve  problems. 
Some  of  the  services  rendered  by  physicians  today  are  likely  to  be  assigned 
to  other  members  of  the  health  care  team  in  the  future. 


In  recent  years,  growing  con- 
cern has  been  expressed 
regarding  adequacy  of  the  num- 
ber of  physicians  available  to 
meet  the  health  care  needs  of 
the  nation. Health  care  is 
physician-centered  and  it  is  diffi- 
cult to  obtain  services  other  than 
through  a physician.  Under  these 
circumstances,  study  of  geo- 
graphic distribution  of  physi- 
cian manpower  provides  some 
indication  of  the  availability  of 
health  care. 

Considerable  variation  exists 
in  the  distribution  of  physicians. 
In  1965  the  numbers  of  non- 
federal  physicians  per  100,000 
civilian  population  in  the  states 
of  New  York  and  Massachusetts 
were  217  and  204  respectively; 


•146  licensed  osteopathic  physicians 
were  not  included  in  the  study. 

•*A  more  comprehensive  statistical 
analysis  is  available  on  request  to  the 
Department  of  Medical  Education, 
Good  Samaritan  Hospital,  Portland, 
Oregon. 


in  Alaska,  Mississippi  and  Ala- 
bama they  were  only  71,  74,  and 
80.3  such  great  differences  in 
physician-population  ratios  call 
for  careful  anlysis.  Studies  of 
physician  manpower  in  each 
region  are  prerequisite  to  ra- 
tional planning  for  development 
of  future  health  services.  Con- 
sequently we  have  examined 
distribution  and  some  character- 
istics of  Oregon  physicians. 

METHODS 

Information  concerning  age, 
sex,  specialty  and  location  of 
practice  of  physicians  in  Oregon 
was  obtained  from  several  sourc- 
es. The  1967  Directory  of  the 
State  Board  of  Medical  E.xamin- 
ers  provided  the  names  of  all 
currently  licensed  physicians.' 
Data  regarding  physicians  with- 
out current  licenses  were  ob- 
tained from  several  agencies 
(e.g.,  federal  and  state  govern- 
ments and  University  of  Oregon 


Medical  School).  Additional  in- 
formation was  derived  from  the 
24th  Edition  of  the  Directory  of 
the  American  Medical  Associ- 
ation, 1967,  and  from  the  Oregon 
Medical  Association  membership 
roster  for  the  same  year.  Names 
of  interns,  residents  and  fellows 
were  obtained  from  each  teach- 
ing hospital  in  the  state.  A list  of 
physicians  identified  from  all 
these  sources  was  compiled  and 
is  taken  to  represent  the  total 
number  of  physicians  residing  in 
Oregon  on  March  18,  1967. 

Because  the  total  number  of 
physicians  in  a region  may  bear 
but  a limited  relationship  to 
their  services,  we  devised  a 
classification  of  physicians  ac- 
cording to  the  nature  of  the 
services  they  offer.  We  assumed 
that  physicians  who  wished  to 
make  their  professional  services 
available  to  the  public  would 
secure  a listing  in  the  yellow 
pages  of  telephone  directories. 
They  were  identified  from  the 
1967  publications. 


From  Department  of  Medical  Education,  Good  Samaritan  Hospital  and  Department 
of  Psychology,  Portland  State  University,  Portland  Oregon. 

This  study  was  supported  by  a grant  from  the  Collins  Medical  Trust. 
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Five  groups  of  physicians  were 
identified: 

Group  1—Primanj  Physicians. 
These  physicians  were  consid- 
ered to  offer  comprehensive  and 
continuing  (as  opposed  to  epi- 
sodic ) health  care  services  to 
the  general  public.  We  included 
all  general  practitioners,  general 
internists  and  pediatricians  hold- 
ing an  active  Oregon  license 
whose  names  appeared  in  the 
yellow  pages  of  the  1967  Oregon 
telephone  directories. 

Group  2— Medical  Care  Spe- 
cialists. In  this  group  were  gath- 
ered those  physicians  involved 
in  delivering  more  delimited 
forms  of  personal  medical  care 
services  than  the  physicians  in 
Group  1.  All  physicians  in  Group 
2 held  active  Oregon  licenses 
and  their  names  were  also  listed 
in  the  yellow  pages.  We  included 
in  this  group  such  clinical  spe- 
cialists as  surgeons,  sub-special- 
ists in  internal  medicine  (e.g., 
cardiologists  and  hematologists), 
dermatologists,  obstetricians  and 
psychiatrists.  Anesthesiologists, 
pathologists,  radiologists,  and 
physicians  in  public  health  serv- 
ices were  excluded  because  al- 
though providing  essential  health 
care  services,  they  usually  do  so 
through  another  physician. 

Group  3— Other  Active  Physi- 
cians. This  group  included  all 
physicians  engaged  in  the  prac- 
tice of  anesthesiology,  pathology, 
radiology  and  public  health.  Also 
included  were  all  licensed  physi- 
cians under  the  age  of  65  years 
who  did  not  fit  the  criteria  for 
Groups  1 and  2 and  all  un- 
licensed physicians  employed  by 
state  and  federal  agencies  (e.g.. 
Veterans  Hospital,  U.S.P.H.S., 
all  state  hospitals  and  the  Uni- 
versity of  Oregon  Medical 
School).  Most  of  the  full  time 
faculty  of  the  Medical  School 
were  included  in  this  group;  a 


few  were  listed  in  the  yellow 
pages  and  were  classified  in 
Group  2.  Physicians  in  Group  3 
represent  a section  of  the  medi- 
cal manpower  force  actively  in- 
volved in  delivering  medical  care 
but  whose  services  are  not  as 
accessible  to  the  general  public 
as  are  the  services  provided  by 
physicians  in  Groups  1 and  2. 

Group  4— Physicians  in  Train- 
ing. All  interns,  residents  and 
fellows  were  included  in  this 
group  regardless  of  their  license 
status.  Virtually  all  members  of 
this  group  reside  and  work  in 
Portland.  House  staff  physicians 
render  many  medical  services  to 
the  community  and  increase  the 
regional  availability  of  medical 
care,  but  do  so  as  part  of  an 
educational  experience  — hence 
their  separate  classification. 

Group  5 — Probably  Inactive 
Physicians.  Any  licensed  physi- 
cian over  65  years  of  age  whose 
name  either  was  not  listed  in 
the  yellow  pages  of  the  tele- 
phone directories  or  who  was  not 
employed  by  a state  or  federal 
agency  was  considered  to  be 
probably  inactive.  Also  included 
in  this  category  were  unlicensed 
physicians  not  included  in  Group 
3.  Because  retirement  among 
physicians  often  is  relative 
rather  than  absolute,  some  of 
these  physicians  may  render 
limited  medical  services.  We 
considered  their  separate  classi- 
fication essential  because  the  in- 
clusion of  a large  number  of  pre- 
dominantly inactive  physicians 
in  a survey  of  medical  manpower 
gives  a falsely  optimistic  expres- 
sion of  the  number  of  physicians 
available  to  give  medical  serv- 
ices. 

To  permit  the  distribution  of 
physicians  to  be  related  to  the 
number  and  characteristics  of 
the  population’  which  they  serve, 
a method  of  dividing  the  state 


into  regions  was  devised.  By 
gathering  counties  together  into 
naturally  occurring  groups  the 
following  regions  were  identi- 
fied: 

a.  Portland  area  counties 

b.  Willamette  Valley  eounties 
(excluding  Portland) 

c.  Goastal  counties 

d.  Gentral  counties 

e.  Eastern  counties. 

Primary  eare  services  are  usu- 
ally supplied  by  physicians  prac- 
ticing in  the  patient’s  immediate 
vicinity.  More  specialized  medi- 
cal services  are  ordinarily  found 
only  in  large  population  centers. 
Gonsequently  an  urban-rural 
classification  also  was  devised 
as  follows: 

a.  Portland  384,000 

b.  Other  cities  20-70,000 

c.  Large  towns  10-19,999 

d.  Small  towns 5-9,999 

e.  Rural less  than  5,000 

RESULTS 

On  March  18,  1967,  we  found 
a total  of  2,803  physicians  in  the 
State  of  Oregon.  This  represents 
149  physicians  per  100,000  of  the 
population.  Study  of  their  distri- 
bution according  to  professional 
attivity  revealed  that  960  (34 
percent)  were  primary  physi- 
cians, 704  (25  percent)  were 
medical  care  specialists,  639  (23 
percent)  were  active  in  other 
areas,  277  (10  percent)  were 
interns,  residents  or  fellows,  and 
223  (8  percent)  were  probably 
inactive.  Table  1. 

Of  the  2,803  Oregon  physi- 
cians identified,.  2,365  (84  per- 
cent ) possessed  a license  to 
practice  medicine  in  the  state; 
2,189  (78  percent)  wree  mem- 
bers of  the  Oregon  Medical  As- 
sociation, and  of  these  2,130  (97 
percent)  were  lieensed.  Physi- 
cians not  members  of  the  Assoei- 
ation  numbered  614;  only  235 
(38  percent)  of  them  were 
licensed. 
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TABLE  1 

Professional  Activities  of  Physicians  By  Sex,  Region  and  City  Size 
Medical  Other  Probably 
Primary  Care  Active  Inactive 


Physicians  Specialists  Physicians  Physicians  Totals 


No. 

% 

No.  % 

No. 

% 

No. 

% No.  % 

Sex 

Male 

940 

39 

691  29 

585 

24 

191 

8 2407  100 

Female 

20 

17 

13  11 

54 

45 

32 

27  119  100 

Region 

Portland 

419 

30 

397  29 

434 

31 

136 

10  1386  100 

Valley 

340 

42 

237  30 

160 

20 

67 

8 804  100 

Coast 

64 

58 

22  20 

18 

17 

6 

5 no  100 

Eastern 

70 

66 

17  16 

9 

8 

10 

10  106  100 

Central 

67 

56 

31  26 

18 

15 

4 

3 120  100 

City  Size 

Portland 

322 

26 

374  31 

405 

33 

117 

10  1218  100 

20-100 

179 

32 

205  37 

131 

23 

44 

8 559  100 

10-20 

189 

52 

88  25 

60 

17 

23 

6 358  100 

5-10 

no 

70 

29  19 

10 

6 

8 

5 157  100 

<5 

162 

69 

8 3 

33 

14 

31 

14  234  100 

Totals  “ 

960 

38 

704  28 

639 

25 

223 

9 2526  100 

*277  interns,  residents  and 

fellows  were  excluded  : 

from  this  analysis. 

TABLE  2 

Number  of  Physicians  Per  100,000  Population 

By  Professional  Activity,  Geographic 

Region,  and  City  Size 

Population 
No.  % 

Primary 

Professional  Activity 
Other 

Specialty  Active 

Probably 
Inactive  Totals 

Region 

Portland 

822 

45 

51 

48 

53 

17  169 

Valley 

603 

33 

56 

39 

27 

11  133 

Coast 

133 

7 

53 

13 

7 

7 80 

Eastern 

128 

7 

50 

17 

14 

5 86 

Central 

133 

7 

51 

23 

14 

3 91 

Citu  Size 

Portland 

384 

21 

84 

97 

106 

30  317 

20-70 

224 

12 

80 

91 

58 

20  249 

10-20 

190 

10 

99 

46 

32 

12  189 

5-10 

102 

6 

108 

29 

10 

8 155 

<5 

919 

51 

18 

1 

4 

3 26 

Totals 

1819 

100 

53 

39 

35 

12  139 

Of  the  total  2,803,  there  were 
1,821  who  were  listed  in  the 
yellow  pages  of  the  telephone 
directory’,  constituting  65  percent 
of  all  physicians  in  the  state. 
All  physicians  listed  in  the  yel- 
low pages  possessed  medical 
licenses  and  1,748  (96  percent) 
were  members  of  the  Oregon 
Medical  Association,  indicating 
how  strongly  the  physician  in 
private  practice  is  represented  in 
the  state  medical  association; 
1,046  (34  percent)  physicians 
were  graduates  of  the  University 
of  Oregon  Medical  School. 

There  were  142  female  physi- 
cians comprising  5 percent  of  the 
total  physician  force;  93  ( 66  per- 
cent) of  them  were  licensed. 
Among  2,661  male  physicians  2,- 
272  (85  percent)  were  licensed. 
Of  the  licensed  male  physicians, 
1,778  (78  percent)  were  listed 
in  the  yellow  pages  while  only  43 
(46  percent)  licensed  female 
physicians  were  so  listed.  Ex- 
cluding interns,  residents  and 
fellows  (254  men  and  23  wo- 
men), 68  percent  of  the  men 
were  available  to  serve  the  gen- 
eral public,  whereas  of  the 
women  only  28  percent  could  be 
so  regarded.  Table  1.  The  pro- 
portion of  females  retired  from 
active  practice  was  23  percent;  of 
males  only  7 percent  were  re- 
tired. W'omen  tended  to  be  less 
available  than  men  for  providing 
direct  medical  service  to  the 
general  public. 

In  the  Portland  region  there 
were  1,386  physicians,  represent- 
ing 55  percent  of  the  total  with 
804  ( 32  percent ) in  the  Willam- 
ette Valley,  110  (4  percent)  in 
the  Coastal,  120  (5  percent)  in 
the  Central,  and  106  ( 4 percent ) 
in  the  Eastern  regions.  Table  1. 
Primary  physicians  comprised 
almost  two  thirds  of  the  physi- 
cian manpower  in  the  Coastal, 
Central,  and  Eastern  regions. 


and  only  one  third  of  the  physi- 
cians in  the  Valley  and  in  Port- 
land. Although  a preponderance 
of  physician  manpower  was 
found  to  be  located  in  Portland, 
the  relative  number  of  primary 
physicians  is  closely  comparable 
in  each  of  these  regions  (about 
52  per  100,000,  Table  2).  But 
when  primary  physicians  were 
separated  into  two  sub-groups— 
general  practitioners  vs.  intern- 
ists and  pediatricians— the  in- 
ternists and  pediatricians  were 
concentrated  in  Portland  and  the 
general  practitioners  in  the 
Coastal,  Central  and  Eastern 
regions.  Table  3.  In  Oregon  the 
term  “general  practitioner”  in 


addition  to  indicating  a profes- 
sional role  also  suggests  a rural 
setting. 

Portland  and  the  other  cities 
with  populations  of  greater  than 
20,000  have  comparable  rates  of 
both  primary  physicians  and 
medical  care  specialists.  Table  2. 
In  smaller  towns  the  rate  of 
specialists  declines  progressively, 
and  in  population  centers  smaller 
than  5,000  only  a few  primary 
physicians  are  found.  These  data 
confirm  that  specialist  services 
are  centered  around  the  larger 
population  centers,  while  pri- 
mary care  services,  at  least  in 
Oregon,  are  available  in  towns  of 
larger  than  5,000  inhabitants.  In 
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TABLE  3 

Primary  Physicians  By  Specialty,  Geographic  Region,  and  City  Size 
General  Internists  ir 

Practitioners  Pediatricians  Totals 


No. 

% 

No. 

% 

No. 

% 

Region 

Portland 

240 

57 

179 

43 

419 

100 

Valley 

245 

72 

95 

28 

340 

100 

Coast 

56 

80 

14 

20 

70 

100 

Central 

57 

85 

10 

15 

67 

100 

Eastern 

59 

92 

5 

8 

64 

100 

Citif  Size 

Portland 

155 

48 

167 

52 

322 

100 

20-70  thousand 

97 

54 

82 

46 

179 

100 

10-20 

148 

79 

39 

21 

187 

100 

5-10 

101 

92 

9 

8 

no 

100 

<5 

156 

96 

6 

4 

162 

100 

Totals 

657 

68 

303 

32 

960 

100 

TABLE  4 

Mean  Years  of  Age  of  Physicians  By  Type  of  Professional 


Activity,  Geographic  Region,  and  City  Size 


Primary 

Specialist 

Other  Active 

All  Active 

Care 

Care 

Physicians 

Physicians 

Region 

Portland 

49.8 

49.8 

44.1 

47.8 

Valley 

48.0 

46.5 

47.4 

47.4 

Coast 

50.0 

45.6 

49.2 

49.1 

Eastern 

50.9 

47.6 

51.7 

50.3 

Central 

49.5 

49.8 

47.4 

49.3 

CitiJ  Size 

Portland 

50.4 

50.3 

44.3 

48.1 

20-70  thousand 

46.9 

46.3 

46.7 

46.6 

10-20 

49.3 

47.1 

48.7 

48.6 

5-10 

50.0 

45.6 

49.4 

49.1 

5 

49.0 

48.4 

44.2 

48.2 

Totals 

49.2 

48.5 

45.3 

47.9 

the  smaller  communities,  how- 
ever, patients  frequently  must 
travel  to  receive  even  primary 
care  services. 

The  age  of  physicians  was 
studied  because  it  provides  some 
indication  of  the  future  supply 
of  active  physicians.  Primary 
physicians  and  medical  care  spe- 
cialists had  the  same  mean  age, 
49  years;  both  of  these  groups, 
however,  were  older  than  the 
group  of  “other  active  physi- 
cians” whose  mean  age  was  45 
years  (p<.001)  Table  4.  When 
primary  physicians  were  sepa- 
rated into  their  three  constituent 
sub-groups,  differences  in  age 
were  found  (p<.001)  with  gen- 
eral practitioners,  50  years,  be- 
ing older  (p<.001)  than  both 
internists,  48  years,  and  pediatri- 
cians, 45  years.  Since  the  less 


populated  regions  are  now 
served  by  older  physicians  (gen- 
eral practitioners),  the  already 
limited  number  of  physicians 
available  to  the  public  there  may 
be  expected  to  decline  further. 
Unless  this  trend  is  reversed,  it 
seems  likely  that  in  the  near 
future  even  the  services  of  pri- 
mary physicians  will  be  available 
in  communities  of  less  than  5,000 
on  a very  limited  basis. 

The  mean  age  of  physicians 
who  practice  in  cities  of  20- 

70.000,  47  years,  was  lower 
(p<05)  than  the  mean  ages  of 
physicians  who  practice  in  Port- 
land, 48  years,  cities  of  10- 

20.000,  49  years,  cities  of  5- 

10.000,  49  years,  and  cities  of  less 
than  5,000,  48  years;  these  latter 
four  groups  did  not  differ  from 
each  other  in  age.  This  suggests 


that  more  of  the  younger  physi- 
cians are  locating  their  practices 
in  cities  of  from  20-70,000. 

DISCUSSION 

In  1965  in  the  United  States 
there  were  138  physicians  per 
100,000  of  the  population.'*  Ore- 
gon ranked  twelfth  among  the 
states  in  terms  of  the  number  of 
physicians  per  thousand  popula- 
tion. The  total  number  of  physi- 
cians in  a state,  however,  is  not 
a meaningful  figure  unless  there 
is  provided  some  indication  of 
the  number  of  physicians  avail- 
able to  serve  the  public.  And  al- 
though other  surveys  of  medical 
manpower  give  data  regarding 
the  number  of  physicians  in  pri- 
vate practice,  a precise  definition 
of  private  practice  is  lacking  and 
authors  do  not  indicate  how 
their  figures  were  obtained.**  ® 
The  classification  of  physicians 
suggested  in  our  study  employs 
operational  definitions  to  separ- 
ate physicians  into  functional 
categories.  This  provides  an  op- 
portunity to  relate  the  number 
of  physicians  to  the  services  they 
provide  to  the  community. 

time  devoted  to  patient  care 

Physician  manpower  studies 
are  seriously  limited  in  that  they 
ignore  such  differences  among 
physicians  as  the  number  of  pa- 
tients seen  and  the  amount  of 
time  spent  with  patients.  Unlike 
physicians  in  rural  settings, 
those  who  practice  in  larger  pop- 
ulation centers  may  spend  con- 
siderable time  commuting  or  in 
dealing  with  large  bureaucratic 
agencies,  possibly  reducing  the 
amount  of  time  the  physician  is 
able  to  devote  to  patient  care. 
Although  subject  to  considerable 
individual  variation,  there  is  lit- 
tle question  that  the  average 
primary  physician  renders  a 
larger  total  volume  of  service  to 
the  general  public  than  does  the 
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REGIONS  OF  OREGON 


COASTAL  PORTLAND 


VALLEY 


CENTRAL 


EASTERN 


average  specialist  with  delimited 
practice.  Differences  in  efficiency 
also  e.xist  among  individual 
physicians.  Some  differences  may 
be  due  to  the  way  a physician’s 
practice  is  organized.  Conceiv'- 
ably,  those  practicing  in  groups 
gi\e  services  to  more  people  per 
physician.  In  spite  of  obvious 
shortcomings,  however,  studies 
of  physician  distribution  provide 
one  means  of  establishing  the 
availability  of  physician-directed 
health  care  service  in  different 
georgraphic  and  socioeconomic 
areas. 

Several  investigations  have 
been  reported  dealing  with  the 
current  number  of  physicians  in 
the  Lnited  States  and  predicting 
the  number  that  will  be  required 
in  the  future.- »•“>  Each  studv 
concluded  that  a phvsician 
shortage  e.xisted.  As  a 'conse- 
quence of  these  and  other  stud- 
ies the  federal  gov'emment  has 
accepted  the  e.xistence  of  a phy- 
sician shortage  and,  as  a reme- 
dial measure,  has  provided  finan- 


cial incentive  to  medical  schools 
to  increase  their  enrollment. 

shoriage  not  defined 

What  is  implied  when  the 
term  physician  shortage  is  used? 
Physician  shortage  probably  is 
best  defined  as  the  difference  be- 
tween a stated  manpower  ob- 
jective and  a projected  man- 
power supply.-  But  how  many 
primarv'  physicians  are  required? 

hat  should  be  the  proportion 
of  specialists  to  primarv'  physi- 
cians and  how  can  that  appor- 
tionment be  brought  about?  Can 
the  geographic  distribution  of 
physicians  be  changed  so  that 
physician-directed  health  serv- 
ices are  available  to  all?  Ansvv'ers 
to  these  questions  are  not  im- 
mediately apparent. 

Despite  such  comple.xities  one 
clear  trend  is  readily  discernible 
—among  young  physicians  there 
has  been  a continuous  rise  in 
specialization. In  order  to  re- 
verse this  trend  the  American 
Academy  of  General  Practice  is 
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attempting  to  institute  residency 
programs  in  family  practice.  So 
far  there  has  been  no  great  de- 
mand among  graduating  physi- 
cians for  residency  training  in 
family  or  general  practice. 

It  seems  likely  that  if  these 
trends  continue  there  will  be  an 
insufficient  number  of  family 
physicians  av’ailable  to  prov'ide 
medical  serv  ices.  During  the  past 
few  v'ears  such  an  insufficiency 
has  been  dev^eloping,  but  largely^ 
in  rural  areas.  Probably  con- 
tributing to  this  trend  has  been 
the  general  impression  that  if 
enough  phy’sicians  are  produced 
some  are  bound  to  trickle  out 
into  practice  in  more  rural  areas. 

expanding  physician  usefulness 

have  not  been  able  to 
discov'er  evidence  in  support  of 
such  reasoning.  Consequently,  in 
rural  areas,  the  role  of  family’ 
physician  may  have  to  be  as- 
sumed in  the  future  by  a nurse 
or  some  other  specially  trained 
member  of  the  health  care  team 


who  will  deal  with  minor  health 
problems  and  refer  patients  with 
more  serious  complaints  to  a 
physician.  By  means  of  rapid 
transportation  one  physician 
would  be  able  to  supervise  the 
operation  of  several  rural  health 
centers  staflFed  by  medical  assist- 
ants or  nurse  practitioners.  If 
such  concepts  of  regional  health 
care  develop,  improvement  of 
transportation  of  patients  to  re- 
gional medical  centers  would 
also  be  an  essential  element;  and 
if  medical  care  services  become 
unavailable  in  small  towns,  ways 
must  be  found  whereby  people 
in  small  towns  can  be  trans- 
ported rapidly  to  regional  medi- 
cal centers.  The  needs  of  diflPer- 
ent  regions  are  not  likely  to  be 
identical,  and  future  health 
services  ought  to  be  planned 
accordingly. 

Under  the  traditional  free 
enterprise  system,  each  individ- 
ual is  theoretically  free  to  exert 
personal  choice  regarding  his  oc- 
cupation. For  physicians  this 
includes  the  specialty  he  will 
enter  and  where  he  will  locate 
his  practice.  The  individual’s 
choice  often  results  more  from 
personal  benefits  he  — rather 
than  the  potential  clientele— will 
receive.  Indeed,  the  physicians 
choice  of  location  for  his  prac- 
tice may  be  totally  unrelated  to 
the  medical  care  needs  of  the 
public.  It  is  natural  and  inevit- 
able under  the  present  system 
that  physicians  will  attempt  to 
satisfy  their  own  social,  intellec- 
tual and  economic  needs.  While 
it  is  desirable  to  maintain  the 
liberty  of  the  individual,  it  is 
also  important  that  ways  be 
found  to  influence  physicians  to 
enter  practice  in  undoctored 
regions  of  the  country. 

demand  does  not  reflect  need 

At  present  the  supply  of  health 
personnel  has  been  more  sensi- 


tive to  the  demands  of  patients 
than  to  the  demonstrated  needs 
of  the  public.  Health  care  de- 
mands and  needs  are  diflFerent 
elements  of  the  problem.  Their 
extent  and  nature  are  determined 
in  diflFerent  ways.  The  number 
of  people  residing  in  a commim- 
ity  is  not  necessarily  a valid 
indication  of  the  demand  for 
medical  services  because  some 
individuals  and  social  groups 
find  it  more  feasible  or  desirable 
than  others  to  utilize  medical 
services.  On  the  other  hand,  a 
group  may  express  little  demand 
for  services  but  may  have  great 
need;  e.g.,  the  aged,  the  poor,  the 
uneducated,  the  isolated  and 
some  minority  groups. Where- 
as demand  for  services  is  cultur- 
ally and  economically  deter- 
mined, medical  needs  arise  inde- 
pendently of  such  factors.  De- 
termining the  extent  and  nature 
of  needs  in  specific  terms  is  a 
difficult  task.  Unlike  demands, 
needs  are  rarely  explicit.  To 
make  them  so,  necessitates  care- 
ful search.  The  extent  and  nature 
of  health  care  needs  are  of  great 
importance  in  determining  the 
quantity  and  quality  of  future 
health  care  services.  The  health 
care  system  must  become  more 
sensitive  to  needs  than  to  de- 
mands. 

But  if  a formula  were  de- 
veloped to  predict  the  number 
and  types  of  physicians  required 
merely  to  maintain  health  serv- 
ices currently  available,  esti- 
mates so  derived  would  not  auto- 
matically be  relevant  to  tomor- 
row’s needs.  The  number  of 
physcians  required  may  increase 
—or  decrease;  it  cannot  be  iden- 
tified precisely.  Can  the  efficien- 
ey  of  the  medical  care  system 
be  increased?  How  many  addi- 
tional services  can  be  provided 
under  physician  supervision  and 
what  services  could  be  offered 


without  such  supervision?  Can 
physicians  develop  better  coop- 
erative relationships  with  other 
physicians  and  with  the  various 
members  of  the  health  care 
team?  What  alternatives  in  cur- 
riculum design  in  medical 
schools  might  enable  new  grad- 
uates to  adapt  to  a changing 
environment?  Predicting  physi- 
cian manpower  needs  for  the 
future  involves  these  and  other 
factors. 

the  path  to  over  doctoring 

There  is  a tendency  to  assume 
that  the  public  would  be  well 
served  by  a great  increase  in  the 
number  of  physicians.  Cinzberg 
asserts  that  while  some  benefit 
might  result,  it  would  seem  like- 
ly that  such  an  increase  would 
also  produce  some  undesirable 
effects.”  Physicians  are  in  a posi- 
tion to  create  their  own  demand. 
When  the  number  of  physicians 
increases  beyond  a certain  point 
the  income  of  these  physicians 
can  be  maintained  only  at  the 
individual  and  societal  cost  of 
overdoctoring.  Such  considera- 
tions indicate  the  need  for  cau- 
tion in  increasing  the  supply  of 
physicians  without  also  attemp- 
ting to  render  the  medical  sys- 
tem more  sensitive  to  real  needs 
rather  than  to  demands  for 
services. 

While  the  effects  of  a physi- 
cian shortage  may  well  exist, 
the  cause  may  be  more  a matter 
of  maldistribution  than  of  numer- 
ical deficit.  Data  are  lacking 
concerning  public  needs  for 
medical  services.  The  system 
through  which  physician- 
directed  health  services  will  be 
provided  in  the  future  is  likely 
to  undergo  changes.  The  physi- 
cian’s role  in  the  health  care 
system  of  the  future  is  not  clearly 
defined;  some  of  the  services 
rendered  by  physicians  today  are 
likely  to  be  assigned  to  other 
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members  of  the  health  care  team. 
Increasing  the  number  of  physi- 
cians is  a simple  remedy  offered 
to  meet  complex  problems  of 
closing  the  gap  between  an  ill- 
defined  supply  and  equally  ill- 
defined  needs  and  demands.  Di- 
agnosis should  precede  prescrip- 
tion as  a first  step  in  treatment. 

(Dr.  Meighan) 
1015  N.W.  22nd  Ave.  (97210) 
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EXAMINATION  PASSERS  OR  DOCTORS? 

The  medical  student  of  1970  has  to  assimilate  a vast  amount  of  information 
compared  to  his  predecessors.  Basic  techniques  of  examination  of  an  ill  patient  may 
not  have  changed  very  much  in  fifty  years,  but  today  the  student  must  also  know 
minute  details  of  investigation  and  treatment.  In  addition  to  a “blood  picture”  and 
electrolytes,  sophisticated  tests  of  renal,  hepatic,  and  cardio-respiratory  function  are 
rapidly  becoming  routine.  Further  tests  of  particular  systems  may  be  carried  out, 
including  ECG,  EEC,  AEG,  enzyme  function  tests,  and  many  complex  radiological 
investigations.  Our  student  must  be  acquainted  with  the  correct  drug  for  every  ail- 
ment. Modern  drugs  are  very  powerful  and  have  many  side-effects:  therefore  he  must 
also  know  the  correct  antidote  for  every  drug. 

This  knowledge  is  essential  for  passing  exams  but  one  must  question  whether  it 
produces  a good  clinician.  Sophisticated  tests  have  their  place  in  modern  teaching 
centres  but  most  medical  graduates  will  not  be  working  in  these  centres.  If  they  are 
working  in  under-developed  areas,  or  even  in  Guy’s  on  a Sunday  morning,  they  will 
not  have  access  to  such  tests. 

Although  a student  may  be  competent  at  satisfying  the  examiners,  it  is  possible 
for  him  to  qualify  without  ever  having  seen  (let  alone  mastered)  various  basic  nursing 
techniques.  Physiotherapy  may  save  an  ill  patient  beyond  the  help  of  ampicillin;  the 
passing  of  a Ryle’s  tube  or  the  administration  of  an  enema  can  also  be  life-saving. 
These  are  examples  of  mundane  techniques  which  are  essential  in  care  of  patients. 
A teaching  hospital  that  produces  doctors  who  are  biochemical  wizards  hut  are  in- 
capable of  performing  these  simple  tasks  is  in  danger  of  being  so  far  ahead  of  medicine 
that  it  has  lost  its  sense  of  direction. 

An  editorial  in  Guy's  Hospital  Gazette,  January  17,  1970. 
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No  GJ.  Intoleraiice 
wtthBiifferin 
for  most  Arthritics. 

Hospital  records  showed  that  rheumatoid  arthritics  were  21^  to  9 times  more  prone 
to  gastrointestinal  intolerance  with  plain  aspirin  than  the  general  patient  population.* 

A two-part  study  reported  in  an  article*  in  the  Journal  of  the 
American  Medical  Association  investigated  this  problem  to  determine  if 
Bufferin®  would  be  better  tolerated  by  arthritics. 

The  first  part  dealt  with  37  rheumatoid  arthritics  with  proved  intolerance  to  aspirin. 
In  a double-blind  crossover  test,  alternating  regimens  of  aspirin  and  Bufferin 
(2  tabs.  4 times  a day  while  awake)  were  administered.  Of  the  37,  twenty-six  responded 
to  Bufferin  without  significant  gastrointestinal  problems.  In  the  second  part,  25  of 
these  same  26  arthritics  participated  in  a long-term  management  study  using  Bufferin. 

In  this  single-modality  test,  24  out  of  25  arthritics  with  proved  aspirin  intolerance 
took  a regimen  including  Bufferin*  (2  tabs,  q.i.d.)  from  4 to  18  months 
with  no  significant  gastrointestinal  distress. 

THAT'S  96%  WITHOUT  SIGNIFICANT  STOMACH  UPSET. 


Achieve  higher  pure 
acetylsalicylic  acid  blood  levels 
faster  with  Bufferin. 
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In  a series  of  tests,  ^ blood  levels  were 
measured  which  compared  Bufferin  with 
plain  aspirin.  In  the  first  critical  minutes, 
Bufferin  produced  blood  levels 
of  pure  acetylsalicylic  acid  averaging 
almost  twice  those  of  plain  aspirin. 

Bufferin  can  give  arthritis  sufferers 
the  benefit  of  higher  pure 
acetylsalicylic  acid  levels  faster. 

And  without  undue  risk  of 
gastrointestinal  problems. 


Composition:  Each  tablet  contains  aspirin  5 Gr.,  and  the  antacid  Di-Alminate®  (Bristol-Myers’  brand  of  Aluminum  Glycinate 
and  Magnesium  Carbonate). 

^Majority  of  patients  studied  received  long-term  therapy  consisting  of  physiotherapy,  dietary  adjuncts,  and  in  some 
instances,  gold  salts. 

1 Fremont-Smith,  Paul,  JAMA,  159:386-388,  June  4,  1955. 

2 Truitt,  Edward  B.,  Jr.,  and  Morgan,  Ann  M.,  Journal  of  Pharmaceutical  Sciences,  54  No.  11:1640-1646,  1965. 


Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients ...  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


screening;  “Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


P 


lOCHEMICAL 
ROCEDURES 


LIATE  OF  BRISTOL-MYERS  COMPANY 


Headquarters  Laboratory 

12020  Chandler  Boulevard 
North  Hollywood,  California  91607 
From  Area  Code  213  Call: 

763-8203  • 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


OREGON 


Oregon  Medical  Association-'^^M  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Roel  B.  Rowls,  M.D.,  Astoria 

SECY-TREAS.  Lawretice  M.  Lowell,  M.D.  Portland 
EXECUTIVE  SECY.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 


University  of  Oregon  Medical  School  Alumni  Association 
55th  Annual  Scientific  Meeting^  April  22-24 


JOEL  W.  BAKER,  M.D. 

Joel  W.  Baker  of  Seattle,  Washington,  President 
of  the  American  College  of  Surgeons  will  speak  at 
the  55th  Annual  Scientific  Meeting  of  the  University 
of  Oregon  Medical  School  Alumni  Association.  Dr. 
Baker  was  a member  of  the  Somer  Memorial  Lec- 
ture Advisory  Committee  from  1952-1966,  but  at 
this  meeting,  will  be  a Sommer  Memorial  Lecturer. 

The  program  is  as  follows: 


9:00  A.M. 
9:30  A.M. 


11:00  A.M. 


1:30  P.M. 


2:30  P.M. 


Registration 

The  Medical  Problem  of  Dementia 
and  the  Significance  of  Low  Pres- 
sure Hydrocephalus  as  One  Cause 

Sommer  Memorial  Lecture 
Raymond  D.  Adams,  M.D. 

Boston,  Massachusetts 

The  Paraneoplastic  Syndromes 
Sommer  Memorial  Lecture 
A.  McGehee  Harvey,  M.D. 
Baltimore,  Maryland 

Presiding 

Willis  J.  Irvine,  M.D.  '48 
Portland,  Oregon 

Symposium:  A CONFRONTATION 
WITH  THE  DRUG  USER 
Drugs  of  Abuse:  Through  the  Look- 
ing Glass 

William  K.  Riker,  M.D. 

Portland,  Oregon 

Drug  Hangups  As  Seen  by  the 
Crime  Lab 

Sgt.  Ruth  Swinney 
Portland,  Oregon 


3:15  P.M.  Drugs— National  and  International 
Implications 

3:45  P.M.  What  To  Do  When  the  Drug  Addict 
Visits 

Paul  Blachly,  M.D.,  '55 
Portland,  Oregon 


Wednesday,  April  22,  1970 

Presiding 

Robert  P.  Burns,  M.D.,  '47 
Portland,  Oregon 


Thursday,  April  23,  1970 

Presiding 

Lt.  Col.  Charles  Sawyer,  '57 
Manila,  Philippines 
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9:00  A.M.  Two  Challenges  in  the  Management 
of  Sjnall  Bowel  Obstruction 
Sommer  Memorial  Lecture 
Joel  W.  Baker,  M.D. 

Seattle,  Washington 


10:00  A.M.  The  Immune  System,  Protector  or 
Executioner? 

Richard  D.  Moore,  M.D. 

Portland,  Oregon 

11:00  A.M.  Annual  Business  Meeting 


East  Ballroom 
Sheraton  Motor  Inn 


12:00  p.M.  Presiding 

Robert  P.  Burns,  M.D.  '47 
Portland,  Oregon 

The  Delivery  of  Health  Care 
Max  Parrott,  M.D.,  '40 
Portland,  Oregon 

Presiding 

William  E.  Spies,  M.D.,  '47 
Hilo,  Hawaii 

2:00  P.M.  Pediatric  Neurology;  Some  of  its 
Most  Crucial  Problems 
Sommer  Memorial  Lecture 
Raymond  D.  Adams,  M.D. 

Boston,  Massachusetts 


Friday,  April  24,  1970 


Presiding 

John  M.  Ross,  M.D.,  '40 
Salem,  Oregon 


9:00  A.M.  Rheumatoid  Arthritis  and  its  Var- 
iant Syndromes 

Sommer  Memorial  Lecture 
A.  McGehee  Harvey,  M.D. 
Baltimore,  Maryland 

10:00  A.M.  Some,  Not  All,  of  the  Changes 
Produced  by  the  Pill 

Vinton  D.  Sneeden,  M.D.,  '36 
Portland,  Oregon 

11:00  A.M.  Surgical  Treatment  of  Duodenal 
Ulcer:  Tailoring  the  Operation  to 
the  Patient 

Sommer  Memorial  Lecture 
Joel  W.  Baker,  M.D. 

Seattle,  Washington 

Presiding 

Gerald  E.  Kinzel,  M.D.,  '36 
Portland,  Oregon 


1:30  P.M.  The  Lacunar  State;  Small  Strokes 
Reviewed 

Sommer  Memorial  Lecture 
Raymond  D.  Adams,  M.D. 

Boston,  Massachusetts 


3:00  P.M.  The  Clinician  and  the  Controversy 
Regarding  Polyps  of  the  Colon 
Sommer  Memorial  Lecture 
Joel  W.  Baker,  M.D. 

Seattle,  Washington 

4:15  P.M.  The  Lupoid  Syndromes 

Sommer  Memorial  Lecture 
A.  McGehee  Harvey,  M.D. 
Baltimore,  Maryland 


2:30  P.M.  Health  Care— Who  Will  Deliver  It 
and  How? 

Harold  T.  Osterud,  M.D. 

Portland,  Oregon,  Moderator; 

M.  Roberts  Grover,  Jr.,  M.D. 
Portland,  Oregon; 

Gerald  Bassett,  M.D.,  M.P.H. 
Seattle,  Washington; 

Richard  P.  Bunch,  M.D.,  '61 
Othello,  Washington 


OMA  Board  of  Trustees  Meets 


The  Oregon  Medical  Association’s  Board  of 
Trustees  met  on  Saturday,  March  7,  1970  at  OMA 
Headquarters.  It  was  pointed  out  that  the  Board 
would  not  meet  again  until  May  because  of  the 
spring  meeting  of  the  House  of  Delegates  April 
10-12. 

President  Noel  B.  Rawls  called  the  meeting  to 
order  at  2:00  p.m.  The  Board  heard  informational 
reports  from  Auxiliary  President,  Mrs.  James  H. 
Seacat,  Chairman  of  the  Board  of  Oregon  Physicians 


Service  James  H.  Seacat,  State  Health  OflBcer,  Ed- 
ward Press,  and  from  those  in  attendance  who  had 
recently  returned  from  the  AMA-AMPAC  Public 
Affairs  Workshop  in  Washington,  D.C. 

Dr.  Rawls  noted  that  the  OMA-OMPAC  group 
which  attended  the  workshop  had  also  met  with  each 
member  of  the  Oregon  Congressional  Delegation. 
He  also  outlined  discussions  with  Rep.  A1 
Ullman  regarding  his  bill  to  include  chiropractic 
services  under  Medicare.  Dr.  Rawls  also  urged 
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OMA  members  to  write  their  Congressmen  express- 
ing their  disapproval  of  the  bill. 

J.  Allan  Henderson  reported  on  the  principal  ac- 
tions of  the  annual  meeting  of  the  Northwest  Medi- 
cal Publishing  Association,  publishers  of  “Northwest 
Medicine.”  Dr.  Henderson  is  a member  of  the 
Board  of  the  publishing  company. 

The  Board  extended  life  membership  status  to 
Mariam  Luten,  Klamath  Falls. 

Trustees  also  heard  and  approved  actions  of  the 
Executive  Committee,  relating  to  increasing  fidelity 
bond  coverage  of  employee  and  executive  officers 
to  $100,000,  providing  part  time  staffing  for  spe- 
cialty organizations  on  a cost-plus  basis,  and  pledg- 
ing $300  toward  the  Oregon  Chapter  of  SAMA’s 
goal  of  $1200  to  provide  a hospitality  room  at  the 
National  SAMA  meeting  in  Philadelphia. 

The  Committees  on  Medicine  and  Religion,  Om- 
budsman, Military  Affairs,  and  Voluntary  Health 
Insurance  submitted  informational  reports  to  the 
Board  of  Trustees. 

The  Board  of  Trustees  adopted  the  following 
reports  which  contained  recommendations: 

Traffic  Safety— That  the  Committee  on  Traffic 
Safety  be  empowered  by  the  Association  to  arrange 
and  conduct  a one  or  two  day  scientific  program  to 
train  at  least  one  physician  from  each  county  in 
Oregon  to  serve  as  an  expert  medical  witness  in 
court  cases  for  driving  under  the  influence  of  in- 
toxicating liquor. 

Annual  Session— That  the  OMA  pledge  $400 
toward  securing  a computer-operated  rescucitation 
exhibit  for  the  Annual  Meeting;  That  Oregon  osteo- 
pathic physicians  be  extended  invitations  to  the 
scientific  portion  of  the  Annual  Meeting;  That  OMA 
adopt  a policy  relating  to  the  acceptance  of  appli- 


cations for  industrial  exhibit  space  from  medical 
laboratory  services. 

Liaison  to  Oregon  Nurses  Association— That  the 
OMA  and  the  Oregon  Nurses  Association  jointly 
sponsor  a conference  on  the  doctor-nurse  relationship 
in  the  overall  delivery  of  health  care;  and  that  a 
committee  of  two  representatives  from  each  asso- 
ciation be  appointed  to  plan  and  execute  the  con- 
ference; that  the  OMA  support  the  principle  of 
in-service  training  for  nursing  home  personnel. 

Professional  Consultation— That  the  OMA  direct  a 
letter  to  the  officers  of  the  county  medical  societies 
signed  by  the  president  and  the  chairman  of  the 
Committee  on  Professional  Consultation  urging  the 
component  medical  societies  to  screen  all  applicants 
for  membership  very  thoroughly  before  the  appro- 
priate classification  of  membership  is  extended  to 
him. 

The  Board  voted  not  to  adopt  a recommendation 
of  the  Committee  on  Rural  Health  and  endorsed  by 
the  Committee  on  Physician  Recruitment  that  the 
OMA  sponsor  a physicians  recruitment  exhibit  in 
Convention  Hall  at  the  Annual  Meeting  of  the 
American  Medical  Association  in  June  1970  in 
Chicago. 

In  other  business,  the  Trustees  heard  a report  on 
current  national  legislation  from  American  Medical 
Association  Legislative  Council  member,  Ernest  T. 
Livingstone. 

The  Board  also  learned  W.  David  Coyner,  AMA 
Regional  Director  of  Field  Service  had  resigned  his 
position  effective  April  1,  and  would  take  a position 
with  the  Florida  Medical  Association.  The  Board 
extended  its  appreciation  for  Mr.  Coyner’s  excellent 
service  to  Oregon  and  the  Northwest  during  the 
past  year  he  has  been  in  the  region. 


Applications  for  Scientific  Papers 
Accepted  for  96th  Annual  Session 


Oregon  Medical  Association  Annual  Session  Com- 
mittee Chairman,  Roy  A.  Payne  has  announced  the 
Committee  will  accept  applications  for  scientific 
papers  and  scientific  exhibits  until  June  1,  1970  for 
use  in  connection  with  the  96th  Annual  Session  of 
the  Association,  October  7-11,  1970. 

The  Annual  Meeting,  which  will  be  held  at  the 
Portland  Hilton  Hotel,  will  feature  an  expanded 


scientific  program,  with  half-day  programs  in  ten 
specialties  in  addition  to  three  half-day  general 
sessions  and  a half  day  symposium  on  the  medical 
and  social  aspects  of  environmental  pollution. 

The  Fall  portion  of  the  Sommer  Memorial  Lecture 
Series  will  also  be  held  in  conjunction  with  OMA 
scientific  meetings. 


261 

Northwest  Medicine,  April,  1970 


PRESIDENT'S  PAGE 
NOEL  B.  RAWLS,  M.D. 


PEER  REVIEW  - DOCTOR  CURE  THYSELF 

There  has  been  a great  deal  of  talk  in  the  past  year  about  peer 
review  and  peer  review  mechanisms.  However,  if  one  takes  a closer  look, 
he  realizes  we  have  had  peer  review  for  a long  time . It  first  occurred  in 
the  licensure  mechanism  of  state  boards  of  medical  examiners,  and  is  also 
utilized  as  a review  method  when  complaints  about  a physician  bring  him  to 
a board's  attention. 

State  association  malpractice  committees  exercise  a definite  peer 
review  mechanism  in  evaluating  possible  professional  liability  suits . For 
at  least  thirty  years  most  voluntary  health  insurance  companies  have  used 
medical  consultants  to  review  claims . Since  the  Joint  Commission  on 
Accreditation  of  hospitals  began  to  upgrade  hospital  requirements,  we  have 
had  tissue  and  record  review  committees.  This  type  of  peer  review  is 
accepted  without  question. 

Utilization  review  committees  came  into  being  with  the  advent  of 
Medicare . While  it  was  accepted  with  a great  deal  of  resentment  and  doubt 
at  first,  most  physicians  now  endorse  this  type  of  constraint  on  their 
practice  of  medicine. 

Recently  the  Oregon  Medical  Association's  Coimcil  on  Medical  Education 
implemented  a plan  which  requires  Association  members  to  report  a minimum 
amoiunt  of  postgraduate  education  as  a requisite  for  continuing  membership. 
Although  this  upset  a few  of  our  members,  most  Oregon  physicians  recognize 
we  are  in  the  midst  of  a time  of  rapidly  changing  technological  science. 
Thoughtful  reflection  leads  us  to  the  conclusion  that  we  must  have  means 
available  to  assure  the  public  and  ourselves  we  are  keeping  up  with  this 
progress  and  are  therefore  offering  our  patients  the  best  medical  care. 

It  has  been  proposed  by  several  specialty  associations  and  within  the 
Federal  government  that  physicians  be  required  to  submit  to  periodic  licens- 
ing examinations  at  certain  time  intervals . The  American  Society  of  Internal 
Medicine  and  the  American  College  of  Physicians  now  offer  voluntary  programs 
whereby  their  members  may  purchase  an  examination,  take  it  in  privacy,  and 
obtain  the  results  in  a confidential  evaluation  of  their  knowledge  in  the 
field . 

Of  considerable  interest  to  medical  organizations  which  are  earnestly 
approaching  the  problems  inherent  in  peer  review  is  the  loss  of  medical  man- 
power caused  by  physician  suicide,  or  losses  from  causes  such  as  drug  addic- 
tion and  alcoholism.  The  shortage  of  physicians  which  we  currently  face 
makes  it  mandatory  that  we  avoid  the  loss  of  even  a single  doctor  because  of 
any  eventuality  we  can  possibly  avoid.  Those  considering  peer  review  mechan- 
isms should  therefore  address  themselves  to  the  question  of  whether  the  early 
recognition  and  reporting  to  peer  review  committees,  of  physicians  who  are  in 
trouble,  might  bring  about  help  in  diverting  them  from  more  serious  difficult- 
ies . The  problem  seems  to  be  that  we  are  all  reluctant  to  cast  the  first 
stone.  Yet  we  do  these  associates  a great  disservice,  for  their  only  hope 
for  rehabilitation  lies  in  early  recognition  and  prompt  treatment. 

Our  interest  in  all  of  the  peer  review  mechanisms,  including  those  in 
the  last  paragraph  should  best  be  motivated  by  our  concern  for  quality 
medicine  and  by  our  concern  for  any  loss  of  medical  manpower,  which  we  can 
so  ill  afford.  There  are  many  problems  in  the  delivery  of  quality  medical 
care  in  contemporary  America,  and  organized  medicine  must  address  itself  to 
them.  As  we  begin,  we  should  recall  a contemporary  adaption  of  an  old  adage, 
"Doctor  Cure  Thyself." 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  seanie,  Washington  98ns 

PRESIDENT  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  J.  Wolfred  Wallen,  M.D.,  Burlington 
EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting  September  20-23,  1970,  Spokane 


A Medical  Course  for  Ambulance  Personnel 


Twenty-two  Seattle  physicians  constitute  the 
faculty  for  an  advanced  medical  course  being 
given  to  ambulance  drivers  and  attendants,  the  in- 
struction going  far  beyond  the  usual  first  aid  course. 
The  course  was  established  by  Mr.  Lee  Cox,  Presi- 
dent of  Shepard  Ambulance  Company,  Seattle,  for 
his  employees.  The  twenty-week  course  offers  a 
seminar  each  week,  attended  by  employees  on  their 
own  time  and  a weekly  instruction  session  attended 
on  company  time. 

Design  of  the  course  was  based  on  research  by 
Richard  G.  Early,  Ph.D.,  of  the  University  of  Wash- 
ington School  of  Physical  and  Health  Education, 
who  knew  that  he  was  not  likely  to  get  the  infor- 
mation he  sought  if  he  approached  employees  of 
the  ambulance  company  as  a university  professor, 
asking  questions.  Instead  of  the  conventional  ap- 
proach, he  went  through  the  regular  employment 
procedure  and  became  another  ambulance  attendant. 
Patients  he  helped  might  have  been  astounded  had 
they  known  they  were  being  cared  for  by  a Doctor 
of  Philosophy.  But  at  the  end  of  two  and  a half 
months.  Dr.  Early  had  information  he  could  have 
obtained  in  no  other  way.  He  knew  the  strengths 
and  weaknesses  of  the  drivers  and  attendants.  He 
also  knew  what  they  needed  and  how  the  infor- 
mation should  be  presented.  Then  he  and  Howard 
Pyfer  went  to  work.  A surprisingly  sophisticated 
course  was  the  result: 

Psychological  care  of  patients. 

Poisoning,  overdose  of  drugs. 


Airway  obstruction.  Mechanical  aids  to  breath- 
ing and  pulmonary  resuscitation. 

Chest  injuries. 

Cardiac  arrest  and  myocardial  infarction. 

Strokes  and  aneurysm. 

Bleeding  and  shock. 

Wounds,  accidental  or  intentional. 

Fractures  and  dislocations,  lower  extremities. 

Fractures  and  dislocations,  upper  extremities. 

Injuries  to  neck  and  spine. 

Extrication.  Movement  of  patients. 

Injuries  to  head  and  face. 

Injuries  to  abdomen  and  genitalia. 

Medical  emergencies— diabetes,  epilepsy,  uncon- 
sciousness not  diagnosed,  asthma,  emphy- 
sema, arthritis,  cancer,  kidney  failure. 

Childbirth,  birth  defects. 

Environmental  emergencies,  burns,  electrocu- 
tion, radiation,  smoke,  fumes,  heat  exhaustion. 

Drowning  and  under-water  emergencies  (bends, 
air  embolism). 

In  planning  the  course.  Dr.  Pyfer,  who  is  Director 
of  Medical  Education  for  the  ambulance  company, 
included  subjects  of  recognized  medical  importance, 
modifying  both  subject  matter  and  method  of  pre- 
sentation according  to  the  information  gleaned  by 
Dr.  Early.  He  is  confident  that  drivers  and  attend- 
ants who  take  this  advanced  training  will  be  much 
more  competent  in  handling  medical  emergencies. 
Adequate  aid,  at  the  site  and  en  route,  can  save 
more  lives  than  high  speed  and  a wailing  siren. 


1.  Stephen  R.  Yarnall,  M.D.,  Assistant 
Professor  of  Cardiology,  University  of 
Washington  School  of  Medicine,  demon- 
strates Resuci  Annie  to  Charles  Taplin, 
attendant,  and  Richard  Bailey,  driver, 
employees  of  Shepard  Ambulance  Com- 
pany, and  Mr.  Lee  Cox,  President. 


2.  Howard  G.  Early,  Ph.D.,  gives  basic 
instruction  on  atherosclerosis. 

3.  Howard  Pyfer,  M.D.,  Mr.  Lee  Cox, 
and  Ronald  G.  Early,  Ph.D.,  met  before 
one  of  the  meetings  to  discuss  presen- 
tation of  material  to  ambulance  attend- 
ants and  drivers. 


Photos  on 
Next  Page 
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Health  Legislation— 1970 


SPECIAL  SESSION 

Copies  of  the  following  bills  are  available  from 
the  WSMA  Division  on  Government  Affairs,  302 
Security  Building,  Olympia,  Washington  98501. 

ABORTION  REFERENDUM-Reierred  by  the 
Legislature  to  the  voters  for  decision  at  the  Novem- 
ber 3,  1970  General  Election. 

Referendum  20  (Engrossed  Senate  Bill  68),  An 
act  relating  to  abortion;  adding  three  new  sections 
to  chapter  249,  Laws  of  1909  and  to  chapter  9.02 
RCW;  and  providing  for  submission  of  this  act 
to  a vote  of  the  people.  WSMA  supported  Senate 
Bill  68. 

Be  It  Enacted  Bij  The  Legislature  Of  The  State 
Of  Washington: 

NEW  SECTION.  Section  1.  There  is  added  to 
chapter  249,  Laws  of  1909,  and  to  chapter  9.02 
RCW  a new  section  to  read  as  follows: 

Neither  the  termination  by  a physician  licensed 
under  chapters  18.71  or  18.57  RCW  of  the  preg- 
nancy of  a woman  not  quick  with  child  nor  the 
prescribing,  supplying  or  administering  of  any  medi- 
cine, drug  or  substance  to  or  the  use  of  any  instru- 
ment or  other  means  on,  such  woman  by  a physician 
so  licensed,  nor  the  taking  of  any  medicine,  drug 
or  substance  or  the  use  or  submittal  to  the  use  of 
any  instrument  or  other  means  by  such  a woman 
when  following  the  directions  of  a physician  so  li- 
censed, with  the  intent  to  terminate  such  pregnancy, 
shall  be  deemed  unlawful  acts  within  the  meaning 
of  this  act. 

NEW  SECTION.  Section  2.  There  is  added  to 
chapter  249,  Laws  of  1909,  and  to  chapter  9.02 
RCW  a new  section  to  read  as  follows: 

A pregnancy  of  a woman  not  quick  with  child 
and  not  more  than  four  lunar  months  after  concep- 
tion may  be  lawfully  terminated  under  this  act  only: 
(a)  with  her  prior  consent  and,  if  married  and 
residing  with  her  husband  or  unmarried  and  under 
the  age  of  eighteen  years,  with  the  prior  consent 
of  her  husband  or  legal  guardian,  respectively,  (b)  if 
the  woman  has  resided  in  this  state  for  at  least 
ninety  days  prior  to  the  date  of  termination,  and 
(c)  in  a hospital  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  or  at  a medical  facility 
approved  for  that  purpose  by  the  state  board  of 
health,  which  facility  meets  standards  prescribed  by 
regulations  to  be  issued  by  the  state  board  of  health 
for  the  safe  and  adequate  care  and  treatment  of 
patients:  PROVIDED,  That  if  a physician  deter- 
mines that  termination  is  immediately  necessary  to 
meet  the  medical  emergency  the  pregnancy  may  be 
terminated  elsewhere.  Any  physician  who  violates 


this  section  of  this  1970  act  or  any  regulation  of  the 
state  board  of  health  issued  under  authority  of  this 
section  shall  be  guilty  of  a gross  misdemeanor. 

NEW  SECTION.  Section  3.  There  is  added  to 
chapter  249,  Laws  of  1909,  and  to  chapter  9.02 
RCW  a new  section  to  read  as  follows: 

No  hospital,  physician,  nurse,  hospital  employee 
nor  any  other  person  shall  be  under  any  duty,  by 
law  or  contract,  nor  shall  such  hospital  or  person 
in  any  circumstances  be  required,  to  participate 
in  a termination  of  pregnancy  if  such  hospital  or 
person  objects  to  such  termination.  No  such  person 
shall  be  discriminated  against  in  employment  or 
professional  privileges  because  he  so  objects. 

NEW  SECTION.  Section  4.  If  any  provision  of 
this  act,  or  its  application  to  any  person  or  circum- 
stance, is  held  invalid,  the  remainder  of  the  act,  or 
the  application  of  the  provision  to  other  persons  or 
circumstances,  is  not  affected. 

NEW  SECTION.  Section  5.  This  act  shall  be 
submitted  to  the  people  for  their  adoption  and 
ratification,  or  rejection,  at  the  general  election  to  be 
held  in  this  state  on  the  Tuesday  next  succeeding 
the  first  Monday  in  November  1970,  in  accordance 
with  the  provisions  of  section  1,  Article  II  of  the 
Constitution  of  the  state  of  Washington,  as  amended, 
and  the  laws  adopted  to  facilitate  the  operation 
thereof. 

ADOPTION,  MEDICAL  REPORT  REQUIRED 
(Engrossed  House  Bill  23,  Chapter  82,  Laws  of 
1970,  Effective  May  14,  1970)  WSMA  did  not 
support  passage  of  House  Bill  23. 

AN  ACT  Relating  to  child  agencies;  and  adding  a 
new  section  to  chapter  150,  Laws  of  1935  and  to 
chapter  26.36  RCW. 

Be  It  Enacted  By  The  Legislature  Of  The  State 
Of  Washington: 

NEW  SECTION.  Section  1.  There  is  added  to 
chapter  150,  Laws  of  1935  and  to  chapter  26.36 
RCW  a new  section  to  read  as  follows: 

Every  person,  firm,  society,  association,  or  corpo- 
ration receiving,  securing  a home  for,  or  otherwise 
caring  for  a minor  child  shall  transmit  to  the  pros- 
pective adopting  parent  prior  to  placement  and 
shall  make  available  to  all  persons  with  whom  a 
child  has  been  placed  by  adoption  a complete  medi- 
cal report  containing  all  reasonably  available  infor- 
mation concerning  said  child.  This  report  shall 
contain,  but  shall  not  be  limited  to,  all  reasonably 
available  information  which  would  indicate  that  the 
child  is  mentally  deficient  or  physically  impaired  by 

Washington  news  continued  on  page  273 
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CONTINUIN 

Complied  by  Washington/Alaska  Regional  Medical  Program,  Oregon  Regional  Medical  Proj 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Physicians 
In-Residence  Course 
in  Techniques 
of  Cardiology 

Cardiologists  on  the  staffs  of  the 
four  participating  hospitals 

Oregon  Heart  Association 

Good  Samaritan  Hospital; 
St.  Vincent  Hospital; 
Providence  Hospital; 
Emanuel  Hospital 

Physicians  Who 
Manage 
Cardiac 
Problems 

Individual  Postgradu- 
ate Preceptorships 
(Heart,  Cancer,  Stroke 
and  other  fields) 

Practicing  Physicians 

Washington/ Alaska  Re- 
gional Medical  Program; 
Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine 

University,  Swedish,  Provi- 
idence,  Virginia  Mason, 
Chlidren’s  Orthopedic, 
Harborview,  U.S.  Public 
Health  Service  Hospitals. 
Seattle;  Sacred  Heart, 
Deaconess  Hospital,  Spo- 
kane; Tacoma  General 
Hospital,  Tacoma 

Physicians 

General  X-Ray 
Diagnosis  and 
Therapy;  Special 
Seminar  on  X-Ray 
Diagnosis  and 
Therapy  in 
Pediatric  Urology 

Lowell  King,  M.D.  (Chicago): 
Charles  Shopfner,  M.D.  (Kansas  City); 
Robert  Wise,  M.D.  (Boston); 
and  members  of  the  society. 

Pacific  Northwest 
Radiological  Society 

Benson  Hotel, 
Portland,  Oregon 

Primarily  for 
Radiologists: 
1970  Session 
also  for 
Urologists: 
other  Physi- 
cians welcome 

Surgical  Anatomy 
Demonstration: 
Athletic  Injuries 
and  Other 
Traumatic  Injuries 

Gail  Frank,  M.D., 
Oklahoma  City 

Tacoma  Surgical  Club 

University  of  Puget  Sound, 
Tacoma,  Washin^on 

All 

Physicians 

Coronary  Care 
Unit 

Stephen  Yamall,  M.D., 
Werner  Samson,  M.D. 

University  of  Washington 
School  of  Medicine; 

W ashington/ Alaska 
Regional  Medical 
Program 

University  Hospital, 
Seattle,  Washington 

Physicians 

Coronary  Care  Course 

Stephen  Yarnall,  M.D.  and 
Werner  Samson,  M.D.,  Co-Chm. 

Washington/Alaska 

Regional  Medical  Program 
University  of  Washin^on 
School  of  Medicine 

University  of  Washington 
School  of  Medicine,  Seattle 

General 

Practitioners 

Obstetrics-Pediatrics 

Day 

Edward  T.  Tyler,  M.D., 
Henry  L.  Nadler,  M.D. 

Sacred  Heart  CJeneral 
Hospital,  Division  of 
Continuing  Medical 
Education 

Sacred  Heart  General 
Hospital  Auditorium, 
1200  Alder  Street, 
Eugene,  Oregon  97401 

Physicians 

New  Concepts  in  R.  C.  Davidson,  M.D.; 

Gastrointestinal  DiseasesL.  Frederick  Fenster,  M.D,; 
(Circuit  Course)  Charles  E.  Pope,  II,  M.D.; 

Cyrus  E.  Rubin,  M.D.; 

John  K.  Stevenson,  M.D, 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

May  5 course: 

St.  Mary’s  Hospital, 

Walla  Walla,  Washington 
May  6 course: 

University  of  Washington 
Graduate  Center, 
Tri-Cities,  Washington 
May  7 course: 

Yakima  Valley  Memorial 
Hospital,  Yakima 
May  8 course: 

Cascade 

Natural  Gas  Auditorium 
Wenatchee,  Washington 

General 

Practitioners 

Chronic  Renal 
Disease 

George  A.  Porter,  M.D.  (Moderator) 

University  of  Oregon  Medi- 
cal School,  Circuit  Course 
Program:  Oregon  Regional 
Medical  Program 

Sacred  Heart  Hospital, 
Eugene,  Oregon 

Physicians 
OAGP  Credit 
4>/2  hours 

Oregon  Academy  of 
General  Practice  1970 
Scientific  Assembly 

Faculty  from: 

University  of  Oregon  Medical  School 

University  of  Washington 

School  of  Medicine 

University  of  Utah  Medical  Center 

University  of  Colorado 

School  of  Medicine 

Oregon  Academy  of 
General  Practice 

Bowman’s  Mt.  Hood 
Golf  Club  and  Resort, 
Wemme,  Oregon 

Physicians 
OAGP  Credit 
12  hours 

Bedside  Approach  to 
Fluid  and  Electrolyte 
Disorders 

Richard  R.  Paton,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic, 
Seattle 

General 

Practitioners, 

Specialists 

Trauma  of  the  Hip 

E.  G.  Chuinard,  M.D.; 

A.  S.  McConkey,  M.D.; 

James  W.  Brooke,  M.D.; 
Anthoney  J.  Bianco,  Jr..  M.D.; 
James  R.  Degge,  M.D.; 

Stanley  L.  James,  M.D. 

Sacred  Heart 
General  Hospital. 
Division  of  Continuing 
Medical  Education 

Sacred  Heart 
General  Hospital, 
Auditorium,  1200  Alder  St., 
Eugene,  Oregon  97401 

General 
Practitioners, 
Pediatricians, 
Surgeons, 
Orthopedic 
Surgeons, 
AAGP  Credit 

6 hours 
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lEDICAL  EDUCATION 


ntain  States  Regional  Medical  Program. 


INFORMATION, 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

REGISTRATION 

One  week  in- 
residence (on  call 
24-hours  a day) 

On  going  program:  enrollment 
is  limted  to  two  physicians 
per  week 

None 

Alan  W.  Ames,  M.D., 
c/o  Oregon  Regional 
Medical  Program, 

3181  S.W.  Sam  Jackson  Park  Rd. 
Portland,  Oregon  97201 

To  be  individually 
arranged 

To  be  individually  arranged 

No  fee 

Postgraduate  Preceptorship 
Project,  Washington/Alaska 
Regional  Medical  Program, 

530  University  District  Building, 
Seattle  98105 

Unspecified 

Three  days 

May  1-3 

May  1,  Registration: 
7:00  p.m. 

May  2,  Session: 

9:00  a.m.  - 5:00  p.m. 
May  3,  Session: 

9:00  a.m.  - 12:00  p.m. 

To  be 
determined 

Robert  S.  Miller,  M.D., 

3392  S.W.  Fairmont  Boulevard, 
Portland,  Oregon  97201 

No  limit 

One  day 

May  2 — 

9:30  a.m.  - 4:00  p.m. 
6:30  p.m.  - 10:00  p.m. 

$15 

Arthur  P.  Wickstrom,  M.D. 
408  South  “K”  Street, 
Tacoma,  Washington  98405 

20 

Five  days 

May  4-8 

$50 

Pre-registration  required. 
Contact  Stephen  Yarnall,  M.D., 
Assistant  Professor,  Cardiology, 
103  Health  Sciences  Annex  2, 
University  of  Washington 
School  of  Medicine  98105 

21 

One  week 

May  4-8 — 

Five  consecutive  days  from 
9.00  a.m. -5:00  p.m. 

$50 

Stephen  Yarnall,  M.D.,  Assistant 
Professor,  Cardiology,  103 
Health  Sciences  Annex  2, 
University  of  Washington  School 
of  Medicine,  Seattle  98105 

One  Day 

May  5,  8:00  a.m. -5:00  p.m. 

None 

Mrs.  Marlene  Boynton 
Sacred  Heart  General  Hospital 
1200  Alder  Street 
Eugene,  Oregon  97401 

One 

afternoon 

May  5,  1.30  p.m. 
May  6,  1:30  p.m. 
May  7,  1:30  p.m. 
May  8,  1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

One  afternoon 

May  6,  1:30  p.m. -6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

Three  days 

May  6,  9:00  a.m. -4.30  p.m. 
May  7,  9:00  a.m. -4:30  p.m. 
May  8,  9:00  a.m. -4:30  p.m. 

None 

Mr.  Roscoe  Miller, 
Oregon  Academy  of 
General  Practice, 

2164  SW  Park  Place, 
Portland,  Oregon  97205 

25 

Three  days 

May  7-9 

$35 

Division  of  Continuing 
Medical  Education, 

Virginia  Mason 
Medical  Center, 

1111  Terry  Ave.,  Seattle  98101 

One  day 

May  12,  8:30  a.m. -5:00  p.m. 

None 

Mrs.  Marlene  Boynton, 

Sacred  Heart  General  Hospital 
1200  Alder  Street, 

Eugene,  Oregon  97401 
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SUBJECT 


FACULTY 


SPONSOR 


LOCATION 


FOR 


Chronic  Obstructive 
Pulmonary  Disease 

Miles  J.  Edwards,  M.D.; 
James  L.  Mack,  M.D.; 
John  E.  Tuhy,  M.D.; 
Sonia  Buist,  M.D. 

University  of  Oregon  Medi- 
cal School,  Circuit  Course 
Program;  Oregon  Regional 
Medical  Program 

Courtel  Motel, 

1313  North  Bayshore  Drive 
Coos  Bay,  Oregon  97420 

Physicians 
OAGP  Credit 
4 ','2  hours 

Chronic  Obstructive 
Pulmonary  Disease 

Miles  J.  Edwards,  M.D.; 
James  L.  Mack,  M.D.; 
John  E.  Tuhy,  M.D.; 
Sonia  Buist,  M.D. 

University  of  Oregon  Medi- 
cal School,  Circuit  Course 
Program;  Oregon  Regional 
Medical  Program 

Roseburg  Country  Club, 
Roseburg,  Oregon 

Physicians 
OAGP  Credit 
41/2  hours 

Clinical  Day 

E.  F.  Cadman,  M.D.,  Chm.; 

Frederick  P.  Herter,  M.D.  (Columbia 
University) 

Wenatchee  Valley  Clinic 

Wenatchee  Valley  Clinic 
820  N.  Chelan  St., 
Wenatchee,  Washington 

General 

Practitioners 

Basic  Roentgenology 
of  the  Abdomen 

University  of  Oregon 
Medical  School  Faculty 

University  of  Oregon 
Medical  School, 
Division  of  Continuing 
Medical  Education 

Universit.y  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson 
Park  Road, 

Portland,  (Oregon  97201 

Physicians, 
Course  is  ac- 
ceptable for 
AAGP  credit 

Annual  Scientific  As- 
sembly, Washington 
Academy  of  General 
Practice 

Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland; 
Herbert  E.  Griswold,  M.D.,  Portland, 
Oregon 

Marion  B.  Sulzberger,  M.D. 

Washington  Academy  of 
General  Practice 

Cascadian  Hotel, 
Wenatchee,  Washington 

All  physicians 
WAGP  credit 
13  hours 

Oregon  Society  of 
Internal  Medicine 

Gordon  L.  Doty,  M.D., 
Thomas  M.  Haun,  M.D., 
Preston  C.  Hiefield,  Jr.,  Att., 

Oregon  Academy  of 
(General  Practice 

Dunes  Ocean  Front  Resort 
Lincoln  City,  Oregon 

...  , 

Physicians 

Hugh  B.  Johnston,  M.D., 
M.  Rene  Malinow,  M.D., 
Robert  D.  Michel,  M.D., 
Otto  C.  Page,  M.D., 
Richard  C.  Rogers,  M.D. 
Wayne  R.  Rogers,  M.D. 


William  O.  Robertson,  M.D., 
Moderator 


Adverse  Reactions  to 
Drugs 


0^ 

Accidental  Poisonings 


William  O.  Robertson,  M.D., 
Moderator 


Washin^on  State  Medical  KERI-FM  (104.3  me) 
Association  Bellingham 

Washington/Alaska  KUOW-FM  (94.9  me)  Seattle 

Regional  Medical  Program  KEWC-FM  (89.9  me) 
University  of  Washington  Spokane 

School  of  Medicine  KIT-FM  (94.5  me)  Yakima 


Washington  State  Medical 
Association 
W ashington/Alaska 

Regional  Medical  Program 
University  of  Washington 
School  of  Medicine 


KERI-FM  (104.3  me) 
Bellingham 

KUOW-FM  (94.9  me)  Seattle 
KEWC-FM  (89.9  me) 
Spokane 

KIT-FM  (94.5  me)  Yakima 


Physicians  and 
allied  health 
personnel 


Physicians  and 
allied  health 
personnel 


William  O.  Robertson,  M.D., 
Moderator 


Vaccination  Programs 


Washington  State  Medical 
Association 
Washington/Alaska 

Regional  Medical  Program 
University  of  Washington 
School  of  Medicine 


William  O.  Robertson,  M.D., 
Moderator 


Options  in  Anesthesias 


Washington  State  Medical 
Association 
Washington/Alaska 

Regional  Medical  Program 
University  of  Washington 
School  of  Medicine 


William  O.  Robertson,  M.D.,  Washington  State  Medical 

Moderator  Association 

Washington/ Alaska 

Regional  Medical  Program 
Psychopharmacologic  University  of  Washington 

Drugs  School  of  Medicine 


Washington/ Alaska 

Regional  Medical  Program 


Medical  Television 
Program  (subject  to 
be  announced) 


Washington/ Alaska 

Regional  Medical  Program 


Medical  Television 
Program  (subject  to 
be  announced) 


Washington/ Alaska 
Regional  Medical  Program 


Medical  Television 
Program  (subject  to 
be  announced) 


KERI-FM  (104.3  me)  Physicians  and  i 

Bellingham  allied  health 

KUOW-FM  (94.9  me)  personnel 

SGSttlC 

KEWC-FM  (89.9  me)  Spokane 

KIT-FM  (94.5  me)  Yakima  ) 


KERI-FM  (104.3  me)  Physicians  and 

Bellingham  allied  health 

KUOW-FM  (94.9  me)  Seattle  personnel 
KEWC-FM  (89.9  me) 

Spokane 

KIT-FM  (94.5  me)  Yakima 


KERI-FM  (104.3  me)  Physicians  and 

Bellingham  allied  health 

KUOW-FM  (94.9  me)  Seattle  personnel 
KEWC-FM  (89.9  me) 

Spokane 

KIT-FM  (94.5  me)  Yakima 


Channels  9,  Seattle;  7 Physicians  and 

Spokane;  47,  Yakima;  10,  allied  health 

Pullman;  10,  Portland  personnel 


Channels  9,  Seattle; 

7,  Spokane;  47,  Yakima; 
10,  Pullman;  10,  Portland 


Physicians  and 
allied  health 
personnel 


■H 


Channels  9,  Seattle; 

7,  Spokane;  47  Yakima; 

10,  Pullman;  10,  Portland 


Physicians  and 
allied  health 
personnel 
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ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

One  afternoon 

May  13,  1:30  p.m. -6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School. 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  afternoon  May  14,  1:30  p.m. -6:00  p.m.  None  Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 


120 


One  day 


May  14 — 

9:00  a.m.  - 5:00  p.m. 


No  charge 


E.  F.  Cadman,  M.D., 
Wenatchee  Valley  Clinic,  820 
N.  Chelan  St.,  Wenatchee, 
Washington  98801 


Two  days  May  14,  8:00  a.m. -5:00  p.m.  $50.00 

May  15,  8:00  a.m. -5:00  p.m. 


Director,  Continuing  Medical 
Education,  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 


No  limit 


Two  days  May  15,  16 


No  fee  Arthur  L.  Ludwick  M.D., 

Chairman,  Annual  Assembly, 
Washington  Academy  of  General 
Practice,  504  Orondo  Avenue, 
Wenatchee,  Washington  98801 


Two  Days  May  15,  None 

9:00  a, m. -12:00  p,m. 

May  16, 

9:00  a,m.-2:00  p.m. 


Mr.  Roscoe  Miller, 
Oregon  Academy  of 
General  Practice, 

2164  SW  Park  Place, 
Portland,  Oregon  97205 


One-half  hour  May  5 — 

12:30  p,m. -1:00  p.m. 


Call  toll-free  during  program. 
KUOW-FM,  Seattle,  206-543-2710 


One-half  hour  May  12 — 

12:30  - 1:00  p.m. 


Call  toll-free  during  program, 
KUOW-FM,  Seattle,  206-543-2710 


One-half  hour  May  19 — 

12:30  p.m.  - 1:00  p.m. 


Call  toll-free  during  program, 
KUOWIFM,  Seattle,  206-543-2710 


One-half  hour  May  26 — - 

12:30  p.m. -1:00  p.m. 


Call  toll-free  during  program, 
KUOW-FM,  Seattle,  206-543-2710 


One-half  hour  June  2 — 

12:30  - 1:00  p.m. 


Call  toll-free  during  program, 
KUOWIFM,  Seattle,  206-543-2710 


25  minutes  May  5,  7:35  a.m.;  repeat  pro- 

grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
p.m.  and  10:30  p.m. 


25  minutes  May  12,  7:35  a.m.;  repeat  pro- 

grams at  8:05  a.m.  and  close  of 
broadcast  day  between  9:30 
p.m.  and  10:30  p.m. 


25  minutes  May  19.  7:35  am,;  repeat  pro- 

grams at  8:05  a.m.  and  close 
of  broadcast  day  between  9:30 
p.m.  and  10:30  p.m. 
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Give  vour  patients 

rest  from  pain  Empirin®  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 

B.  W.  & Co.  narcotic  products  are  Class  “B",  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Washington  news  continued  from  page  265 

reason  of  heredity,  process  of  birth,  disease,  or  any 
other  cause,  but  said  report  shall  not  reveal  the 
identity  of  the  natural  parents  of  the  child.  "For 
purposes  of  this  section  a person  is  mentally  deficient 
who  experiences  difficulty  in  learning  and  in  meet- 
ing the  social  and  economic  requirements  of  every- 
day living  and  is  unable  to  effectively  apply  what  he 
has  learned  without  special  training.  RCW  26.36.030 
and  RCW  26.36.060  shall  not  apply  to  any  informa- 
tion made  available  by  this  section:  PROVIDED, 
HOWEVER,  That  this  section  shall  not  apply  to 
attorneys  performing  legal  services  in  connection 
with  adoptions. 

“Underscored  sentence  vetoed  from  bill  by  the 
Governor. 

CONSENT  FOR  TREATMENT  (Engrossed  Sen- 
ate Bill  27,  Chapter  17,  Laws  of  1970,  Effective 
May  14,  1970.) 

Be  It  Enacted  By  The  Legislature  Of  The  State 
Of  Washington: 

Section  1.  Section  1,  page  407,  Laws  of  1854 
at  last  amended  by  section  2,  chapter  72,  Laws  of 
1923,  and  RCW  26.28.010  are  each  amended  to  read 
as  follows: 

All  persons  shall  be  deemed  and  taken  to  be  of 
full  age  for  all  purposes  at  the  age  of  twenty-one 
years  and  upwards  except  as  hereafter  provided.  All 
persons  shall  be  deemed  and  taken  to  be  of  full 
age  and  majority  for  the  specific  purposes  hereafter 
enumerated  at  the  age  of  eighteen  years  and  up- 
ward: 

(1)  To  enter  into  any  marriage  contract  without 
parental  consent  if  otherwise  qualified  by  law; 

(2)  To  execute  a will  for  the  disposition  of  both 
real  and  personal  property  if  otherwise  qualified  by 
law; 

(3)  To  vote  in  any  election  if  authorized  by  the 
Constitution  and  otherwise  qualified  by  law; 

(4)  To  enter  into  any  legal  contractual  obligation 
and  to  be  legally  bound  thereby  to  the  full  extent 
as  any  other  adult  person; 

(5)  To  make  decisions  in  regard  to  their  own 
body  and  the  body  of  their  lawful  issue  whether 
natural  born  to  or  adopted  by  such  person  to  the 
full  extent  allowed  to  any  other  adult  person  in- 
cluding but  not  limited  to  consent  to  surgical  opera- 
tions; 

(6)  To  sue  and  be  sued  on  any  action  to  the 
full  extent  as  any  other  adult  person  in  any  of  the 
courts  of  this  state,  without  the  necessity  for  a 
guardian  ad  litem. 

Sec.  2.  Sections  1 and  5,  page  404,  Laws  of  1854 
as  last  amended  by  section  1,  chapter  230,  Laws 
of  1963,  and  RCW  26.04.010  are  each  amended  to 
read  as  follows: 


Marriage  is  a civil  contract  which  may  be  entered 
into  by  persons  of  the  age  of  eighteen  years,  who 
are  otherwise  capable:  PROVIDED,  That  every  mar- 
riage entered  into  in  which  either  party  shall  not 
have  attained  the  age  of  seventeen  years  shall  be 
void  except  where  this  section  has  been  waived  by 
a superior  court  judge  of  the  county  in  which  the 
female  resides  on  a showing  of  necessity. 

Sec.  3.  Section  11.12.010,  chapter  145,  Laws  of 
1965  and  RCW  11.12.010  are  each  amended  to 
read  as  follows: 

Any  person  of  sound  mind  who  has  attained  the 
age  of  eighteen  years  may,  by  last  will,  devise  all 
his  or  her  estate,  both  real  and  personal. 

All  wills  executed  subsequent  to  September  16, 
1940,  and  which  meet  the  requirements  of  this  sec- 
tion are  hereby  validated  and  shall  have  all  the  force 
and  effect  of  wills  executed  subsequent  to  the  taking 
effect  of  this  section. 

Sec.  4.  Section  48.18.02,  chapter  79,  Laws  of 
1947  and  RCW  48.18.020  are  each  amended  to  read 
as  follows: 

(1)  Any  person  eighteen  years  or  older  shall  be 
considered  of  full  legal  age  and  may  contract  for 
insurance.  Any  person  seventeen  years  or  younger 
shall  be  considered  a minor  for  purposes  of  Title  48 
RCW. 

(2)  A minor  not  less  than  fifteen  years  of  age  as 
at  nearest  birthday  may,  notwithstanding  such  mi- 
nority, contract  for  life  or  disability  insurance  on 
his  own  life  or  body,  for  his  own  benefit  or  for  the 
benefit  of  his  father,  mother,  spouse,  child,  brother, 
sister,  or  grandparent,  and  may  exercise  all  rights 
and  powers  with  respect  to  or  under  the  contract  as 
though  of  full  legal  age,  and  may  surrender  his 
interest  therein  and  give  a valid  discharge  for  any 
benefit  accruing  or  money  payable  thereunder.  The 
minor  shall  not,  by  reason  of  his  minority,  be  en- 
titled to  rescind,  avoid,  or  repudiate  the  contract, 
or  any  exercise  of  a right  or  privilege  thereunder, 
except,  that  such  minor,  not  otherwise  emancipated, 
shall  not  be  bound  by  any  unperformed  agreement 
to  pay,  by  promissory  note  or  otherwise  any  pre- 
mium on  any  such  insurance  contract. 

Sec.  5.  Sections  13  and  14,  page  83,  Laws  of 
1866  as  last  amended  by  section  4,  chapter  230, 
Laws  of  1963  and  RCW  26.04.210  are  each 
amended  to  read  as  follows: 

The  county  auditor,  before  a marriage  license  is 
issued,  upon  the  payment  of  a license  fee  as  fixed 
in  RCW  36.18.010  shall  require  each  applicant 
therefor  to  make  and  file  in  his  office  upon  blanks 
to  be  provided  by  the  county  for  that  purpose,  an 
affidavit  showing  that  such  applicant  is  not  feeble- 
minded, an  imbecil,  insane,  a common  drunkard, 
or  afflicted  with  pulmonary  tuberculosis  in  its  ad- 
vanced stages:  PROVIDED,  That  in  addition,  the 
affidavit  of  the  male  applicant  for  such  marriage 
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license  shall  show  that  such  male  is  not  afEicted 
with  any  contagious  venereal  disease.  He  shall  also 
require  an  affidavit  of  some  disinterested  credible 
person  showing  that  neither  of  said  persons  is  an 
habitual  criminal,  and  that  the  applicants  are  the 
age  of  eighteen  years  or  over:  PROVIDED,  FUR- 
THER, That  if  the  consent  in  writing  is  obtained 
of  the  father,  mother,  or  legal  guardian  of  the 
person  for  whom  the  license  is  required,  the  Hcense 
may  be  granted  in  cases  where  the  female  has  at- 
tained the  age  of  seventeen  years  or  the  male  has 
attained  the  age  of  seventeen  years.  Such  affidavit 
may  be  subscribed  and  sworn  to  before  any  person 
authorized  to  administer  oaths.  Anyone  knowingly 
swearing  falsely  to  any  of  the  statements  contained 
in  the  affidavits  mentioned  in  this  section  shall  be 
deemed  guilty  of  perjury  and  punished  as  provided 
by  the  laws  of  the  state  of  Washington. 

DANGEROUS  DRUGS,  BURDEN  OF  PROOF 
AND  CONTAINERS  (Senate  Bill  lOI,  Chapter  33, 
Laws  of  1970,  Effective  May  14,  1970) 

Amends  the  Poisons  and  Dangerous  Drugs  Chap- 
ter (69.40  RCW)  to  place  the  burden  of  proof 
upon  the  defendant  in  any  action  brought  under 
this  chapter  to  establish  exceptions,  excuse  or  ex- 
emptions under  the  chapter. 

Provides  that  a person  to  whom  or  for  whose  use 
any  poison  or  dangerous  drug  has  been  prescribed, 
sold,  or  dispensed,  by  a physician,  surgeon,  dentist, 
or  other  person  authorized  under  the  provisions  of 
RCW  69.40.060,  may  lawfully  possess  it  only  in  the 
container  in  which  it  was  delivered  to  him  by  the 
person  selling  or  dispensing  the  same. 

DRUG  CONTROL  ASSISTANCE  UNIT,  WASH- 
INGTON STATE  PATROL  (Engrossed  Substitute 
Senate  Bill  80,  Chapter  63,  Laws  of  1970,  Effec- 
tive February  20,  1970.)  WSMA  supported  Senate 
Bill  80. 

Creates  a drug  control  assistance  unit  in  the 
Washington  State  Patrol  to  provide  investigative 
assistance  in  enforcement  of  narcotics  and  dangerous 
drug  laws,  laboratory  services  for  analyzing  criminal 
evidence,  and  training  assistance  for  local  law  en- 
forcement personnel. 

Directs  the  unit  to  establish  a coordinated  system 
of  information  concerning  violations  of  the  narcotics 
and  drug  laws  to  provide  a communications  network 
connecting  all  offices  of  the  unit  and  to  use  existing 
facilities  and  systems  when  feasible. 

Creates  an  advisory  committee  to  the  Washington 
State  Patrol  made  up  of  representatives  of  various 
law  enforcement  agencies  and  organizations.  Appro- 
priated $150,000.00  for  implementation  during  the 
remainder  of  the  biennium. 

DEPARMENT  OF  ECOLOGY  (Senate  Bill  1, 
Chapter  62,  Laws  of  1970,  Effective  July  1,  1970.) 
WSMA  supported  enactment  of  SB  1. 


Creates  a new  Department  of  Ecology  to  coordi- 
nate and  combine  the  function  of  controlling  and 
preserving  water  quality,  air  quality,  solid  waste 
disposal,  and  development  and  research  as  it  per- 
tains to  pollution  control. 

Provides  for  abolishment  of  Department  of  Water 
Resources,  Water  Pollution  Control  Commission,  and 
State  Air  Pollution  Control  Board,  and  transfer  of 
their  duties,  property',  personnel  and  appropriations 
to  the  new  department.  Air  pollution  functions  of 
the  Department  of  Health  transferred  to  the  new 
department. 

Establishes  a pollution  control  hearings  board  to 
hear  appeals  from  departmental  actions,  and  an 
Ecological  Commission  composed  of  seven  members, 
one  representing  organized  labor,  one  of  the  busi- 
ness community,  one  of  the  agricultural  community 
and  four  persons  representing  the  public  at  large. 

DEPARTMENT  OF  SOCIAL  & HEALTH  SERV- 
ICES (Senate  Bill  52,  Chapter  18,  Laws  of  1970, 
Effective  July  I,  1970.) 

The  WSMA  supported  the  passage  of  Senate 
Bill  52. 

Creates  Department  of  Social  and  Health  Services 
to  unify,  administer,  and  coordinate  the  related  social 
and  health  services  of  state  government.  The  de- 
partments of  Health,  Public  Assistance,  Institutions, 
the  \'eteran’s  Rehabilitation  Council  and  Division 
of  \^ocational  Rehabilitation  are  each  abolished  and 
their  respective  powers,  duties,  functions,  obliga- 
tions, records,  equipment,  funds  and  staffs  are  trans- 
ferred to  the  Department  of  Social  and  Health 
Services. 

The  executive  head  of  the  Department  of  Social 
and  Health  Services  will  be  the  Secretary,  who  shall 
be  appointed  by  the  Governor  and  confirmed  by 
the  Senate.  The  department  will  be  divided  into 
divisions,  including  a Division  of  Vocational  Re- 
habilitaton.  The  Secretary  will  be  authorized  to 
appoint  a deputy  secretary,  a department  personnel 
director,  and  such  assistant  secretaries  as  shall  be 
needed  to  administer  the  department.  The  position 
office  of  Assistant  Director  of  Medical  Care  for  the 
Department  of  Public  Assistance  is  abolished. 

Places  various  related  advisory  boards,  commit- 
tees and  councils  under  the  jurisdiction  of  the 
Department  of  Social  and  Health  Services.  Enlarges 
the  State  Board  of  Health  from  five  to  six  members, 
replacing  the  Director  of  Health  as  a member  and 
chairman  by  the  Secretary  or  his  designee.  The 
Governor  shall  appoint  the  chairman.  Four  persons 
experienced  in  matters  of  health  and  sanitation  and 
one  person  representing  the  consumers  of  health 
care  will  be  appointed  to  the  Board  by  the  Governor. 
(It  is  expected  the  current  members  of  the  Board 
of  Health  will  continue  as  members,  with  the  con- 
Washington  news  continued  on  page  276 
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or  the  vitamin 
Jeficiency 


:hat  diet  alone 
Joesn’t  satisfy 


Thera-Combex  H-P* 


This  high-potency  vitamin  C and  B-complex 
combination  starts  where  diet  stops 


Kapseals* 


Each  Kapseal  contains:  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg,;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2V:  gr. 

The  Brown  capsule  with  Green  band 
is  a Parke-Davis  trademark. 

Parke,  Davis  & Company,  Detioit,  Michigan  48232 


PARKE-DAVIS 
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Washington  news  continued  from  page  274 
sumer  representative  appointed  by  the  Governor.) 

Background: 

To  improve  management  and  program  capability 
in  the  human  resources  sphere  of  state  government, 
the  Governor’s  Task  Force  on  Executive  Organiza- 
tion in  November,  1968  recommended: 

“Gonsolidating  the  Department  of  Public  Assist- 
ance, the  Department  of  Health,  the  Department 
of  Institutions  and  the  Veterans  Rehabilitation  Goun- 
cil  into  a Department  of  Social  and  Health  Services.” 

Benefits  of  consolidation  were  listed  by  the  Task 
Force  as: 

(1)  Improved  capabilittj  to  deliver  coordinated 
services  to  individuals. 

The  consolidated  department  over  a period  of 
time  should  be  able  to  develop  a single  intake  sys- 
tem through  which  an  individual  seeking  services 
can  have  his  problems  identified  and  dealt  with  in 
an  appropriate  sequence.  For  example,  in  indigent 
mother  may  come  into  a field  office  seeking  financial 
assistance.  The  intake  interview  might  reveal  that 
she  has  four  children,  the  oldest  of  which  is  a teen- 
ager with  a history  of  trunancy  and  the  youngest  is 
eight  years  old  and  has  a heart  defect.  The  new 
department  should  be  able  to  provide  the  woman 
with  financial  assistance,  arrange  guidance  coun- 
seling for  the  teenager  before  he  ends  up  in  juvenile 
court,  and  perhaps  provide  corrective  siu'gery  for  the 
child  with  a heart  defect.  At  present,  the  money 
payment  would  come  from  Public  Assistance,  the 
guidance  counseling  from  Institutions,  and  the  sur- 
gery from  the  Grippled  Childrens’  Program  in  the 
Health  Department.  It  is  unlikely  these  services 
could  now  be  provided  in  just  the  right  sequence  to 
salvage  the  family  and  entirely  possible  that  the 
full  array  of  services  needed  would  never  be  avail- 
able. 

(2)  Better  internal  coordination  between  functions. 

Under  the  present  multi-agency  structure  the 

agencies  themselves  often  lose  effectiveness.  For 
example,  the  Department  of  Institutions  needs  foster 
homes  for  children  released  from  the  state  juvenile 
homes.  Public  Assistance  finds  and  pays  for  foster 
homes.  Consolidation  would  provide  unified  di- 
rection and  insure  coordination  of  these  closely  re- 
lated functions.  A further  example:  While  the 
Department  of  Health  sets  standards  for  nursing 
home  care.  Public  Assistance  pays  much  of  the 
nursing  home  costs.  Yet  Public  Assistance  does  not 
have  authority  to  determine  the  level  of  care  for 
which  it  is  willing  to  pay.  By  placing  the  standard 
setting  and  payment  functions  in  the  same  depart- 
ment, a better  assessment  of  priorities  in  use  of 
the  available  welfare  dollars  should  result. 

(3)  Enhanced  capabilittj  in  dealing  with  the  fed- 
eral government. 

The  federal  government  still  clings  to  what  is 


called  “the  single  state  agency  concept.”  This 
means  a single  program  must  be  administered  by 
a single  agency  to  receive  matching  money.  For 
example,  one  such  federal  program  provides  medical 
care  to  aged  mental  patients.  The  money  for  the 
care  is  provided  to  Public  Assistance  because  it  is 
the  single  state  agency  operating  the  welfare  medical 
program.  The  patients  are  actually  cared  for  in 
state  hospitals  run  by  the  Department  of  Institutions. 
The  two  departments  must  go  through  elaborate 
contracting  and  accounting  procedures  in  order  to 
receive  federal  money  for  the  mental  patients.  Red 
tape  could  be  eliminated  and  savings  should  result 
if  a single  agency  both  cared  for  the  patients  and 
also  received  the  federal  money. 

The  following  agencies  and  programs  will  be  un- 
der the  Department  of  Social  and  Health  Services 
effective  July  I,  1970: 

Department  of  Public  Assistance- 

Assistant  Grants,  Food  Stamps,  Medical  Gare, 
Family  Services,  Child  Welfare  Services,  Services 
to  the  Blind 

Department  of  Institutions— 

Headquarters-Administrative  Staff,  Adult  Correc- 
tions, Juvenile  Corrections,  Mental  Health  & 
Retardation,  Handicapped  Children,  Veteran’s 
Homes 

Department  of  Health- 

Community  Health  Services,  Epidemiology,  Crip- 
pled Children’s  Services,  Alcoholism,  Maternal  & 
Child  Health,  Air  Quality  and  Solid  Waste 
Veteran’s  Rehabilitation  Council 
Veteran’s  Services 

Division  of  Vocational  Rehabilitation 

General  Rehabilitation  Services,  Sheltered  Work- 
shops, Hard  Core  Poverty  Programs,  Schools  and 
Institutions  Cooperative  Programs. 

LICENSE  NURSING  HOME  ADMINISTRA- 
TORS (Sub.  Senate  Bill  161,  Chapter  57,  Laws  of 
1970,  Effective  February  23,  1970.) 

Establishes  and  provides  for  the  enforcement  of 
standards  for  the  licensing  of  nursing  home  admin- 
istrators. Requires  all  nursing  homes  in  the  state, 
after  July  1,  1970,  to  be  under  the  administrative 
charge  of  a licensed  administrator.  Establishes  by 
March  15,  1970,  nine  member  state  board  of  exam- 
iners for  nursing  home  administrators  under  the 
Professional  Licensing  Division.  Makes  it  a gross 
misdemeanor  to  act  as  a nursing  home  administrator 
unless  licensed. 

BALLOT  ISSUES  & MALPRACTICE  IN  FU- 
TURE ISSUES.  The  WSMA  Division  on  Govern- 
ment Affairs  will  review  the  “pro’s”  and  “con’s”  of 
tax  reform  and  19  year  old  vote  referendums  that 
will  be  on  the  November  3,  General  Election  Ballot, 
and  the  WSMA  “Malpractice  Package”  of  bills  to  be 
introduced  at  the  1971  State  Legislative  Session  in 
future  issues  of  Northwest  Medicine. 
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AtAPAC,  State  of  Washington,  1970 

Make  it  a mutual  effort,  Doctor,  because  your 
PAC  needs  you  and  you  need  your  PAG.  Both 
AM  PAG  and  each  of  the  fifty  state  PAG’s  are 
voluntary,  non-profit,  unincorporated,  autonomous 
groups  whose  members  are  physicians  and  their 
wives.  Every  group  is  bi-partisan,  bound  by  no 
party  label.  The  voting  record,  platform,  and  pro- 
gram of  a candidate— not  his  party— is  what  the 
PAG  considers. 

The  basic  purpose  of  AMPAG  is  twofold:  To 

educate  in  political  affairs  and  to  provide  a means 


through  which  the  physician-citizen  can  effectively 
make  his  voice  heard  in  the  political  arena.  AMPAG, 
State  of  Washington,  is  medically  oriented  and 
medically  directed  by  a twenty-three  member  board 
consisting  of  twenty-one  physicians  and  two  Aux- 
iliary representatives. 

AMPAG  is  looking  ahead  to  elections  in  1970. 
Make  your  voice  count  by  sending  your  dues  today, 
$20  for  membership  in  AMPAG.  Your  wife  is  in- 
vited to  join  for  an  additional  $5. 

Make  your  check  payable  to  AMPAG,  State  of 
Washington,  and  mail  it  to:  444  N.E.  Ravenna 
Boulevard,  #108,  Seattle,  Washington  98115. 


1970  Physicians  and  Schools  Conference 


Preregistration  forms  for  the  1970  Physicians  and 
Schools  Gonference  are  available  from  the  Wash- 
ington State  Medical  Association  office,  444  N.E. 
Ravenna  Boulevard,  Seattle  98115  (Telephone:  LA 
3-9110).  The  theme  for  the  Gonference  this  year 
is  “Physical  Education— Qualified  Instruction  or 
Ghaos!”  The  substance  of  the  Gonference  will  come 
from  the  discussion  groups  and  guidance  from  phy- 
sicians is  essential. 

Phyicians  interested  in  attending  the  1970  Phy- 
sicians and  Schools  Gonference  who  will  require 
overnight  accommodations  should  contact  the 
WSMA  Office  immediately  as  hotel  and  motel  space 
in  Yakima  is  limited.  The  Gonference  will  be  held 
May  8-9,  1970,  at  Yakima  Valley  Gollege,  Yakima. 
The  preliminary  program  follows: 

Friday,  May  8 

2:00  PM  These  Are  The  Lifetime  Sports— a film 
2:25  pm  Welcome: 

Robert  P.  Parker,  M.D.,  President 
Washington  State  Medical  Association 
2:30  pm  Keynote  Speaker: 

Dr.  Roger  Wiley,  Chairman,  Depart- 
ment of  Physical  Education  for  Men, 
Washington  State  University,  Pullman 
3:15  pm  Innovation  In  Elementary  Physical 
Education— a film 

4:00  pm  P.E.  Demonstration  with  Elementary 
Level  Children 
Instructor: 

Mr.  Robert  Pangrazi,  Pullman  Public 

Schools,  Pullman 

Narrator: 

Dr.  Victor  Dauer,  Professor  of  Physical 
Education,  Washington  State  Univer- 
sity, Pullman 

5:00  pm  Question  and  Answer  Period 
7:30  pm  Panel  of  Reactors  To  Demonstration 
Moderator: 

Richard  B.  Jarvis,  M.D.,  Seattle 
Panel  Members: 

Three  Physicians 
Three  Educators 


8:30  pm  Group  Topic  1—What  Are  The  Goals 
of  Physical  Education  and  How  Can 
They  Be  Realized? 

Suggested  Discussion  Topics: 

Lifetime  Sports 
Physical  Fitness 
Gompetitive  Games 
School  and  Gommunity  Attitudes 
Group  Topic  2— Medicine  and 
Physical  Education 

Suggested  Discussion  Topics: 

Injury  Prevention 
Gontroversial  Practices 
Medical  Evaluation 
School  and  Gommunity  Attitudes 
Group  Topic  3— Remedial  Physical 
Education 

Suggested  Discussion  Topics: 

Motor  Handicapped 
Educationally  Handicapped 
Adaptive  Programs  for  Temporary 
Handicapped 

School  and  Gommunity  Attitudes 
Group  Topic  4— Facilities 
Suggested  Discussion  Topics: 

Gooperative  Use  of  School  & 
Gommunity  Facilities 
Instructional  Aids 
Design,  plan  ahead  for  multi-use 
School  and  Gommunity  Attitudes 
Group  Topic  5— Qualified  Instruction 
Suggested  Discussion  Topics: 

Teacher  Preparation 
Pressures,  Programs  and 
Priorities 

Auxiliary  Teaching  Personnel 
School  and  Gommunity  Attitudes 

Saturday,  May  9 

8:30  am  Group  Discussion  Sessions  (cont.) 
10:30  AM  Discussion  Group  Reports 
11:30  AM  Summation  Speakers: 

Betty  Hileman,  Ph.D.,  Physical  Educa- 
tion for  Women,  Ellensburg 
Walter  Kennedy,  M.D.,  Yakima 
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IS 

SKILL 


Time  is  more  than  money  to  the 
high-performance  lab,  hospital, 
practice. Time  is  that  priceless  hour 
to  plan,  evaluate,  think. ..even 
dream.  That’s  \why  SCHERER  will 
never  waste  a moment  of  yours— 
when  you  call,  when  we  call  on  you. 

Above  all,  time  is  not  for  mixed-up 
orders,  misunderstandings  or  for 
suppliers  who  need  it  “all  spelled 
out.”  You’ll  have  more  time,  to 
spend  as  you  will,  when  you  do 
business  with  SCHERER  ..  .the 
West’s  most  skillful  single  source. 

SCHERER  COMPANY 

Medical  and  Scientific  Supplies 

5714  N.E.  Hassalo,  Portland,  Oregon  97213 
Telephone:  (503)  282-2295 
Divisions  in 

Los  Angeles  • San  Diego 
San  Francisco  • Phoenix 

A Bergen  Brunswig  Company 


V 

Synthroid* 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replace- 
ment therapy  for  diminished  or  absent  thyroid  function  resulting 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  defect, 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxedema, 
hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroid- 
ism, simple  (non-toxic)  goiter,  and  reproductive  disorders  associated 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injection 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunctions 
where  rapid  replacement  of  the  hormone  is  required.  When  a pa- 
tient does  not  respond  to  oral  therapy,  SYNTHROID  (sodium  levo- 
thyroxine) injection  may  be  administered  intravenously  to  avoid  any  | 
question  of  poor  absorption  by  either  the  oral  or  the  intramuscular 
route.  j 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  | 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  I 
vomiting  and  continued  weight  loss.  These  effects  may  begin  after 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue 
medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In 
patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  require- 
ments. If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Simmonds's 
Disease  (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadren- 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  during 
SYNTHROID  (sodium  levothyroxine)  administration.  The  drug 
should  be  administered  with  caution  to  patients  with  cardiovascular 
disease:  development  of  chest  pains  or  other  aggravations  of  car- 
diovascular disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxine) 
therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  sweat- 
ing, heart  palpitations  with  or  without  pain,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed. 
Myxedematous  patients  with  heart  disease  have  died  from  abrupt 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  of  the 
patient  during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by 
a more  gradual  adjustment  upward  will  result  in  a more  accurate 
indication  of  the  patient's  dosage  requirements  without  the  appear- 
ance of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is  I 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  I 
measurements  about  every  90  days.  Final  maintenance  dosage  will  I 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema,  starting  | 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  jl 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  il 
The  daily  dose  may  be  further  increased  at  two-month  intervals  by  I 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0.1-1 .0  mg.  j 
daily).  ;l 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  i 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  i 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  i 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  adminis-  il 
tered  intravenously  utilizing  200-400  meg.  of  a solution  containing 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  follow-  ' 
ing  day,  a repeat  injection  of  100-200  meg.  may  be  given. 

1 ■ W FLINT  LABORATORIES  | 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC.  I 

Morton  Grove,  Illinois  60053  I 


Fog  on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
haloed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Holmes.  As  he  lights  his  calabash,  his  companion  speaks: 

“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
again.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
dealing  with  several  others — even  twins.  But  now — I’d  say  we’ve 
uncovered  a double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
roxine)”  . . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two  functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
ing thyroid  hormone  is  levothyroxine — Tj  as  you  call  it.  T4  is  bound 
to  thyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
gradually  to  tissue  cells — as  free  thyroxine.” 


“Is  that  why  there’s  such  a smooth,  predictable  response,  Watson?” 
“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone — because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine — the  form  in 
which  it  is  metabolically  active.” 

“Magnificent,  ^^'atson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why,  .SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep !” 

“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


exposes  a douL  ^ 


IDAHO 


Idaho  Medical  Association-^^!  west  bannock  st.,  Boise,  Idaho  83702 


PRESIDENT  John  M.  Aijers,  M.D.,  Moscow 

SECRETARY  J.  Gordou  Daincs,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armond  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


State  Board  of  Medicine  Section 


The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise  on  January  12,  13,  14,  1970 
Members  attending  included  Robert  E.  Lloyd,  Boise, 
Chairman;  G.  Curtis  Waid,  Idaho  Falls;  Dan  E. 
Stipe,  Lewiston;  Fred  E.  Helpenstell,  Nampa;  Ben 
E.  Katz,  Twin  Falls,  and  Arthur  S.  Cudmore,  Boise. 

Thirteen  physicians  who  had  received  Tempo- 
rary Licenses  since  the  July,  1969  meeting  of  the 
Board,  received  permanent  licensure.  Included  were: 
John  A.  Jones,  Malad;  Jude  N.  Werth,  Vernon  L. 
Goltry,  and  James  S.  Noble,  all  of  Boise;  Donald 
D.  Woodke,  Spokane;  Eddie  J.  Droge,  McCall; 
Edward  R.  Wheeler,  Weiser;  Gregory  J.  Kadlec, 
Kimberly;  Douglas  O.  Ernst,  Idaho  Falls;  Leo  J. 
Lymp,  Cottonwood;  Sebern  J.  Smith,  Buhl;  John 
H.  Mattox,  Pullman,  and  Edward  M.  Tapper,  Sun 
Valley. 

Twelve  physicians  were  granted  licensure  on  the 
basis  of  endorsement.  Included  were: 

Richard  R.  Schreiber,  Los  Angeles.  Graduate, 
University  of  California  School  of  Medicine,  San 
Francisco,  June  19,  1952.  Internship,  San  Francisco 
Hospital,  1952-53.  Radiology  residency,  Wadsworth 
General  Hospital,  Los  Angeles,  1953-56.  Radiology. 

Seymour  L.  Alban,  Long  Beach.  Graduate,  Loy- 
ola University  Stritch  School  of  Medicine,  Chicago, 
April  19,  1946.  Internship,  Cook  County  Hospital, 
Chicago,  1946-47.  Orthopedic  Surgery  residency, 
Michael  Reese  Hospital,  Chicago,  1949-51.  Neuro- 
logical Surgery  resideney,  Los  Angeles  Veterans 
Administration  Hospital,  Los  Angeles,  1951-53.  Or- 
thopedic Surgery. 

J.  T.  Tim  Thomas,  Ann  Arbor  (Boise).  Graduate, 
University  of  Nebraska  College  of  Medicine,  Omaha, 


June  1968.  Internship,  Bishop  Clarkson  Memorial 
Hospital,  Omaha,  1968-69.  Residency. 

John  P.  Gibney,  Jr.,  Fort  Carson,  Colorado.  Grad- 
uate, Loyola  University  Stritch  School  of  Medicine, 
Hines,  June  11,  1968.  Internship,  Washington  Hos- 
pital Center,  Washington,  D.C.,  1958-59.  Internal 
Medicine  residency,  Evanston  Hospital  Center, 
Evanston,  Illinois,  1959-62.  Internal  Medicine. 

Dean  T.  Watkins,  Boise.  Graduate  University  of 
Oregon  Medical  School,  Portland,  June  11,  1965. 
Internship,  University  of  Oregon  Medical  School 
Hospitals  and  Clinics,  1965-66.  Obstetrics  and 
Gynecology  residency.  University  of  Oregon  Medical 
School  Hospital  and  Clinics,  1966-present.  Ob- 
stetrics and  Gynecology. 

David  W.  Becker,  Mountain  Home  Air  Force 
Base.  Graduate,  University  of  Washington  School  of 
Medicine,  Seattle,  June  8,  1968.  Internship,  David 
Grant  USAF  Hospital,  Travis  AFB,  1968-69.  Resi- 
dency. 

John  B.  Meyer,  Coeur  d’Alene.  Graduate,  George- 
town University  School  of  Medicine,  Washington, 
D.C.,  June  11,  1956.  Internship,  Providence  Hos- 
pital, Washington,  D.C.,  1956-57.  Anesthesiology 
residency.  Providence  Hospital,  Washington,  D.G., 
1957-59.  Anesthesiology. 

Boyd  K.  Simmons,  Seattle.  Graduate,  George 
Washington  University  Medical  School,  Washing- 
ton, D.G.,  June  9,  1954.  Internship,  U.S.  Public 
Health  Service,  Seattle,  1954-55. 

Donald  K.  Stott,  Boise.  Graduate,  University  of 
Oregon  Medical  School,  Portland,  June  11,  1965. 
Internship,  University  of  Oregon  Medical  School 
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Hospitals  and  Clinics,  1965-66.  Internal  Medicine 
residency,  1966-68,  and  Cardiology  residency,  1968- 
present.  both  at  University  of  Oregon  Medical  School 
Hospitals  and  Clinics.  Internal  Medicine. 

Michael  Thomas  Phillips,  Twin  Falls.  Graduate, 
University  of  Washington  School  of  Medicine,  Se- 
attle, June  13.  1964.  Internship.  Philadelphia  Gen- 
eral Hospital,  Philadelphia.  1964-65.  Surgery  resi- 
dency, Swedish  Hospital,  Seattle,  1965-66;  Ortho- 
pedic Surgery  residency.  University  of  Washington, 
Seattle,  1966-70.  Orthopedic  Surgery. 

Berkeley  Brandt,  Jr.,  Boise.  Graduate,  Philadel- 
phia College  of  Osteopathic  Medicine,  Philadelphia, 
June  1966.  Internship,  Community  General  Osteo- 
pathic Hospital,  Harrisburg,  Pennsylvania,  1966-67. 
General  Practice. 

Rubella  Vaccination  Program 

The  Idaho  Medical  Association,  in  cooperation 
with  the  Idaho  Department  of  Health  and  other 
agencies  and  groups,  will  sponsor  a statewide  one- 
day  rubella  vaccination  program,  April  22,  1970. 
J.  B.  Marcusen,  Nampa,  Chairman  of  the  Associa- 
tion’s Public  Health  Committee,  urges  all  physicians 
to  be  acquainted  with  the  program.  Some  physician 
participation  will  be  requested.  Watch  for  the  Idaho 
Health  Department  circular  mailings  for  details. 

J.  P.  Munson  Appointed 

John  M.  Ayers,  Moscow,  President  of  the  Idaho 
Medical  Association,  has  appointed  J.  P.  Munson, 
Sandpoint,  to  serve  as  a member  of  the  Association’s 
Public  Health  Committee.  Dr.  Munson  will  serve 
until  June,  1971,  completing  the  unexpired  term  of 
Wilbur  C.  Hayden,  Sandpoint. 

Chairman  of  the  Public  Health  Committee  is 
J.  B.  Marcusen,  Nampa,  and  other  members  are 
John  A.  Edwards,  Council;  Francis  H.  Fox,  Twin 
Falls,  and  Arch  T.  Wigle,  Pocatello. 


Welcome  New  Members 

Bonner-Boundary  Medical  Society:  James  R. 

Arthurs,  Sandpoint. 

Kootenai-Benewah  District  Medical  Society:  Philip 
G.  Glennie,  Hayden  Lake;  Marvin  L.  Powell  and 
Robert  S.  West,  Coeur  d’Alene. 

North  Idaho  District  Medical  Society:  Leo  J. 
Lymp,  Cottonwood. 

Ada  County  Medical  Society:  Vernon  L.  Goltry, 
Duane  L.  St.  Clair,  Michael  S.  Pecora,  Jude  N. 
Werth,  and  Robert  H.  Morrell,  all  of  Boise. 

Southeastern  Idaho  District  Medical  Society:  An- 
drew W.  McRoberts,  Pocatello. 

Idaho  Falls  Medical  Society:  Gary  K.  Haddock, 
Blackfoot. 


Personals: 

Donald  R.  Bjornson,  Idaho  Falls,  was  inducted 
as  a Fellow  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  January  19  in  Ghicago. 

David  M.  Barton,  Boise,  has  been  appointed 
Clinical  Assistant  Professor  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Washington  School  of 
Medicine,  Seattle. 

Miles  E.  Thomas,  Boise,  has  been  elected  Chief 
of  the  Medical  Staff  of  St.  Alphonsus  Hospital.  How- 
ard A.  Adkins,  Boise,  was  elected  Vice-President. 

James  C.  F.  Chapman,  Boise,  has  been  elected 
to  a second  term  as  Chief  of  the  Medical  Staff  at 
St.  Luke’s  Hospital. 

Two  Idaho  physicians,  Charles  E.  Reed,  Cald- 
well, and  Joseph  F.  Grismer,  Coeur  d’Alene,  have 
been  appointed  as  Affiliates  in  Medical  Practice  on 
the  clinical  faculty  of  the  University  of  Washington 
School  of  Medicine,  Seattle. 


EVIDENCE  OF  IGNORANCE,  ARROGANCE  AND  ILLITERACY 

I think  that  those  people  who  occupy  the  streets  do  not  come  forward  with  a genuine 
desire  to  discuss  anything  at  all  with  the  Prime  Minister.  They  simply  press  on  in 
order  to  shout  and  to  demonstrate.  What  they  demonstrate  most  is  their  own  ignorance 
and  arrogance.  Can  you  think  of  a more  inane  way  of  expressing  an  opinion  on  any 
issue  of  importance?  I do  not  care  whether  it  is  on  Viet  Nam,  on  taxation  or  medical 
care  or  pensions  or  Indians  or  whatever  else.  Is  there  a more  inane  way  of  expressing 
a view  on  a difficult  question  of  national  policy  than  to  carry  around  a sign  with 
three  or  four  words  (one  or  two  of  which  are  probably  obscene)?  Or  by  shouting  slogans 
or  by  marching?  These  are  activities  fit  for  persons  who  are  illiterate,  untrained,  and 
incapable  of  articulating  their  views. 

Morris  C.  Schumiatcher,  Q.C.,  Regina,  Saskatchewan 
In  The  Freeman,  December  1969 
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ally  Wilson  has  lost 
her  reputation. 


In  the  last  week  or  so,  Sally  Wilson’s  year-old  reputation 
as  an  unpredictable  grouch  has  melted  away. 

She  doesn’t  flare  up  and  lash  out  at  business  or  at  home. 

She’s  been  coming  in  on  time  and  turning  out  more  work. 

Sally’s  menopause  had  triggered  symptoms  that  hormonal 
therapy  by  itself  apparently  hadn’t  helped. 

Now  there’s  been  marked  improvement  since  her  physician 
put  her  on  adjunctive  Valium  (diazepam)  5-mg  tablets  q.i.d. 

Valium  has  helped  her  relax. 

She’s  less  tense  and  taut;  she’s  more  friendlv  and  cheerful 
and  wants  to  be  part  of  her  world. 

The  menopause  may  be  associated  with  excessive  psychic 
tension,  agitation  and  depressive  symptoms. 

In  such  cases.  Valium  usually  reduces  the  psychic  tension 
and  can  encourage  a more  relaxed  outlook,  a healthier 
response  to  the  stresses  of  everyday  living,  and  help  promote 
a sense  of  well-being. 


Relieves  psychic  tension  alone  or 
associated  with  functional  or  org’anic  disorders. 

Calming  effect  usually  prompt  and 
pronounced. 

Skeletal  muscle-relaxant  property 
enhances  its  value  adjunctively  in  total 
management  of  selected  patients. 

On  proper  maintenance  dosage  seldom 
dulls  the  senses  or  interferes  with  function. 

Generally  well  tolerated:  most  common 
side  effects  have  been  drowsiness,  fatigue  and 
ataxia. 

No  peripheral  autonomic  blocking  effects 
and  no  extrapyramidal  symptoms. 

Flexible  dosage  — available  as  2-mg,  5-mg, 
lO-nie-  lal)lets. 

.\ii  h.s.  do.se  added  to  t.i.d.  dosage 
faeililales  sleep  in  tension-induced  insomnia. 

Refore  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications;  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depi’essive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disoi'ders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  t’oi'  soU'  therapy). 

(kmtraindicaU'd:  Known  hypersensitivity 
to  the  drug.  ( inldreii  undei'  6 months  of  age. 
Acute  narrow  aiieie  glaucoma. 

W arnings:  Not  of  value  in  psychotic 
patients,  t'autiou  against  hazardous 
occupations  reciuiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 


require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms 
have  occuiTecl  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed. 
Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hy]wtension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin 
rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hy])erexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity, 
in.somnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during 
long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Vediuiti  (diazepam) 

useful  in  psychoneurotic  states  manifested  by 
psychic  tension  with  associated  depressive  symptoms 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks.  Wa..  983S1.  Phone  374-6271 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D.. 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


GENERAL  PRACTITIONER  NEEDED— Excellent  opportunity  for 
GP.  Progressive  community,  population  1,600  with  drawing 
area  of  6,000.  Fully  accredited  34-bed  hospital,  state  and 
national  boards,  operated  by  Dominican  Sisters.  Excellent 
hunting,  fishing,  swimming,  boating  and  skiing.  Close 
to  metropolitan  medical  center.  For  further  information 
write  Mr.  R.  F.  Herda,  Box  107,  Chewelah,  Wa.  99109. 


ORTHOPEDIST— The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000.  Norman  W.  Frink,  M.D.,  The  Perma- 
nente Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  NEEDED— Excellent  opportunity 
for  two  general  practitioners  to  develop  rewarding  prac- 
tices in  an  expanding  progressive  community  of  6,000 
servicing  a population  of  14,000.  Several  types  of  group 
association  and  off  time  coverage  available.  Located  in 
the  heart  of  beautiful  Puget  Sound  country.  Mild  year 
round  climate  offers  best  in  hunting,  fishing,  boating, 
water  sports,  snow  skiing  and  mountain  climbing.  Cur- 
rently 6 physicians  greatly  overloaded.  New  2V2  million 
dollar  56-bed  general  hospital  opened  October  1968.  Sub- 
stantial income  supplement  including  first  year  guarantee 
plus  other  assistance  designed  to  ease  transition,  available 
to  selected  physicians.  Reply  in  confidence  to  J.  B.  Stentz, 
Shelton  General  Hospital  Foundation,  P.O.  Box  444,  Shel- 
ton, Wa.  98584. 


GP  WITH  SURGICAL  EXPERIENCE  NEEDED— Why  battle  the 
smog,  fog,  traffic  and  urban  problems  when  you  can  live 
and  practice  in  a modern  well  equipped  clinic  with  a 
modern  new  hospital  asociated  with  it  and  congenial  cir- 
cumstances. The  benefits  are  excellent.  Higher  salary 
than  average  with  opportunity  for  partnership.  Keough 
Plan,  automobile  insurance.  Two  week  ends  off  in  three, 
on  call  every  third  night.  Your  children  may  go  to  an 
excellent  school.  Please  call  collect  (206)  496-5145,  or 

write  Brandt  Bede,  M.D.,  or  J.  Arnold  Wark,  M.D.,  Mor- 
ton Medical  Center,  Box  128,  Morton,  Wa.  98356. 


OTOLARYNGOLOGIST— Eor  95  man  clinic  servicing  the 
Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


INTERNIST— Eor  a specialist  medical  group  associated  with 
a prepaid  health  plan.  $24,800  if  board  eligible,  $26,(HX) 
if  certified.  Partnership  after  2 years,  if  mutually  satis- 
factory. Progressive  increments,  retirement  and  other 
benefits.  A.  Hurtado,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
95  man  clinic  of  specialists  associated  with  250-bed  hospi- 
tal; 10  man  department.  Starting  Income  $24,800  to  $26,000 
per  annum  with  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


SALARIED  PHYSICIAN  NEEDED-For  Alaska  cannery  from 
June  to  August  1970.  Room,  board,  transportation,  license 
fees  and  supplies  are  provided.  Limited  outside  practice 
available.  For  information,  telephone  Mr.  Cothran,  (206) 
332-1011,  Blaine,  Wa.  98230. 


SALE— Phasing  out  Seattle  urological  practice — private  sale 
by  appointment.  Furniture,  fixtures,  instruments.  Hugh 
Young  Cysto  table  with  x-ray.  Call  EA  2-5454,  Seattle. 


SITUATIONS  WANTED 


GP  WITH  EIGHT  YEARS  EXPERIENCE-And  one  year  surgical 
residency  desires  association  with  several  physicians  in 
community  of  10,000  to  50,000  in  western  Washington  or 
Oregon,  Write  Box  5-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


UROLOGIST— Board  eligible,  33,  completed  5 year  residency 
at  leading  university.  Finishing  military  service  (Ass’t 
and  Acting  Chief,  Urology)  July  1970.  Excellent  references. 
Desire  association  with  other  urologists  in  private  practice 
in  West  or  Northwest,  especially  Seattle-Tacoma  area. 
Write  Box  4-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


LOCUM  TENENS  POSITION  WANTED— Board  certified  intern- 
ist completing  chief  medical  residency  this  June,  would 
like  work  during  July-August  1970.  Have  Wash,  license. 
Write  Box  6-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


VACATION  IN  HAWAII 


ONE  BEDROOM  TOWNHOUSE-in  Lahaina,  Maui,  Hawaii. 
Rent  $125  per  week  for  2;  $150  for  4.  1 mile  of  beach, 
2 swimming  pools,  club  house.  Available  April  5.  Minimum 
stay  1 week.  A.  E.  Sola,  M.D.,  EM  3-1616,  340  Northgate 
Medical  Bldg.,  Seattle,  Wa.  98125. 


OFFICE  SPACE 


OFFICE  FOR  RENT Attractive  Medical-Dental  Building  lo- 

cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
11th,  East  Wenatchee,  Wa.  98801. 
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MEDICAL  SUITE  WITH  EQUIPMENT— For  sale  or  lease.  Work- 
ing agreement  possible  for  specialist  with  nearby  D.O. 
office.  Mr.  Christiansen  Investment  Ebcchange  Realty,  Inc., 
MA  4-5410,  Seattle. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


PROFESSIONAL  OFFICES  FULLY  SERVICED-Aurora  Village 
Medical  Center,  1151  N.  200th.  From  S5.00  per  sq.  ft.  Henry 
Broderick  Inc.,  Rod  Bindon,  (206)  MA  2-4350. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 


REAL  ESTATE 


LAKE  WASHINGTON  SANDY  BEACH— ft.  prime  level 
lake  front.  Modern  solid  brick  home.  Dock,  boat  house, 
guest  house.  Your  own  private  one-acre  estate.  VA  2-8175, 
Kirkland,  eve.  or  week  ends. 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 

'J  arch  laboratories 

I 319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 

AMA  Clinical— N'ov.  29-Dec.  2,  1970, 

Boston;  Dec.  1-4,  1974,  Portland, 
Ore. 

Oregon  Medical  Association — Annual 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 

Washington  State  Medical  Association — 
.Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 

Idaho  Medical  .Association — Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 

Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — Inter- 
im Clinical  Meeting,  Sun  River 
Lodge,  Stm  River,  Oregon,  May  8, 
1970.  -Annual  Meeting,  Bay  Shore 
Inn,  Vancouver,  B.C.,  Sept.  25-26, 
1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec..  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society, 
■Annual  Meeting,  May  1-3,  1970, 

Benson  Hotel,  Portland,  Ore. 

Pres.,  John  Loomis.  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver. 
B.C. 

West  Coast  .Allergy  Society — .Annual 
Meeting,  Nov.  19-21,  1970,  Del 

Webb’s  Towne  House,  Phoenix, 
Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Idaho  .Academy  of  General  Practice, 
.Annual  Meeting,  May  1-2,  1970, 

North  Shore  Motel,  Coeur  d’.Alene. 
Pres..  Fred  E.  Marienau,  Moscow 


OREGON 


■Academy  of  General  Practice,  May  6- 
7-8,  1970.  Bowman’s  Mt.  Hood  Golf 
Club  and  Resort,  Wemme,  Ore. 
Pres.,  Laurel  G.  Case.  Portland 
Sec.,  F.  Douglas  Day,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov. 

Pres.,  Richard  A.  Hodgson.  Portland 
Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan. -.Apr.,  Nov.).  Aimual 
Meeting  .April  1970. 

Pres..  Walter  C.  Lobitz.  Jr..  Portland 
Sec.,  Troy  G.  Rollins,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani,  Salem 

Oregon  Pathologists  Association  (Feb., 
Apr..  Oct.,  Dec.)  Date  of  each 
meeting  announced  prior  to  meet- 
ing. 

Pres.,  Jacqueline  Pettet,  Eugene 
Sec.,  David  Brown,  Portland 


Oregon  Radiological  Society — 2nd  Wed, 
October-.April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.  ,Jan., 
through  May),  Heathman,  Portland. 
Pres.,  John  Cockrell,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  Society  of  Allergy — Northwest 
Allergy  Forum,  May  22-23,  1970, 
.Alderbrook  Inn,  Union,  Washington. 
.AnnuaJ  Meeting,  October,  1970, 
Portland. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  May,  Jime, 
Aug.,  Sept.)  Portland.  May  1-3, 
Salishan  Lodge,  Oregon.  Sept.  25,  26, 
Village  Green,  Ore. 

Pres.,  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.)  Congress  Hotel,  Portland.  An- 
nual Meeting  April  24,  1970. 

Pres.,  Edward  M.  Scott.  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver. Wash. 


Portland  .Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres..  Daniel  Billmeyer,  Oregon 
City- 

Sec.,  Richard  Sleeter,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan. -May,  Sept. -Nov.);  An- 
nual Meeting,  May  26,  1970. 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Meeting  May 
15-16,  1970. 

Pres.,  William  W.  Krippaehne,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


W .A  S H I N G T O N 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.)  Annual  Meeting,  May 
25,  1970. 

Pres.,  Donald  M.  Keith.  Seattle 
Sec..  Edward  W.  Bigler,  Bellevue 


Puget  Sound  .Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.);  .Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Se- 
attle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept. 
11,  12,  1970,  Washington  Athletic 
Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 


Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.)  .Annual 
Meeting  Jan.  15,  1971,  University 
Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  Macdonald,  Seattle 


Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal.  Seattle 
Sec.,  Karl  J.  May,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres..  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  Surgical  Club — 3rd  Tues. 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  2,  1970 
Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.- June). 

Pres.,  J.  Lowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  Academy  of  General  Prac- 
tice— .Annual  Scientific  Assembly, 
May  14-16,  1970,  Cascadian  Hotel, 
Wenatchee. 

Pres..  Richard  H.  Ganz,  Spokane 
Sec.-’Treas.,  William  A.  Ehlers, 
Lacey 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum,  May  22- 
23,  1970,  .Alderbrook  Inn,  Hoods 

Canal. 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anesthe- 
siologists— Quarterly,  Seattle. 

Pres.,  J.  Porter,  Seattle 

Sec.,  Donald  P.  Schumacher,  Seattle 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams.  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Pro-Banthine  Helps... 

propantheline  bromide 

...REVEAL  the  ulcer 
...HEAL  the  ulcer 

The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  and 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual- 
ity has  been  demonstrated  surgically,  roentgenographically,  cinegastros- 
copically  and,  above  all,  clinically. 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re- 
cently refined  technic  of  hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most  widely  used  anticholinergic 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre- 
tion, prolonging  the  action  of  antacids  and  providing  the  proper  environ- 
ment for  healing  peptic  ulcers. 

These  established  therapeutic  actions  make  Pro-Banthine  particularly 
useful  in: 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H. 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excep- 
tionally graphic  example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
w atched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  effect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  with- 
out excessive  side  effects  is  usually  the  most 
effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  dmded 
doses.  In  severe  conditions  as  many  as  two 
15-mg.  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propan- 
theline bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type 
vials  of  30  mg.  The  parenteral  dose  should 
be  adjusted  to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 
Service  of  Medicine 


With  hypotonic  duodeno- 

graphyduodenalcalm  induced 
by  Pro-BanthTne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


anxiety: 
the  aggressor 


Unless  dealt  with  promptly,  excessive  anxiety  can  move  in  and 
take  over  the  anxious  patient's  thinking  and  behavior,  disrupting 
normal  ability  to  function.  In  many  patients,  such  anxiety  can 
contribute  to  illness,  exacerbate  symptoms  and  retard  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used 
adjunctively  or  alone— has  demonstrated  clinical  usefulness  in 
virtually  every  field  of  medical  practice  where  anxiety 
complicates  the  patient's  condition. 


for  the  patient 
overwhelmed  by  anxiety 

Librium" 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction,-  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Controindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  In  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning;  Although  generolly  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosant  symptoms  with  diethylproplon  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  Incidence.  As  Is  charocterlstic  of  sympathomimetic  agents.  It  may 
occasionally  cause  CNS  ellecis  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epllei  y 
on  increase  in  convulsive  episodes  has  been  reported.  Sympothomimetic  corf 
vascular  effects  reported  include  ones  such  os  tachycardia,  precordlal  p|| 
arrhythmlo,  palpitation,  and  Increased  blood  pressure.  One  published  rt 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  ofter  IngestlOij 
diethylproplon  hydrochloride;  this  wos  an  isolated  experience,  which  hos  not  1} 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rl| 
urticaria,  ecchymosis,  and  erythema.  Casiroinleslinal  effects  such  as  diorr 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  repot  j 
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IN  G.U.  THERAPY 

Does  not  create  problems... 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver  through  its  time  tested  record  of  minimal  side  effects. 
Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  brings 
patient  comfort  with  first  dose  pain  relief.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


Clinically  effective  for  G.U.  Therapy’-^ 
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tomatic relief  while  awaiting  specific  lab- 
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specific  therapy  where  indicated. 

Effects:  Rapid  relief  of  pain,  relaxation  of 
smooth  muscle  spasm  through  parasympa- 
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mine; pus  cell  content  decreased. 
Administration  and  Dosage: 
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be  so  advised  to  allay  apprehension. 
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1,000  tablets. 

References:  (1)  Sands,  R.  X.:  New  York 
St.  J.  Med.  61:2598-2602,  1961;  (2)  Renner, 
M.  J.,  et  al.:  Hosp,  Topics  39:71-73,  1961; 
(3)  Haas,  Jr.,  J.,  and  Kay,  L.  L.:  Southwest. 
Med.  42:30-32,  1961;  (4)  Marshall,  W,: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss,  B.: 
Clin.  Med.  4:307-310,  1957. 


CZaiSJAL  Manufacturers  of  Uriceutical®  Specialties 

Pharmaceuticals,  Inc. 

Chicago,  Illinois  60640 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Democracy  or  Oligarchy? 

Langley,  Washington 

Editor,  NORTHAVEST  MEDICINE; 

For  fifteen  years  I have  heard  the  discontent, 
usually  a low  rumble  of  insinuation  and  snide 
comments  but  at  times  rising  to  a shrill  incoherent 
cacophony,  that  has  made  me  want  to  flee.  The 
criticism  of  the  WSMA  and  AMA  covered  a host 
of  problems;  dues,  actions,  inactions,  lack  of  repre- 
sentation. Generally  there  was  a feeling  of  frustra- 
tion at  not  knowing  what  was  going  on  or  how  to 
influence  the  powers  that  be.  Being  in  general 
practice  on  Whidbey  Island,  outside  the  normal 
political  stream  of  medicine,  I could  not  determine 
the  cause  or  suggest  a solution  to  the  problem. 

Eight  years  ago  I was  appointed  as  an  alternate 
delegate  to  the  State  meeting.  Probably  because 
of  my  remote  position  which  made  it  difficult  for 
me  to  serve  on  the  usual  hospital  and  county  so- 
ciety committees,  I was  left  as  an  alternate  and 
then  a delegate.  The  mysteries  of  the  House  of 
Delegates  were  slowly  revealed.  Initially,  I was 
amazed  by  the  dispatch  shown  by  the  House  in 
dealing  with  a prodigious  agenda.  I could  not  follow 
rapidly  enough  through  the  pages  of  my  massive 
Delegates  Handbook  to  note  changes,  deletions  and 
actions  taken. 

The  Delegates  Handbook  deserves  a little  de- 
scription. It  consists  of  the  agenda  for  the  meeting, 
reports  of  the  Board  of  Trustees,  AMA  Delegates 
and  all  standing  committees  of  the  WSMA.  Also 
there  are  resolutions  and  amendments  to  be  acted 
upon  by  the  House.  This  book  of  150-250  pages 
arrives  about  three  weeks  before  the  annual  meeting. 
To  read  the  book,  to  present  possible  problems  to 
the  local  society  in  such  a way  that  they  might  give 
me  guidance  on  how  to  vote  was  usually  an  impos- 
sible task.  Not  in  three  weeks,  and  probably  not 
in  three  months,  could  I do  it.  Rarely  was  there 
an  issue  on  which  I had  a clear  direction  of  how 
I should  vote.  My  reports  to  the  society  after  the 
annual  meeting  must  have  been  terribly  confusing. 

Then  one  year  I wandered  into  a reference 
committee  meeting.  The  light  dawned!  Here  was 
raw  power.  Committee  reports  were  examined, 
testimony  heard,  decisions  made.  But  with  three 
or  four  Reference  Committees  meeting  simultan- 


eously, there  was  much  that  I missed.  But  here  I 
could  speak  for  my  county— if  I knew  how  they  felt. 

The  faces  became  more  familiar  year  by  year. 
Certain  ones  spoke  with  authority  and  were  heard. 
Others  were  voices  in  the  wilderness,  unheard  be- 
cause they  did  not  know  the  rules,  did  not  know 
the  history  of  the  problem  and  previous  attempts 
at  solution,  or  were  unheard  because  they  lacked 
personal  influence. 

I marveled  at  the  obvious  hours  these  now 
familiar  men  had  spent  in  preparation,  in  meetings 
and  travel.  Sometimes  I mused,  “Why  do  they  do 
it?  Do  they  seek  power,  praise?  Do  they  believe 
in  what  they  are  doing?  Or  is  it  because  no  one 
else  is  willing  to  spend  the  time  and  energy 
needed?”  The  reasons  I’m  sure  vary  greatly.  They 
were  trying  to  do  a job  but  were  they  any  better 
prepared  to  represent  their  colleagues  back  home 
than  I was? 

The  truth  became  inescapable.  The  WSMA  is 
not  a democracy  but  an  oligarchy.  A friendly,  in- 
formed, devoted  oligarchy  it  is  true,  but  demo- 
cratic? Hardly!  Much  of  this  is  due  to  the  inertia 
of  the  membership.  “Let  George  do  it  if  he  wants 
to.”  Information  is  available  in  northwest  medicine. 
Delegates  are  seen  frequently  in  the  hospital  or  at 
meetings  but  it  is  easier  to  grouse  than  it  is  to 
study  the  issues  and  make  a valid  contribution. 

But  part  of  the  problem  lies  within  our  Asso- 
ciation Constitution.  The  average  member  feels  he 
has  no  voice,  no  power.  The  constitution  states: 
“Article  VI,  Section  I:  All  legislative  powers  of  the 
Association  including  the  power  to  alter,  amend 
or  repeal  this  Constitution  and  the  Bylaws  is  vested 
in  and  resides  in  the  House  of  Delegates  which 
alone  shall  have  the  authority  to  determine  the 
policies  of  the  Association.”  Granted  we  cannot 
function  efficiently  without  delegation  of  authority, 
but  the  average  member  needs  to  feel  he  is  in- 
formed and  consulted.  He  needs  to  feel  he  has 
power  to  influnce  the  course  of  our  association.  He 
needs  to  vote! 

I feel  that  we  need  to  expand  our  constitution 
to  provide  for  referendum  and  initiative.  Pivotal 
and  controversial  issues  such  as  the  position  on 
Medicare  in  1965  and  the  Osteopathic  problem  of 
1969  should  be  decided  by  the  total  membership. 
Maybe  then  there  will  be  less  feeling  of  alienation 
towards  the  WSMA  and  AMA. 

I plan  to  submit  the  following  constitutional 
amendment  to  the  House  of  Delegates  in  Sep- 
tember: 

“Article  VI,  Section  3.  Referendum.  The  House 
of  Delegates  may  elect  by  a two  thirds  majority  to 
refer  any  issue  to  the  vote  of  the  Active  Member- 
ship. Ballots  will  be  distributed  by  mail  by  the 
Secretary.  Information  pro  and  con  shall  be  dis- 
tributed with  the  ballots.  The  Executive  Committee 
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shall  designate  who  shall  be  in  charge  of  the  pro 
and  con  arguments.  The  voting  date  shall  be  set 
by  the  House  of  Delegates  so  as  to  allow  sufficient 
time  for  dissemination  of  information  and  printing 
of  ballots.  In  cases  where  events  may  cause  rapid 
changes  in  the  situation,  results  of  the  election 
shall  be  directive  but  not  necessarily  binding  upon 
the  action  of  the  House  of  Delegates. 

Section  4.  Initiative.  A statewide  vote  of  the 
active  membership  of  the  association  may  be  called 
for  on  any  issue  by  request  of  component  county 
societies  representing  20  percent  of  the  state  mem- 
bership. This  request  shall  be  valid  only  if  made 
at  a regular  county  society  meeting  followed  in 
one  month  by  a vote  of  a legal  quorum.  A two 
thirds  majority  vote  favorable  to  passage  will  be 
required.  If  more  than  one  society  is  involved,  the 
request  for  action  must  be  identical  in  each  society. 
This  request  shall  then  be  presented  to  the  House 
of  Delegates  for  implementation  in  a manner  similar 
to  the  referendum  at  the  annual  meeting.  Results 
of  the  initiative  shall  be  interpreted  similarly  as 
those  of  the  referendum.” 

This  procedure  would  be  costly.  The  cost  of  the 
poll  on  abortion  was  approximately  $1,200.  A 
referendum  or  initiative  vote  would  not  be  less 
expensive.  Hopefully  it  would  rarely  be  required 
to  submit  an  issue  to  membership  vote.  In  critical 
issues  however,  I feel  it  would  be  money  well 
spent. 

If  this  sounds  desirable,  seek  out  your  delegates 
and  encourage  support  of  this  measure  at  the  Sep- 
tember meeting. 

Respectfully, 

DON  D.  PURDY,  M.D. 

Delegate  Snohomish  County 

The  Newer  Aldacfone 

Chicago,  Illinois 

Editor,  NORTHWEST  MEDICINE: 

Our  representative,  Mr.  George  Johnson,  has 
written  us  concerning  what  he  considered  possible 
errors  in  the  article  on  Drug  Therapy:  HI  Treat- 
ment of  Uncomplicated  Hypertension  by  George  N. 
Aagaard,  M.D.,  which  appeared  in  northavest  medi- 
cine, February,  1970.  It  appears  to  me  there  was 
no  error  in  dosage  since  only  the  newer  form  of 
Aldactone,  originally  called  Aldactone-A,  is  avail- 
able in  25  mg.  tablets.  The  original  less  well 
absorbed  Aldactone  tablets  were  available  only  in 
100  mg.  and  our  out  of  stock  date  on  these  was 
August  1,  1962. 

It  appears  to  me  that  the  only  error  in  the  article 
by  Dr.  Aagaard  is  the  use  of  the  suffix  A in  Aldac- 
tone-A. This  suffix  A was  at  first  applied  to  the 
better  absorbed  form  of  Aldactone,  which  became 


available  as  25  mg.  tablets  in  April  1962.  Although 
the  product  was  not  changed  at  that  time  the  suffix 
A was  dropped  in  January  1966.  The  suffix  A was 
used  for  several  years  to  attempt  to  avoid  confusion 
between  the  older  less  well  absorbed  and  new  better 
absorbed  dosage  forms  of  Aldactone.  A dose  of  25 
mg.  of  the  newer  form  of  Aldactone  is  approximately 
equivalent  to  100  mg.  of  the  older  form. 

I should  like,  however,  to  call  your  attention  to 
the  dosage  information  carried  in  the  package  in- 
sert: “In  treating  essential  hypertension  a daily  adult 
dosage  of  50  to  100  mg  of  Aldactone  in  divided 
doses  is  recommended.” 

Sincerely  yours, 

RUSSELL  E.  SCHLITTER,  M.D. 

Director  of  Medical  Communications 
G.  D.  Searle  & Co. 

The  following  letter,  and  the  information  sent 
with  it,  were  sent  to  Robert  B.  Hunter,  Sedro 
Woolley,  Chairman  of  the  Washington  State  Medi- 
cal Disciplinary  Board.  The  two  items  are  repro- 
duced here  with  permission  of  Dr.  Hunter  and 
Mr.  Bement.  The  subject  of  methadone  substitution 
was  reported  by  Paul  H.  Blachly,  Portland,  in  the 
March  issue.  His  caution  to  private  physicians 
should  be  observed  carefully.  Blockade  treatment 
is  still  in  experimental  status  and  administration  by 
those  not  holding  FDA  approval  for  investigation 
is  illegal.  Ed. 

A Word  of  Warning 

Seattle,  Washington 

Dear  Dr.  Hunter: 

You  perhaps  may  already  be  aware  of  it,  but 
I feel  there  is  a developing  problem  in  the  pre- 
scribing of  methadone  for  the  treatment  of  heroin 
addiction.  Since  our  office  is  located  in  Seattle,  we 
are  more  cognizant  of  the  situation  here,  but  I would 
guess  that  physicians  in  other  parts  of  the  state 
also  are  prescribing  methadone  for  addicts,  or  being 
asked  by  addicts  to  do  so. 

There  is  considerable  literature  and  information 
that  the  use  of  methadone  does  overcome  heroin 
addiction.  However,  methadone  itself  is  just  as 
addicting  as  heroin  and  must  be  used  under  care- 
ful and  prescribed  conditions.  The  Bureau  of  Nar- 
cotics and  Dangerous  Drugs  says  that  methadone 
(Dolophine  is  the  one  used  mainly  in  this  area) 
can  be  prescribed  to  overcome  addiction,  but  it  can- 
not be  prescribed  to  maintain  an  addiction. 

Physicians  who  have  experimented  with  metha- 
done in  treatment  centers,  clinics,  etc.,  attempt  to 
overcome  the  use  of  the  needle,  which  of  course 
is  associated  with  heroin  addication,  by  prescribing 
methadone  tablets,  but  the  majority  of  the  prescrip- 
correspondence  continued  on  page  300 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— uvixc&ria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— hu\ging  fontanels  in  young 
infants,  rcer/;— yellow-brown  staining; 
enamel  hypoplasia.  Blood— ancmxa.,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/vcr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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tions  I have  seen  or  heard  about  in  this  area  are  for 

20cc  vials  of  methadone  (Dolophine). 

We  have  tried  to  alert  our  pharmacist  members 
throughout  the  state  and  I am  enclosing  a copy 
of  part  of  the  information  that  went  to  them.  I feel 
now  that  there  is  a lack  of  information  on  the  part 
of  physicians  as  to  how  and  when  methadone  should 
be  used  and  under  what  conditions.  If  physicians 
had  this  information,  it  might  well  avoid  the  need 
for  action  later  on  the  part  of  your  Disciplinary 
Board.  Very  truly  yours, 

REED  BEMENT 
Executive  Secretary 
Washington  State  Phamaceutical  Association 

Information  Sent  to  Pharmacists 

Individuals  who  use  opiate-type  drugs  as  a means  to 
escape  from  the  pressure  and  frustrations  surrounding  their 
life  situations,  soon  find  that  the  euphoric  experience  asso- 
ciated with  drug  administration  becomes  central  to  their  lives, 
leaving  little  room  tor  other  interests.  With  continued  use  of 
heroin  or  other  opiates,  drug  tolerance  develops  and  the 
addict  finds  it  progressively  more  difficult  to  achieve  the 
desired  euphoria  without  continuously  increasing  the  drug 
dose.  At  the  same  time,  a developing  physical  dependence 
(adaptive  state  of  the  brain  to  the  continuous  presence  of 
the  narcotic)  further  obligates  the  addict  to  continue  drug  use 
or  suffer  abstinence  (withdrawal)  symptoms.  The  life  pattern 
of  the  heroin  addict  thus  becomes  an  obsessive  quest  for 
funds  to  obtain  increasing  amounts  of  heroin  to  both  produce 
a brief  period  of  euphoria  and  prevent  withdrawal  symptoms. 

In  principle.  It  would  seem  that  removal  of  physical 
dependence  by  medically  supervised  gradual  withdrawal  of 
drugs,  followed  by  psychiatric  treatment  should  enable  most 
addicts  to  return  to  their  communities  as  normal  members 
of  society.  This  has  been  the  standard  approach  to  narcotic 
addiction  up  to  the  present  day,  but  even  with  the  best 
efforts  of  physicians,  nurses,  social  workers,  etc.,  studies 
reveal  that  upwards  of  80  percent  or  more  of  heroin  addicts 
relapse  and  return  to  the  drug  upon  reentering  society. 

In  1964,  Drs.  Vincent  Dole  and  Marie  Nyswander,  at 
Rockefeller  University  in  New  York,  began  an  experimental 
program  of  heroin  addict  treatment.  Addicts  were  hospitalized 
for  a period  of  a few  weeks  during  which  the  orally  ef- 
fective, longer  acting  opiate,  methadone,  was  gradually 
substituted  for  heroin.  Daily  methadone  maintenance  doses 
of  80-120  mg  were  able  to  prevent  narcotic  withdrawal  symp- 
toms while  maintaining  the  addict's  narcotic  tolerance  at  such 
a high  level  that  euphoria  was  not  experienced  from  the 
daily  methadone  or  from  a subsequent  heroin  or  opiate  in- 
(The  usual  dose  of  methadone  as  an  analgesic  in  the 
non-addict  is  5-15  mg).  With  this  treatment,  patients  experi- 
enced no  overt  effects  from  the  daily  methadone  dose  and 
their  extreme  narcotic  tolerance  removed  the  temptation  to 
obtain  a heroin  "fix."  These  patients  thus  were  more  amen- 
able to  psychiatric,  social  and  occupational  therapy  and  were 
able  to  return  to  their  families,  work  or  school  as  productive 
members  of  society. 

Drs.  Dole  and  Nyswander  have  treated  more  than  2000 
chronic  heroin  addicts  by  this  methadone  maintenance  pro- 
cedure. Similar  treatment  centers  established  in  other  major 
metropolitan  areas  where  heroin  addiction  is  common  have 
also  found  that  the  methadone  maintenance  approach  aids 
the  addict  in  social  rehabilitation.  Methadone  maintenance 
has  thus  proved  effective  in  the  management  of  chronic 
addicts  (in  some  studies  with  an  average  period  of  addiction 
of  10  years)  who  have  failed  with  other  treatments  and  who 
have  volunteered  for  methadone  theiapy.  In  these  patients, 
the  drug  must  be  taken  daily  under  supervision  for  an  in- 
definite period,  possibly  for  the  rest  of  the  patient's  life. 
Further  investigation  may  show  that  methadone  can  event- 


ually be  withdrawn  from  some  patients  without  relapse  to 
heroin  or  other  opiates.  In  narcotic  users  with  a short  history 
of  dependence,  however,  efforts  should  be  made  for  cure  by 
the  more  conventional  method  of  initial  withdrawal  and  then 
individual  or  group  psychotherapy. 

Physicians  and  pharmacists  should  be  reminded  that  the 
implementing  regulations  written  for  the  Federal  Harrison 
Narcotic  Act  still  cover  the  prescribing  and  dispensing  of 
opiate  narcotics.  The  regulations  state  in  part: 

"The  responsibility  for  the  proper  prescribing  and 
dispensing  of  narcotic  drugs  is  upon  the  practitioner,  but 
a corresponding  liability  rests  with  the  druggist  who  fills 
the  prescription.  An  order  purporting  to  be  a prescription 
issued  to  an  addict  or  habitual  user  of  narcotics,  not  in 
the  course  of  professional  treatment  but  for  the  purpose 
of  providing  the  user  with  narcotics  sufficient  to  keep 
him  comfortable  by  maintaining  his  customary  use,  is  not 
a prescription  within  the  meaning  and  intent  of  section 
4705(c)(2),  and  the  person  filling  such  an  order,  as  well 
as  the  person  issuing  it,  shall  be  subject  to  the  penalties 
provided  for  violations  of  the  provisions  of  law  relating 
to  narcotic  drugs." 

Many  state  laws  contain  similar  provisions. 

The  Food  and  Drug  Administration  has  not  given  general 
approval  to  this  particular  use  of  methadone  in  the  treatment 
of  heroin  addiction.  Conseauently,  physicians  who  wish  to  use 
the  drug  for  this  purpose  must  submit  an  Investigational  New 
Drug  Application  (IND).  The  many  favorable  reports  on  the 
use  of  the  drug  are,  however,  inclining  some  physicians  to 
attempt  the  treatment  of  heroin  addiction  with  methadone 
without  going  through  officially  approved  treatment  centers 
or  complying  with  the  Investigational  New  Drug  requirements 
of  the  Food  and  Drug  Administration.  However,  the  use  of 
methadone  for  the  purpose  of  treating  opiate  addiction  must 
be  restricted  to  those  treatment  centers  that  have  complied 
with  Federal  regulations  regarding  IND  provisions  and  given 
cooperation  of  the  state  and  Federal  narcotics  authorities. 

The  Bureau  of  Narcotics  and  Dangerous  Drugs  is  presently 
in  the  process  of  developing  regulations  that  will  guide  treat- 
ment centers  in  their  development  of  methadone  treatment 
programs. 

The  Snake  and  Roosferfails— 
You're  Invited 

Kennewick,  Washington 
Editor,  NORTirwEST  medicine: 

It  has  always  been  my  policy  as  a physician  to 
participate  in  any  community  activity  which  would 
enhance  the  image  of  the  medical  profession.  At 
this  time,  I find  myself  president  of  the  Tri-City 
Water  Follies  Association  and  am  looking  for  avenues 
to  insure  the  success  of  the  enterprise.  You  of  course 
know  that  the  big  event  is  the  unlimited  hydroplane 
race  to  be  held  on  July  19  this  year.  For  a week 
prior  to  that,  the  festivities  are  programmed  in- 
cluding a carnival,  talent  night,  etc. 

Would  it  be  possible,  in  the  interest  of  promotion, 
for  NORTHAV'EST  MEDICINE  to  run  a complimentary 
notice  or  ad  inviting  the  physicians  and  their  friends 
to  the  Tri-City  area  for  this  gala  event?  I don’t 
know  the  policy  of  your  board,  but  I certainly  would 
appreciate  your  considering  this  in  the  same  light 
that  I accepted  the  presidency,  namely  in  the  inter- 
est of  the  public  and  better  relationship. 

Sincerely  yours, 

O.  w.  PATCHETT,  M.D. 

Madison  Avenue  couldn’t  have  produced  a better 
ad.  Ed. 


300 

Northwest  Medicine,  May,  1970 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  soJution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Rich  Maender  thought  safety  belts 
were  just  for  high  speed  driving. 


What^  your  excuse? 


Advertising  contributed  for  the  public  good.  .MM; 

' ®OhC>' 


, UOUH  If 


Smiles  speak  louder  than  words 

for  the  good  taste  of  Soyalac 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL.  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.A. 


NOTES 


A half -mi  11  ion  ,iob  opportunities  have  been  closed  to 
teenagers  by  Federal  minimim  wage  laws.  The  coming  snmmer 
will  see  more  teenagers  nnemployed  them  ever  before  in 
history.  The  National  Federation  of  Independent  Business 
reports  that  40  percent  of  independent  firms  formerly  em- 
ploying teenagers  have  stopped  the  practice. 

An  antismoking  clinic  established  at  Rochester  and 
reported  in  the  Mayo  Clinic  Proceedings,  March,  was  con- 
sidered worthwhile  although  success  rate  was  low.  Of  101 
pcLTticipants  followed  a year  after  the  sessions  only  14 
were  not  smoking. 

Neutron  activation  was  used  to  prove  that  Charles 
Francis  Hall,  an  American  explorer,  was  poisoned  nearly  a 
hundred  years  ago.  He  died  aboard  the  S.S.  Polaris  while 
she  was  wintered  in  off  the  coast  of  Greenland,  November 
8,  I87I.  The  postmortem  was  done  August  8,  1968,  Hall, 
who  became  violently  ill  after  drinking  a cup  of  coffee 
served  on  the  ship,  insisted  that  he  had  been  poisoned. 
Analysis  of  hair  and  nails  indicated  that  death  was  due  to 
airsenic.  The  report  is  in  The  New  England  Journal  of 
Medicine , April  2. 

Pacemaker  implantation  is  a minor  operation  - to  the 
surgeon.  But  to  the  patient  it  has  enormous  emotional  im- 
pact of  which  the  surgeon  may  be  quite  unaware,  Blacher 
and  Blasch  report,  in  the  Archives  of  General  Psychiatry, 
April,  interviews  with  50  patients  after  pacemaker  im- 
plantation, Several  well  marked  types  of  reaction  were 
revealed. 

Red  salmon  run  in  Bristol  Bay  is  expected  to  be  the 
heaviest  in  modern  times,  according  to  Marple's  Business 
Roundup , a fortnightly  economic- report . The  load  will  be 
too  much  for  the  Alaska  Steamship  Company  which  does  not 
have  enough  ships  for  the  traffic  and  can't  charter 
others,  A trans-Pacif ic  steamship  line  will  haul  some  of 
the  pack  in  vessels  returning  light  from  the  Orient, 

Pacific  Northwest  Regional  Health  Sciences  Library 
is  in  full  operation,  bringing  library  service  to 
physicians  in  Oregon,  Washington,  Idaho,  Montana,  and 
Alaska.  The  Library  has  88,000  bound  journal  volumes, 
44,000  monographs,  and  receives  5? 800  periodicals.  Access 
to  resources  of  the  National  Library  of  Medicine  is 
readily  available  through  the  Seattle  Library  suid,  in 
addition  to  local  reference  service,  MEDLARS  search  may  be 
requested.  The  Library  has  had  requests  for  searches  on 
salmonellosis  from  whale  meat , chemical  changes  in  the 
brain  from  learning,  treatment  of  the  effects  of  anti- 
riot gas,  kidney  f-unction  of  seals  and  many  others, 

H.  L.  H. 


EDITORIAL 


Is  There  No  Pride? 


The  brief  report  by  Bratrude,  in  this  issue, 
is  the  only  article  received  as  result  of 
inviting  eighty  successful  physicians  to  share 
their  special  methods  with  others.  The  result  of 
this  effort  raises  a significant  question.  Are 
physicians  in  practice  losing  pride  in  their  own 
accomplishments? 

The  idea  for  a series  of  articles  on  How  I Do  It 
was  presented  to  members  of  the  Editorial 
Advisory  Board,  early  in  1969.  They  were  asked 
for  opinion  on  the  value  of  such  a series  and, 
if  they  approved  the  idea,  for  a list  of  successful 
physicians  who  might  be  expected  to  submit  arti- 
cles that  would  be  helpful  to  others.  All  mem- 
bers of  the  Board  were  enthusiastic  about  the 
proposal  and  eighty  names  were  submitted.  The 
following  note  was  addressed  to  each  of  the 
suggested  physicians: 

You  undoubtedly  have  at  least  one  special 
method  that  works  well  for  you,  that  you  have 
developed  on  your  own.  Would  you  like  to 
report  it? 

We  are  planning  a series  of  one-page  articles 
on  “How  I Do  It.”  They  should  be  informal, 
devoid  of  clutter  (references),  compactly  writ- 
ten, and  practical.  They  should  be  in  first 
person,  active  voice. 

What  do  you  have  that  you  would  like  to 
describe  for  the  benefit  of  others? 

There  should  be  little  question  about  interest 
in  reading  such  articles.  Returned  cards  from 
the  survey  being  conducted  on  each  issue  of 
this  journal  give  strong  indication  that  reader 
preference  is  for  articles  helpful  in  practice. 
There  are  always  problems  to  be  met.  And  there 
are  many  ways  to  meet  them.  Someone,  like 
Ford,  may  have  a better  idea.  If  so,  it  ought  to 
be  shared.  Hippocrates  made  clear  the  need  for 
sharing  knowledge  and  that  implication  of  the 
Oath  should  not  be  forgotten. 

But  where  do  good  articles  come  from?  Are 
faculty  members  the  only  physicians  qualified  to 
write  for  the  benefit  of  practitioners?  Do  the 
throwaway  magazines  and  newspapers,  pub- 
lished in  New  York  and  other  advertising  cen- 
ters, have  better  sources  than  are  available  in 
the  Northwest?  Is  this  section  of  the  country 
inferior  to  the  East  and  Midwest?  Is  there  no 


pride  in  local  organization  and  local  accomplish- 
ment? 

Robertson  has  observed  a significant  shift  in 
sources  of  articles  published  in  pediatric  journals. 
Ten  years  ago,  three-fourths  of  the  material 
being  published  came  from  medical  school 
sources  and  one-fourth  from  physicians  in  prac- 
tice. Rechecking  recently  he  found  that  87  per- 
cent of  the  articles  are  coming  from  medical 
schools,  6 percent  from  NIH  sources  and  only 
7 percent  from  physicians  in  practice.^  Some  of 
this  trend  may  have  been  augmented  by  publish- 
or-perish  pressure,  as  Robertson’s  title  suggests, 
but  not  all.  Some  undoubtedly  comes  from  lack 
of  interest  (or  lack  of  pride)  on  the  part  of 
physicians  in  practice.  It’s  easier  to  read  what 
someone  else  has  written,  even  though  the  writer 
may  know  less  than  the  reader  about  the  practi- 
cal problems  of  practice.  Being  too  busy  is  not 
a reason— only  an  excuse. 

The  trend  toward  publication  of  highly  sophis- 
ticated scientific  articles  is  not  necessarily  for 
the  best.  Indeed,  in  some  instances  too  much 
science  in  medicine  can  be  harmful.  Purely  sci- 
entific management  of  patients  does  not  produce 
good  medical  care.  The  growth  of  psychiatry 
is  good  evidence  that  science  is  not  enough, 
and  psychiatrists  are  constantly  telling  us  that 
there  is  turmoil  under  the  bandages  that  patients 
tend  to  hide.  We  do  not  see  it  if  we  merely  treat 
the  wound  in  a scientific  manner.  The  fear  and 
the  anxiety  must  be  looked  for,  but  they  are 
there. 

Thus,  it  becomes  important  for  physicians  to 
communicate— to  share  the  methods  that  have 
enabled  them  to  give  better  care.  The  practi- 
tioner can  be  the  most  valuable  teacher  of  the 
practitioner.  And  he  should  be.  Bell-Irving  put 
things  in  proper  perspective  when  he  said, 
“Ninety  percent  of  what  the  physician  does  for 
his  patient  is  basic  and  not  subject  to  obso- 
lescence. But  the  remaining  ten  percent  dis- 
tinguishes the  physician  from  the  cultist  and 
faith  healer  for  it  is  the  scientific  knowledge 
that  has  a half  life  of  only  five  years.”“ 

There  is  a tremendously  important  need  for 
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the  ten  percent  that  is  science  but  the  ninety 
percent  is  no  less  important  to  medical  practice 
that  is  distinguished  by  the  word  care.  It  is  in  this 
important  area  that  physicians  should  communi- 


cate. The  qualiW  of  medical  care  is  bound  to 
suflFer  in  any  area  in  which  they  do  not  have 
enough  pride  to  think  well  of  their  own  ability 
to  practice— and  to  teach.  H.L.H. 
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Prevent  Poisoning 


Every'  year  the  President  declares  a National 
Poison  Prevention  Week.  Its  goal  is  to 
mount  enthusiasm  and  to  redouble  eflForts  to 
eliminate  accidental  ingestions  by  small  children, 
and  to  point  up  the  problem  among  adults.  In 
years  past,  perhaps  the  most  significant  accom- 
plishment of  these  eflForts  has  been  to  alert  both 
the  public  and  the  health  professions  to  the 
extent  of  this  problem  and  approaches  to  its 
solution.  \\^ell  over  a million  accidental  inges- 
tions occur  each  year.  Annually  they  account 
for  some  400  recorded  deaths  among  children 
less  than  five  years  of  age.  A network  of  more 
than  500  poison  control  centers  has  been  estab- 
lished to  cope  with  the  resultant  deluge  of  in- 
formation needs— “what’s  in  product  x ? is  it 
toxic?  how?  what  about  treatment?”  To  date, 
however,  neither  this  increased  awareness  nor 
this  broader  information  base  appear  to  have  re- 
duced the  rate  of  accidental  ingestions— though, 
hopefully,  they’ve  enhanced  their  recognition  and 
treatment.  For  example,  last  year  alone  Seattle’s 
Children’s  Orthopedic  Hospital  and  its  Poison 
Control  Center  responded  to  more  than  15,000 
calls  from  both  public  and  professionals  about 
possible  poisons.  More  than  120  children  were 
admitted  there  as  a result  of  accidental  inges- 
tions. M'hile  not  a public  information  center, 
Oregon’s  Poison  Registry'  received  reports  of 


more  than  1,880  cases,  too. 

This  coming  year  things  might  be  diflFerent. 
Actual  reduction  of  ingestions  is  now  proven  a 
possibdiU'.  Elsevv'here  in  this  issue,  Stracener 
and  Scherz  describe  their  experiences  with  vari- 
ous child-resistant  containers.  They  review  briefly 
the  concept’s  origin,  their  testing  of  groups  of 
children  to  see  if  it  worked,  and  their  introduc- 
tion of  the  containers  into  a controlled  population 
along  with  a subsequent  documentation  of  a 92 
percent  reduction  in  accidental  ingestion. 

Despite  national  notoriety,  for  example,  in 
Time  Magazine,  full  implementation  of  this  pro- 
gram is  far  from  being  realized.  EflForts  are  now 
being  directed  by  the  Washington  State  Society 
of  Pediatrics  to  pharmacists,  to  physicians,  and 
to  parents  to  encourage  use— and  the  correct 
use— of  eflFective  child-resistant  containers.  In 
addition  to  proper  labeling,  these  containers 
ought  to  be  universally  used  by  all  pharmacists. 
Of  special  note  is  the  fact  that  these  particular 
authors  have  taken  time  in  an  une.xpected  setting 
to  look  at  an  almost  universal  problem  and  fol- 
lowed through  in  an  exemplary  fashion.  Become 
familiar  with  the  data,  and  then  act  accordingly. 
If  you  concur,  indicate  so  on  your  prescription; 
if  you  do  not,  document  why.  Take  an  action- 
one  wav  or  another. 

W.  O.  R. 


A Proposal  to  Increase  the  Scientific  Section 

Added  scientific  material  in  this  issue  has  Western  Journal  of  Medicine,  established  by  the 

been  provided  by  California  Medicine.  California  Medical  Association.  The  CM  A pro- 

The  inserted  pages  were  printed  in  San  Fran-  poses  to  publish  such  a section  each  month, 

cisco  as  a part  of  California  Medicine  and  The  offering  the  pages  to  other  journals,  to  be  boimd 
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in  as  in  this  issue.  We  are  now  initiating  a three 
month  trial  of  this  proposal,  using  pages  shipped 
to  Seattle  by  CaUfornia  Medicine  at  no  cost  to 
this  journal  for  the  printed  material.  Added  cost 
during  the  trial  will  be  only  for  shipping,  binding, 
and  mailing.  If  adopted  as  a permanent  feature, 
the  cost  of  the  additional  pages  will  run  between 
one  thousand  and  fifteen  hundred  dollars  per 
month. 

Officers  of  the  California  Medical  Association, 
and  those  responsible  for  publishing  its  journal, 
believe  there  is  enough  unity  in  the  West,  as  a 
region,  to  make  a regional  publication  advantage- 
ous. They  are  offering  to  solicit  good  scientific 
articles,  edit  and  prepare  them  for  publication, 
print  them  in  the  form  used  in  this  issue,  and 
distribute  them  to  participating  journals.  This 
proposal  has  been  made  to  Arizona  Medicine, 
The  Rocky  Mountain  Medical  Journal,  Hawaii 
Medicine,  and  this  journal.  Arizona  is  using  the 
insert  regularly.  If  this  should  become  a regular 
feature  of  this  journal  it  would  become  known 

as  NORTHWEST  MEDICINE  AND  THE  WESTERN  JOUR- 
NAL OF  MEDICINE. 

In  authorizing  this  test  period  of  three  months, 
the  Board  of  Trustees  of  Northwest  Medical 
Publishing  Association  recognized  the  fact  that 
quality  material  would  be  produced.  They  real- 
ized also  that  there  is  some  tendency  for  the 
eleven  western  states,  Hawaii  and  Alaska  to 
develop  unity  as  one  of  the  major  regions  of 
the  United  States.  The  unifying  influence  of  a 
single  publication  serving  this  group  of  states 
may  be  of  great  value. 

The  Trustees  also  recognized  the  possibility 
of  some  undesirable  results.  Sheer  volume  of  the 


insert  could  overshadow  the  scientific  material 
now  being  produced  in  this  area  and  might 
eventually  crowd  it  off  the  pages  of  this  journal. 
This  is  not  the  intention  of  those  proposing  the 
new  publication  but  it  could  happen.  Also,  it 
is  quite  possible  that  The  Western  Journal  of 
Medicine,  initially  merely  an  insert,  might  be- 
come sufficiently  powerful  to  assume  individual 
e.xistence.  In  that  case  the  present  state  and 
regional  journals  serving  thirteen  states,  would 
be  swallowed  by  a vigorously  promoted,  single 
journal  for  the  total  western  region. 

California  does  not  suggest  any  reduction  in 
volume  of  material  now  being  published  by  the 
individual  journals.  The  insert  is  to  be  consid- 
ered as  an  addition,  not  substitution.  This  means 
that  the  cost  of  carryng  the  inserted  material 
would  be  added  to  present  cost  of  production, 
necessitating  an  increase  in  sale  of  advertising 
space  or  an  increase  in  dues.  It  is  estimated  that 
the  required  increase  would  amount  to  at  least 
three  dollars  per  year  in  state  medical  associ- 
ation dues. 

At  the  conclusion  of  this  trial  period  it  will 
be  necessary  to  hear  from  those  who  will  be 
required  to  pay  for  the  material  if  it  is  carried 
regularly.  It  is  offered  for  consideration,  without 
recommendation  by  the  Board  of  Trustees.  I'hey 
wish  only  to  provide  what  is  desired  by  read- 
ers. Opinions  should  be  expressed  to  them. 
Each  Northwest  state  is  represented  by  three 
members,  who  primarily  constitute  the  publica- 
tion committees  of  the  respective  state  associ- 
ations. Their  names  can  be  found  on  the  mast- 
head page  of  every  issue.  Comments  should 
be  addressed  to  them.  H.L.H. 


Opinions 


In  turbulent  America  there  has  been  strident 
demand  for  innovation  and  change— but  for 
methods  of  disseminating  medical  information 
those  clamoring  for  change  may  turn  out  to  be 
false  prophets  after  all.  In  spite  of  McLuhan 
and  his  followers,  medical  journal  articles  ranked 
second  only  to  formal  courses  in  the  list  of 
sources  for  continuing  medical  education  in  a 
survey  conducted  by  this  journal  last  year.^  Now 
there  is  indication  that  innovative  ideas  in  print- 


ing may  not  fare  any  better  in  physician  opinon 
than  the  largely  rejected  electronic  aids. 

The  March  issue  carried  an  article  that  de- 
parted spectacularly  from  the  normal  pattern  of 
presentation.  It  was  presented  in  photographs, 
with  only  a few  terse  pai'agraphs  of  information, 
and  the  illustrations  were  arranged  in  a design 
pattern  calculated  to  lead  the  eye  from  intro- 
duction to  final  result.  This  was  the  article  on 
Turban  Tumors  by  Eade  and  Gallent.  Much  to 
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the  surprise  of  the  staff  of  ths  journal,  it  drew 
the  smallest  vote  for  best  article  in  the  March 
issue. 

It  is  possible  that  rarity  of  the  entity  had  some- 
thing to  do  with  lack  of  interest.  If  so,  there 
should  be  re-examination  of  the  theory  that  un- 
usual cases  make  desirable  subjects  for  medical 
journal  articles.  But  it  is  more  likely  that  written 
language,  ha\dng  been  developed  to  a high 
degree  over  a period  of  several  thousand  years, 
is  the  ultimate,  unimprovable,  and  most  eflBcient 
method  by  which  knowledge  can  be  transmitted. 
Physicians,  being  adept  at  its  use,  seem  to  prefer 
the  printed  page. 

The  survey  cards  being  carried  in  each  issue 
were  not  designed  to  probe  deeply  into  com- 
munication theor>%  or  even  to  determine  any- 
thing with  any  degree  of  certainty.  But  it’s  diffi- 
cult to  keep  from  speculating  on  meaning  of 
the  trends  revealed. 


Results  of  the  March  Survey 


cian  wrote  “.  . . because  it  is  so  common”). 
Sedatives,  although  they  cause  a great  deal  of 
trouble,  were  cited  half  as  frequently.  Alcohol 
and  household  chemicals  follow  with  pesticides 
and  industrial  and  agricultural  chemicals  close 
behind.  Specific  chemicals  were  occasionally 
named  by  class— as  organic  phosphates.  Tran- 
quilizers got  multiple  listings  also.  Others  were 
cleaning  agents,  solvents,  gasoline,  lye,  cigarettes, 
ethylene  glycol,  diet  pills,  poison  oak,  moth  balls, 
digitalis  excess,  lead,  and  prescription  pills.  Ob- 
viously, some  of  the  poison  problems  encoun- 
tered have  been  serious  emergencies. 

There  were  other  kinds  of  problms: 

Not  having  reports  on  the  dose  likely  to  cause 
harm,  illness,  or  death. 

Manufacturers  of  common  household  items 
which  are  poisons  should  label  on  their  products 
a statement  of  the  recommended  procedure  to 
be  taken,  if  the  poison  is  ingested. 

Various  odd  drugs. 

Teenager  ingestion  of  alcohol  and  drugs. 


BEST  ARTICLE 


Percent 


Progress  Report  on  Methadone  Blockade— 

Blachly  38 

Treatment  of  Hypertension  with 

Complications— Aagaard  21 

Wine  in  Prevention  and  Treatment  of 

Cardiovascular  Disease— Lucia 20 

Management  of  Ankylosing  Spondylitis— Healey— 12 
Turban  Tumors— Eade,  Calient 9 


POISON  CONTROL  CENTER 

Percent 

Used  63 

Not  used  37 


The  question  about  most  troublesome  poison 
problem  brought  out  a remarkable  list.  Aspirin 
is  far,  far  in  front  as  a problem  drug.  Its  avail- 
abilitx'  is  probably  the  major  factor  (one  physi- 


Lack of  precise  information  on  composition, 
or  toxity,  or  both. 

Inability  to  get  assist  from  poison  control 
center.  They  say,  “Call  your  doctor.” 

Knowing  minimal  dose  of  a drug  to  worry 
about. 

Failure  of  producers  to  label  dangerous  prod- 
ucts and  composition. 

Baby  aspirin,  although  I don’t  prescribe  it. 

Adequate  identification  of  the  toxic  product. 

That  too  few  Northwest  physicians  realize  that 
there  is  an  American  Academy  of  Clinical  Toxi- 
cologists. 

H.  L.  PL 
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Now  you  can  lower  the  risk  of 
insulin  error  when  your  patient  is 
home . . . and  alone 


B-D 


SINGLE-USE 


PLASTIPAK 

INSULIN  SYRINGE/NEEDLE  UNIT 

as  specific  as  insulin  itself 


8401 

RED  CAP  u40 


8406 


GREEN  CAP  u80 


Postage 
will  be  paid 
by 

Addressee 


No 

postage  stamp 
necessary 
if  mailed  in  the 
United  States 


BUSINESS  REPLY  MAIL 

First  Class  Permit  No.  134,  Fairview,  N.J. 


Becton-Dickinson  and  Company 
Consumer  Products  Division 
P.O.  Box  183 

Fairview,  New  Jersey  07022 


THE  LEADING  MANUFACTURER 
OF  INSULIN  SYRINGES 


BECTON,  DICKINSON  AND  COMPANY 
RUTHERFORD,  NEW  JERSEY  07070 


Clip  coupon  on  dotted  line  . . . (ill  out  other  side 
send  tor  physician's  free  sampies 


color-coded  caps  and  numbers— 
red  for  U40,  green  for  U80 


easy-to-hold,  easy-to-handle— 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable — 
sturdy  from  tip  to  top 

single-scale 
PLASTIPAK 
insulin  syringe 
needle  units 
eliminate 
the  hazard 
of  reading 
the  wrong 
scale 

low  cost— barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  . . . 
about  as  low  as  a cup  of  coffee 


BECTON  [m 
DICKINSON 

Consumer  Products  Division 
Becton.  Dickinson  and  Company 
Rutherford.  New  Jersey  07070 


U40 


presterilized— consistently 
dependable,  and  sterility  is 
assured  until  cap  is  opened 


the  sharpest  needle  your  patient 
can  buy— far  sharper  than  any 
reusable  needle 


integral  cannula  reduces  air 
bubbles 

the  first 
insulin  syringe 
so  low  in  cost 
your  patient 
can  use 
a new  one 
every  time 

1 

I 


its  single-scale— U40  or  U80— 
minimizes  the  risk  of  measure- 
ment errors.  Your  patient  can't 
read  the  wrong  scale. 


U80 


big  numbers,  wide  spaces  for 

easy  reading  '' 


Supplied;  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 


JULY  1-4,  70 


0 0 0 


« TKedicat- AefcU 

78th  Annual  Meeting 


WALTER  C.  BORNEMEIER,  M.D. 

Chicago,  Illinois 
President-Elect 

American  Medical  Association 
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I am  very  pleased  to  extend  a warm  invi- 
tation to  physicians  of  the  Northwest  to  be 
with  us  at  the  78th  annual  meeting  of  the 
Idaho  Medical  Association  at  Sun  Valley, 
July  1-4,  1970. 

For  the  first  time,  the  Idaho  Medical 
Association  will  join  with  the  Idaho  Bar 
Association  in  presenting  a special  program 
with  emphasis  on  medical-legal  topics  of 
current  concern. 

Professional  liability,  privileged  communi- 
cations, informed  consent  and  professional 
corporations  are  only  a few  of  the  subjects 
which  will  be  discussed. 

The  program  features  subjects  of  great 
interest  to  the  medical  profession,  and  the 
informality  and  friendliness  for  which  this 
meeting  is  famous  have  not  been  forgotten. 

A stimulating  and  refreshing  session 
awaits  all  who  attend.  We  look  forward  to 
seeing  you  at  Sun  Valley. 


/ 


JOHN  M.  AYERS,  M.D. 

President 

Idaho  Medical  Association 


313 

Northwest  Medicine,  May,  1970 


officers  and  Councilors 
IDAHO  MEDICAL  ASSOCIATION 


JOHN  M.  AYERS,  M.D. 

Moscow 

President 


E.  B.  W.  FOX,  M.D. 

Coeur  d’Alene 
Councilor,  District  One 


WM.  R.  TREGONING,  M.D. 

Boise 

President-Elect 


J.  B.  MARCUSEN,  M.D. 

Nampa 

Councilor,  District  Two 


O.  D.  HOFFMAN,  M.D. 

Rexburg 

Past-President 


GEORGE  W.  WARNER,  M.D. 

Twin  Falls 

Councilor,  District  Three 


J.  GORDON  DAINES,  M.D. 

Boise 

Secretary-T  reasurer 


JOHN  E.  COMSTOCK,  M.D. 

Pocatello 

Councilor,  District  Four 


DONALD  K.  WORDEN,  M.D. 
Lewiston 

Delegate  to  American 
Medical  Association 


A.  CURTIS  JONES,  JR.,  M.D. 

Boise 

Alternate  Delegate  to 
American  Medical 
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78th  Annual  Meeting 
Idaho  Medical  Association 
July  1-4,  1970-Sun  Valley 

PROGRAM  FEATURES 


...  in  the  Opera  House 

Thursday,  July  2,  1970 

• Towards  an  Effective  Attorney-Physician  Relationship 

Edward  N.  Hamacher,  M.D.,  J.D. 

• Medical  Malpractice  Legal  Crises 

David  M.  Harney,  LL.B. 

• Privileged  Communication— Legal  and  Medical 

Louis  F.  Racine,  Jr.,  LL.B. 


What  Irks  Me  . . . 

. . . About  Lawyers  . . . About  Doctors 

G.  E.  Rosenheim,  M.D.  Carl  P.  Burke,  LL.B. 

Boise,  Idaho  Boise,  Idaho 


Friday,  July  3,  1970 
Group  Meetings 

• Pretrial  Discovery 
of  Medical  Evidence 

• Informed  Consent— 
What  It  Is  And  Why 


• Professional  Corporations 
of  Idaho 

• Preparation  of 
Medical  Witnesses 


• Disability  Evaluation 

Featured  Speaker 

Walter  C.  Bornemeier,  M.D. 
President-Elect,  American  Medical  Association 


Saturday,  July  4,  1970 
Special  Speakers 

Ernest  B.  Howard,  M.D. 
Executive  Vice-President 
American  Medical  Association 


Bernard  D.  Hirsh,  LL.B. 
Director,  Office  of  General  Counsel 
American  Medical  Association 


SPECIAL  EVENTS 

REGISTRATION— July  1-4,  daily.  Redwood  Room,  The  Lodge.  Members,  No 
Fee;  Non-Members,  $25.00;  Non-Physicians,  $15.00;  Non-Members,  Auxiliary, 
$2.00. 

RESERVATIONS— Write  Reservations  Manager,  Sun  Valley,  Idaho  83353. 
Rate,  accommodation  information  available  from  Idaho  Medical  Association,  407 
West  Bannock,  Boise,  Idaho  83702. 

FEATURED  SPEAKER— Walter  C.  Bornemeier,  M.D.,  Chicago,  President- 
Elect,  American  Medical  Association. 

GENERAL  SESSIONS-July  2,  3,  4,  Opera  House. 

SUN  VALLEY  BUFFET-July  1,  The  Lodge  Terrace.  Preceded  by  Welcome 
to  Sun  Valley  Cocktail  Party,  Harriman  Cottage  Patio. 

TRAIL  CREEK  BARBECUE-July  2,  Trail  Creek  Fireplace,  following  Cock- 
tail Party,  Trail  Creek  Cabin.  (Warm  jacket  or  sweater). 

MEDICAL  DINNER— July  3,  The  Lodge  Terrace.  Preceded  by  Cocktail  Party, 
Lodge  Pool  Lawn. 

ANNUAL  BANQUET— July  4,  The  Lodge  Dining  Room,  preceded  by  Cock- 
tail Party,  Redwood  Room  and  Terrace,  The  Lodge. 
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ERNEST  B.  HOWARD,  M.D. 

Chicago,  Illinois 


E.  N.  HAMACHER,  M.D.,  J.D. 

Spokane,  Washington 


DAVID  M.  HARNEY,  LL.B. 

Los  Angeles,  California 


BERNARD  D.  HIRSH,  LL.B. 

Chicago,  Illinois 


Women’s  Auxiliary  to  the 
Idaho  Medical  Association 


MRS.  (!:arl  b.  Smithson 
Boise 

President,  Woman’s 
Auxiliary  to  the  Idaho 
Medical  Association 


MRS.  G.  PRENTISS  LEE  MRS.  BEN  E.  KATZ 

Portland,  Oregon  Twin  Falls 

First  Vice  President  President-Elect  Womans 

Womans  Auxiliary  to  the  Auxiliary  to  the  Idaho 

American  Medical  Medical  Association 

Association 


AUXILIARY  OFFICERS,  COMMITTEE  CHAIRMEN 

Mrs.  Carl  B.  Smithson,  President,  Boise 

Mrs.  Ben  E.  Katz,  President-Elect,  Twin  Falls 

Mrs.  H.  Don  Moseley,  First  Vice-President,  Coeur  d’Alene 

Mrs.  Frank  L.  Harms,  Second  Vice-President,  American  Falls 

Mrs.  David  M.  Barton,  Third  Vice-President,  Boise 

Mrs.  James  R.  Kircher,  Fourth  Vice-President,  Burley 

Mrs.  Quentin  L.  Quickstad,  Treasurer  and  Membership,  Boise 

Mrs.  G.  Royden  Streib,  AMA-ERF,  Boise 

Mrs.  James  R.  Kircher,  Health  Careers,  Burley 

Mrs.  Ben  E.  Katz,  Co-Chairman,  Health  Careers,  Twin  Falls 

Mrs.  Frank  L.  Harms,  Mental  Health,  American  Falls 

Mrs.  H.  Don  Moseley,  Community  Health,  Coeur  d’Alene 

Mrs.  Glen  M.  Whitesel,  Legislation,  Coeur  d’Alene 

Mrs.  Ralph  R.  Jones,  History  of  Medicine,  Boise 

Mrs.  Luther  C.  Thompson,  By-Laws,  Twin  Falls 

Mrs.  William  L.  Venning,  Editor,  IMA  Wife,  Boise 

Mrs.  R.  Bruce  Moody,  Co-Editor,  IMA  Wife,  Boise 

Mrs.  Carl  B.  Smithson,  Program,  Boise 

Mrs.  David  M.  Barton,  Home  Centered  Health  Care,  Direct  Home  Services,  Boise 

Mrs.  Melvin  M.  Graves,  International  Health,  Pocatello 

Mrs.  David  C.  Miller,  Historian,  Pocatello 

Mrs.  Louis  F.  Lesser,  Parliamentarian,  Boise 

Mrs.  Willard  M.  Peterson,  Nominating,  Twin  Falls 

Mrs.  A.  G.  Dailey,  Rural  Health,  Safety,  Disaster  Preparedness,  Rupert 

Mrs.  H.  Don  Moseley,  Children  and  Youth,  Coeur  d’Alene 

Mrs.  John  M.  Ayers,  Liaison,  Idaho  Medical  Association,  Moscow 

Mrs.  Edward  D.  Parkinson,  Convention  Chairman,  Boise 

Mrs.  Paul  F.  Miner,  Mrs.  H.  L.  Newcombe,  and  Mrs.  R.  J.  Ellsworth,  Convention 
Assistants,  Boise 


Name 

Street 


PRE-REGISTRATION 
78th  Annual  Meeting 
IDAHO  MEDICAL  ASSOCIATION 
July  1-4,  1970  Sun  Valley,  Idaho 


(Please  Print) 


M.D. 


City  State Zip 

Please  send  Q Program  Q Rate,  Accommodation  Information 


(Signed) 

Send  to:  Idaho  Medical  Association  407  West  Bannock  Street  Boise,  Idaho  83702 
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HOUSE  OF  DELEGATES 

78th  Annual  Meeting 
Idaho  Medical  Association 


Delegates  and  alternate  delegates,  by  society,  are: 

Bonner-Boundary  District  Medical  Society 

Delegate:  Arthur  G.  Evans,  M.D.,  Priest  River. 
Alternates:  James  R.  Arthurs,  M.D.,  and  Fred  E. 
Marienau,  M.D.,  both  of  Sandpoint. 

Kootenai-Benewah  District  Medical  Society 

Delegates:  H.  Don  Moseley,  M.D.,  Wilbur  H. 
Lyon,  M.D.,  and  Harold  R.  Thysell,  M.D.,  all  of 
Coeur  d’Alene. 

Shoshone  County  Medical  Society 

Delegate:  Ronald  K.  Panke,  M.D.,  Kellogg.  Alter- 
nate: Keith  R.  Dahlberg,  M.D.,  Kellogg. 

North  Idaho  District  Medical  Society 

Delegates:  Roland  D.  Brooks,  M.D.,  Moscow;  Carl 
T.  Koenen,  M.D.,  Lewiston;  Donald  E.  Adams, 
M.D.,  Moscow;  Robert  C.  Colburn,  M.D.,  Lewis- 
ton; Allen  M.  Cochrane,  M.D.,  Lewiston;  Ray- 
mond M.  Stover,  M.D.,  Lewiston,  and  O.  V. 
Baumann,  M.D.,  Lewiston.  Alternates:  Dan  E. 
Stipe,  M.D.,  Lewiston;  William  Bond,  M.D., 
Lewiston;  J.  B.  Britzmann,  M.D.,  Moscow;  E.  M. 
Baldeck,  M.D.,  Lewiston;  J.  E.  Rockwell,  M.D., 
Grangeville;  E.  J.  Baldeck,  M.D.,  Lewiston,  and 
Carter  V.  Beghtol,  M.D.,  Orofino. 

Ada  County  Medical  Society 

Delegates:  David  M.  Barton,  M.D.;  Lawrence  L. 
Knight,  M.D.;  Clayton  C.  Morgan,  M.D.;  G.  E. 
Rosenheim,  M.D.;  Roy  J.  Ellsworth,  M.D.;  John 
M.  Ocker,  Jr.,  M.D.;  Walter  W.  Hair,  M.D.;  Leon- 
ard E.  Alkire,  M.D.;  R.  Bruce  Moody,  M.D.; 
Quentin  L.  Quickstad,  M.D.;  Bernard  P.  Strouth, 
M.D.;  Miles  E.  Thomas,  M.D.  and  H.  Theodore 
Thoreson,  M.D.,  all  of  Boise.  Alternates:  Loy  T. 
Swinehart,  M.D.;  Martha  D.  Jones,  M.D.;  Robert 
S.  McKean,  M.D.;  Paul  F.  Miner,  M.D.;  Robert 
S.  Smith,  M.D.;  J.  Wayne  Tyler,  M.D.;  Robert  D. 
Jenkins,  M.D.;  Dale  D.  Cornell,  M.D.;  T.  R.  Flor- 
entz,  M.D.;  H.  M.  Chaloupka,  M.D.;  Roy  L.  Peter- 
son, M.D.;  E.  F.  Sestero,  M.D.,  and  Max  F Bell, 
M.D.,  all  of  Boise. 

Southwestern  Idaho  District  Medical  Society 

Delegates:  Jack  R.  Farber,  M.D.,  Nampa;  Harmon 


E.  Holverson,  M.D.,  Emmett;  R.  George  Wolff, 
M.D.,  Caldwell;  Gerald  C.  Bauman,  M.D.,  Cald- 
well; Wayne  F.  Allen,  M.D.,  McCall;  F.  W. 
Cottrell,  M.D.,  Nampa,  and  Ronald  P.  Rawlinson, 
M.D.,  Emmett.  Alternates:  Hal  E.  Reynolds, 
M.D.,  Caldwell;  George  R.  Allen,  M.D.,  Caldwell; 
Kenneth  E.  Droulard,  M.D.,  Nampa;  Richard  J. 
Giever,  M.D.,  Weiser;  John  O.  Boxall,  M.D., 
Nampa,  and  Gerald  R.  Holcomb,  M.D.,  Caldwell. 

South  Central  Idaho  District  Medical  Society 
Delegates:  Lehman  N.  Sterling,  M.D.,  Twin  Falls; 
C.  R.  McWilliams,  M.D.,  Twin  Falls;  Glenn  A. 
Hoss,  M.D.,  Twin  Falls;  Eugene  H.  Holsinger, 
M.D.,  Burley;  Maurice  E.  Scheel,  M.D.,  Wendell; 
Elmer  M.  Wright,  M.D.,  Twin  Falls;  Roy  O. 
Shaub,  M.D.,  Twin  Falls,  and  Walter  R.  Petersen, 
M.D.,  Burley.  Alternates:  James  H.  Spafford, 
M.D.,  Twin  Falls;  Marion  V.  Klingler,  M.D., 
Gooding;  Richard  E.  Short,  M.D.,  Gooding;  C.  N. 
Annest,  M.D.,  Burley;  Richard  F.  McClure,  M.D., 
Twin  Falls;  Kenneth  R.  Briggs,  M.D.,  Twin  Falls, 
and  Leslie  L.  Fillmore,  M.D.,  Burley. 

Southeastern  Idaho  District  Medical  Society 

Delegates:  Richard  B.  Gresham,  M.  D.,  Merrill 
J.  Sharp,  M.D.,  Dennis  L.  Wight,  M.D.,  and 
Clark  T.  Parker,  M.D.,  all  of  Pocatello.  Alternates: 
Edward  E.  Fisher,  M.D.,  Donald  B.  Roberts, 
M.D.,  and  Blaine  B.  Jorgensen,  M.D.,  all  of  Poca- 
tello. 

Idaho  Falls  Medical  Society 

Delegates:  P.  Blair  Ellsworth,  M.D.,  Glenn  W. 
Corbett,  M.D.,  G.  Curtis  Waid,  M.D.,  Philip  D. 
Affleck,  M.D.,  Warren  T.  Sutton,  M.D.,  and  Hal 
W.  Davis,  M.D.,  all  of  Idaho  Falls.  Alternates: 
John  H.  Spickard,  M.D.,  Reid  H.  Anderson,  M.D., 
John  D.  Sawyer,  M.D.,  and  Thomas  W.  Higgs, 
M.D.,  all  of  Idaho  Falls. 

Upper  Snake  River  Medical  Society 

Delegate:  Zach  A.  Johnson,  M.D.,  Salmon.  Alter- 
nate: Asael  Tall,  M.D.,  Rigby. 

Bear  River  Valley  Medical  Society 
Delegate:  O.  R.  Cutler,  M.D. 
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SPECIALTY  SECTIONS 


IDAHO  SOCIETY  OF  ANESTHESIOLOGISTS— Delegate:  Robert  D.  Jenkins,  M.D.,  Boise 
IDAHO  ACADEMY  OF  GENERAL  PRACTIGE— Delegate:  Robert  M.  Frazier,  M.D.,  Boise 
IDAHO  SOCIETY  OF  OPHTHALMOLOGY— Delegate:  John  D.  Ross,  M.D.,  Nampa 
IDAHO  ORTHOPAEDIC  SOCIETY— Delegate:  Keith  A.  Taylor,  M.D.,  Boise 
IDAHO  PSYCHIATRIC  SOCIETY— Delegate:  Joseph  F.  Grismer,  M.D.,  Coeur  d’Alene 
IDAHO  STATE  THORACIG  SOCIETY-Delegate:  Charles  E.  Reed,  M.D.,  Caldwell 
IDAHO  STATE  RADIOLOGICAL  SOCIETY-Delegate:  Paul  B.  Houston,  M.D.,  Twin  Falls 


COMPONENT  SOCIETY  PRESIDENTS,  SECRETARY  TREASURERS 

BONNER-BOUNDARY  DISTRICT  MEDICAL  SOCIETY-President:  Arthur  G.  Evans,  M.D.,  Priest  River; 
Secretary-Treasurer:  James  R.  Arthurs,  M.D.,  Sandpoint 

KOOTENAI-BENEWAH  DISTRIGT  MEDICAL  SOCIETY-President:  John  T.  Brockley,  M.D.,  Coeur 
d’Alene;  Secretaiy’-Treasurer:  Harold  R.  Thysell,  M.D.,  Coeur  d’Alene 

SHOSHONE  COUNTi’  MEDICAL  SOCIETY-President:  Keith  R.  Dahlberg,  M.D.,  KeUogg;  Secretary- 
Treasurer:  E.  J.  Fitzgerald,  M.D.,  Wallace 

NORTH  IDAHO  DISTRICT  MEDICAL  SOCIETY-President:  J.  Burton  Britzmann,  M.D.,  Moscow;  Secre- 
tary-Treasurer: Allen  M.  Cochrane,  M.D.,  Lewiston 

ADA  COUNTY  MEDICAL  SOCIETY-President:  Roy  J.  Ellsworth,  M.D.,  Boise;  Secretary:  Robert  B.  Mont- 
gomery, M.D.,  Boise 

SOUTHWESTERN  IDAHO  DISTRICT  MEDICAL  SOCIETY-President:  Harmon  E.  Holverson,  M.D., 
Emmett;  Secretary:  Gerald  C.  Bauman,  M.D.,  Galdwell 

SOUTH  CENTRAL  IDAHO  DISTRICT  MEDICAL  SOCIETY-President:  Eugene  H.  Holsinger,  M.D., 
Burley;  Secretary-Treasurer:  Walter  R.  Petersen,  M.D.,  Burley 

SOUTHEASTERN  IDAHO  DISTRICT  MEDICAL  SOCIETY 
President:  Clark  T.  Parker,  M.D.,  Pocatello 
Secretary-Treasurer:  Edward  E.  Fisher,  M.D.,  Pocatello 

IDAHO  FALLS  MEDICAL  SOCIETY 

President:  Glenn  W.  Corbett,  M.D.,  Idaho  Falls 
Secretary-Treasurer:  Thomas  W.  Higgs,  M.D.,  Idaho  Falls 

UPPER  SNAKE  RIVER  MEDICAL  SOCIETY 
President:  Lester  J.  Petersen,  M.D.,  Rexburg 
Secretary:  O.  H.  Mabey,  M.D.,  Rexburg 

BEAR  RIVER  VALLEY  MEDICAL  SOCIETi’ 

President:  O.  R.  Cutler,  M.D.,  Preston 
Secretary-Treasurer:  Leo  R.  Hawkes,  M.D.,  Preston 
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Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients ...  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


screening;  “Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


Qiochemical 

^IROCEDURES 


P 


AFFILIATE  OF  MEAD  JOHNSON 


Headquarters  Laboratory 

12020  Chandler  Boulevard 
North  Hollywood,  California  91607 
From  Area  Code  213  Call: 

763-8203  • 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


Now 

available  for  your 

prescribing 

needs 


Cordran^  tape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


oootoe 


HONORABLE  MENTION 
1969  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 


Birth  Injury  to  the  Spinal  Cord 

JOHN  P.  ALLEN,  M.D.,  Portland,  Oregon 


Birth  injuries  to  the  spinal  cord  have  not  vanished  from  medicine  but 
merely  have  been  forgotten.  The  dignosis  should  be  suspected  in  any  stillborn, 
neonatal  death  or  paraplegic  or  quadriplegic  infant  who  has  been  afflicted 
since  birth,  particularly,  if  there  ivas  a breech  presentation  or  difficulty  with 
delivery.  Of  31  children  initially  classified  as  having  infantile  spinal  muscular 
atrophy,  or  amyotonia  congenita,  18  cases  were  found  to  have  a clinically 
non-progressive,  non-familial  neurologic  disorder  from  birth.  The  most  likely 
pathologic  finding  in  these  cases  is  spinal  cord  injury  related  to  delivery.  In  addi- 
tion, 5 cases  of  probable  spinal  cord  injury  occurring  at  the  time  of  delivery 
were  found  in  127  consecutive  breech  deliveries.  From  the  presented  evidence, 
the  rareness  of  this  clinical  entity  is,  in  part,  the  result  of  failure  to  consider  a 
spinal  cord  injury  at  birth.  The  result  has  been  a misdiagnosis. 


Birth  injuries  to  the  spinal  cord 
have  become  a rare,  or  pos- 
sibly an  undiagnosed  disorder,  in 
recent  decades.  Parrot  first  doc- 
umented a spinal  cord  injury  re- 
lated to  delivery  in  1870,^  and 
nearly  150  cases  appeared  in  the 
literature  until  1926,  when  the 
problem  was  extensively  re- 
viewed by  Crothers  and  Put- 
nam.“ From  1926  to  the  present 
time  less  than  70  cases  of  trau- 
matic birth  injuries  to  the  spinal 
cord  have  been  reported.  Several 
investigators  have  reported  au- 
topsy studies  showing  spinal 
cord  damage  in  30  to  50  percent 
of  neonatal  deaths.’-”  Towbin, 
who  has  extensively  studied  the 
pathology  of  this  entity,  implies 
that  of  all  neonatal  deaths,  10 
percent  have  sustained  a spinal 
cord  injury.’  From  this  evidence, 
it  would  appear  that  spinal  cord 
injury  at  birth  is  of  more  import- 

Dr.  Allen  was  a resident  in  the 
Department  of  Neurology,  University 
of  Oregon  Medical  School,  at  the  time 
this  paper  was  submitted. 


ance  than  is  recognized  clin- 
ically. 

With  others  1 have  previously 
reported  three  infants  who  sus- 
tained traumatic  disruption  of 
the  cervical  spinal  cord.”  In  one 
of  those  three  cases,  in  whom 
persistence  of  hypotonia  and  are- 
flexia  was  present  until  death,  an 
infarction  of  the  spinal  cord  be- 
low the  primary  site  of  injury 
was  found  at  autopsy.  Because 
of  this  finding  the  case  histories 
of  31  individuals  who  were  ini- 
tially classified  as  having  either 
infantile  spinal  muscular  atrophy 
( Werdnig-Hoffman’s  disease)  or 
amyotonia  congenita  were  re- 
viewed in  an  attempt  to  deter- 
mine if  a birth  injury  to  the 
spinal  cord  was  the  etiologic 
basis  of  their  neurologic  findings. 
Furthermore,  since  there  was 
breech  presentation  in  approxi- 
mately 70  percent  of  reported 
cases  who  sustained  spinal  cord 
damage,  the  case  histories  of 
127  consecutive  breech  deliver- 


ies were  reviewed  in  order  to 
establish  whether  any  of  these 
neonates  could  have  sustained  an 
injury  to  the  spinal  cord  at  the 
time  of  delivery. 

material  and  results 

Of  the  127  neonates  who  were 
delivered  breech  during  1967  at 
the  Latter  Day  Saints  Hospital, 
Salt  Lake  City,  Utah,  there  were 
five  cases  in  which  there  was 
clinical  evidence  of  neurologic 
dysfunction,  after  delivery,  which 
may  have  resulted  from  trauma  to 
the  spinal  cord.  Three  of  the  five 
infants,  who  were  delivered  at 
term,  exhibited  only  transitory 
neurologic  signs  consisting  of 
hyporeflexia,  hypotonia,  respira- 
tory distress  and  decreased  venti- 
lation without  evidence  of  neuro- 
logic involvement  above  the 
foramen  magnum.  Recovery  to 
normal  had  occurred  by  the  time 
they  were  discharged  from  the 
hospital.  One  infant,  whose  birth 
weight  was  1.5  kg,  had  areflexia 
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TABLE  1 


Evaluation  of  Thirty-one  Hypotonic,  Areflexic  Infants 


Probable  Number 

Diagnosis  of  Cases 


Spinal  Cord  Injury  18 

Werdnig-HofiFman  4 

Myopathy  4 

Unknown  5 


»*UTI — Urinary  Tract  Infection 
*RI — Respiratory  Infection 


Neurologic 

Family 

UTI 

RI 

Signs  at 

History 

O 

Birth 

18 

0 

8 

5 

2 

1 

1 

1 

3 

3 

1 

0 

5 

0 

0 

1 

Deterio- 
ration of 
Neurologic 
Findings 

0 

2 

0 

0 


and  hypotonia  and  died  from 
respiratory  distress,  but  an  au- 
topsy was  not  permitted.  A fifth 
infant  was  delivered  stillborn  at 
41  weeks  gestation  although 
activity  was  present  during  labor. 
In  this  case  excessive  traction 
was  applied  at  the  time  of  de- 
livery. Clinically,  a catastrophic 
injury  to  the  spinal  cord  or  brain 
stem  at  the  time  of  delivery  was 
the  most  likely  diagnosis.  Unfor- 
tunately an  autopsy  was  not  per- 
formed. 

Thirty-one  cases  examined  at 
the  University  of  Oregon  Medi- 
cal School  and  initially  classified 
as  having  either  Werdnig-Hoff- 
man’s  disease  or  amyotonia  con- 
genita were  reviewed.  These 
cases  were  reclassified  according 
to  their  laboratory  and  clinical 
findings.  Chart  1.  Eighteen  in- 
dividuals, probably  represent- 
ing examples  of  spinal  cord 
injury  related  to  delivery,  were 
found  to  have  had  non-familial 
and  non-progressive  neurologic 
findings  since  birth.  Four  cases 
had  findings  compatible  with  a 
myopathic  disorder.  Three  of 
these  four  cases  were  brothers 
and  the  e.xact  etiologic  basis  for 
their  neurologic  disorder  is  cur- 
rently under  investigation.  Four 
cases  were  typical  of  infantile 
spinal  muscular  atrophy  (Werd- 
nig-Hoffman’s  disease).  A diag- 
nosis could  not  be  made  in  five 
cases  because  of  insufficient 
follow-up. 


A more  detailed  summary  of 
the  18  eases  with  suspected 
spinal  injuries  can  be  seen  in 
Table  2.  These  cases  were  exam- 
ined at  least  twice  and  followed 
for  a period  from  2 months  to  15 
years  in  order  to  establish  that 
the  condition  was  non-progres- 
sive. Quadriplegia  associated 
with  hypotonia  was  present  in 
17  cases.  Five  patients  who  were 
quadriplegic,  hypotonic  and  are- 
flexic at  birth,  later  during  in- 
fancy developed  hypoactive  to 
hyperactive  deep  tendon  reflexes 
in  the  lower  extremities.  Another 
infant  was  diplegic  and  exhibited 
hypotonia  and  areflexia  with 
fibrillations  present  in  the  lower 
extremities.  It  should  be  empha- 
sized that  eight  (44  percent)  had 
known  urinary  tract  infections 
and  five  (27  percent)  had 
knowm,  severe  respiratory  infec- 
tions. Muscle  biopsy  and  electro- 
myography were  obtained  in 
only  a few  cases.  MTien  roent- 
genograms of  the  neck  were  ob- 
tained, they  were  always  normal. 
Death  was  known  to  occur  in 
only  two  cases.  No  autopsy  was 
permitted  in  one  case.  In  the 
other  case  no  anatomic  abnor- 
mality was  found  at  a routine 
post-mortem  examination.  De- 
spite a history  of  a difficult 
breech  delivery  the  spinal  cord 
was  not  e.xamined.  This  case  il- 
lustrates the  importance  of  exam- 
ining the  spinal  cord  at  autopsy. 


discussion 

In  an  infant  who  exhibits  a 
symmetrical  paraplegia  or  quad- 
riplegia from  birth,  an  injury  to 
the  spinal  cord  should  be  the 
first  diagnostic  consideration. 
Typically,  there  is  a history  of  a 
difficult  delivery  or  a breech  pre- 
sentation, although  in  approxi- 
mately 30  percent  of  the  cases  in 
the  literature  there  was  a ce- 
phalic presentation. 

There  are  two  primary  neuro- 
logical syndromes  associated 
with  severe  spinal  cord  injury 
related  to  delivery.  The  first 
Wpe  is  exemplified  by  those  in- 
fants who  are  flaccid  and  are- 
flexic at  birth,  but  develop  hyper- 
reflexia  in  the  lower  extremities 
in  a few  weeks  to  several  months 
after  birth.  The  probable  patho- 
logic finding  in  the  five  cases 
who  developed  reflexes  in  the 
lower  extremities  would  be  a sin- 
gle lesion  in  the  cervical  or  tho- 
racic spinal  cord.  Many  investi- 
gators have  reported  single  le- 
sions in  the  cervical  and  thoracic 
cord  that  had  resulted  from 
birth  trauma  and  were  seen  in 
association  with  hyperreflexia  in 
the  lower  extremities.”  "-®  In  the 
second  type,  the  infant  remains 
flaccid  and  areflexic,  and  does 
not  develop  hyperreflexia.  With 
others  I reported  that  two  of 
three  cases  of  documented  birth 
injuries  to  the  spinal  cord  were 
areflexic,  hypotonic  and  quadri- 
paretic.®  The  post-mortem  find- 
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TABLE  2 


Clinical  Evaluation  of  18  Cases  Suspected  as  Having 
a Birth  Injury  to  the  Spinal  Cord 


Case 

Age 

Physical  Findings 

UTI 

RI 

EMC 

Muscle 

Biopsy 

1 

14  yr 

Q,  H,  A,  Fasiculation  in 
Deltoids 

0 

0 

Lower  Motor 
Neuron  Find- 
ings in  Arms 

0 

2 

7yr 

Diplegia  with  Hypotonia  & 
Areflexia  in  Legs 

+ 

0 

Fibrillations 
in  Legs 

Neurogenic 

Atrophy 

3 

19  yr 

Q,  H,  A at  Birth;  Later 
Hyperreflexia  in  Legs 

+ 

0 

0 

0 

4 

10  yr 

Q,  H,  A;  Legs  More  Involved 
than  Arms 

+ 

+ 

0 

0 

5 

5 mo 

Q,  H,  A at  Birth;  Hyporeflexic 
in  Legs  Before  Death;  Autopsy 
Normal— Cord  Not  Examined 

0 

+ 

0 

0 

6 

15  mo 

Q,  H,  A,  Death  (No  Autopsy) 

0 

0 

0 

0 

7 

3yr 

Q,  H,  A 

+ 

0 

0 

Neurogenic 

Atrophy 

8 

18  mo 

Q,  H,  A 

0 

0 

0 

Neurogenic 

Atrophy 

9 

29  mo 

Q,  H,  A 

0 

0 

No  Lower 
Motor  Neuron 
Findings 
Legs 
0 

0 

10 

5 yr 

Q,  H,  A at  Birth;  Later  Hypo- 
reflexia  in  Lower  Legs 

+ 

0 

Normal 

11 

4 mo 

Q,  H,  AR,  Hyporeflexic  in 
Legs 

0 

d 

Decreased 

Electrical 

Activity 

0 

12 

20  mo 

Q,  H,  A 

+ 

0 

Normal 

0 

13 

15  mo 

Q,  H,  A,  AR 

0 

-t- 

0 

Normal 

14 

20  mo 

Q,  H,  Hyporeflexic  in  Lower  Legs 

+ 

0 

0 

0 

15 

16  yr 

Q,  H,  A,  AR 

0 

+ 

0 

0 

16 

20  mo 

0,  H,  A,  AR 

+ 

0 

0 

0 

17 

6 mo 

0,  H,  A,  AR 

-f 

-f 

0 

0 

18 

3 mo 

Q,  H,  A 

0 

0 

0 

0 

ing  in 

one  of 

those  cases  was  cord  from  small 

hemorrhages 

or 

spinal  cord  at  the 

time  of  de- 

infarction  of  the  spinal  cord  in  impared  perfusion  of  the  spinal  livery  are  not  apparent.  Third- 
the  distribution  of  the  anterior  cord.  ly,  there  is  probably  a signifi- 


spinal  artery  below  the  primary 
disruption.  Infarction  or  hypoxia 
of  the  spinal  cord  in  the  distribu- 
tion of  the  anterior  spinal  artery, 
primarily  aflFecting  the  anterior 
horn  cells,  may  be  the  abnormal- 
ity in  the  second  type.  There  are 
other  examples  of  probable  spi- 
nal cord  injury  related  to  deliv- 
ery that  cannot  be  classified 
under  these  two  general  groups. 
Examples  are  those  three  neo- 
natal infants  from  the  127  cases 
delivered  breech  in  whom  tran- 
sitory abnormal  neurologic  find- 
ings were  observed.  They  may 
represent  examples  of  spinal 
concussions,  possibly  from  the 
eflFects  of  hypoxia  to  the  spinal 


The  apparent  clinical  rarity  of 
birth  injury  to  the  spinal  cord 
can  be  explained  by  at  least  three 
major  factors.  Foremost  is  the 
fact  that  a traumatic  birth  injury 
is  infrequently  considered  by 
the  clinician,  and  this  failure  of 
consideration  is  perpetuated  by 
failure  to  perform  complete  au- 
topsies, which  include  examina- 
tion of  the  spinal  cord  in  chil- 
dren who  have  neurologic  find- 
ings compatible  with  spinal  cord 
disease.  Another  factor  is  that 
most  babies  who  have  sustained 
a birth  injruy  to  the  spinal  cord 
are  delivered  stillborn  or  die 
during  early  infancy,  and  neuro- 
logic sequlae  of  trauma  to  the 


cant  number  of  children  who 
sustained  birth  injury  to  the 
spinal  cord  and  survived  the 
neonatal  period  with  neurologic 
findings  who  have  been  clas- 
sified as  having  another  dis- 
order. The  eighteen  cases  pre- 
sented in  this  report  who  had 
non-familial  and  non-deteriorat- 
ing neurologic  findings,  a high 
incidence  of  urinary  tract  in- 
fection and  the  presence  of  se- 
vere respiratory  infections, 
coupled  with  a lack  of  neuro- 
logic findings  above  the  foramen 
magnum,  lend  some  support  to 
this  concept  of  misdiagnosis. 

Birth  injury  to  the  spinal  cord 
may  be  difficult  to  diagnose  if 
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there  is  an  atypical  clinical 
presentation.  Electromyographic 
studies  and  muscle  biopsies  from 
the  upper  and  lower  extremities 
can  be  helpful.  Cervical  myelo- 
graphy can  be  diagnostic  in  se- 
vere injuries,  particularly  where 
there  are  leptomeningeal  adhe- 


sions associated  with  the  in- 
jury.*® Urine  cultures  should  be 
obtained  for  any  individual  who 
is  suspected  of  having  a birth 
injury  to  the  spinal  cord.  A cysto- 
metrogram  or  voiding  cystogram 
may  be  necessary  to  diagnose  a 
neurogenic  bladder.  Sphincter 


involvement,  a distinct  sensory 
level  and  mild  atrophy  of  the 
muscular  system  in  the  upper 
extremities  are  findings  that 
should  alert  the  examiner  to  pos- 
sible severe  injury  to  the  cervical 
spinal  cord. 

University  of  Oregon 
Medical  School  (97201) 
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THE  RISE-AND  FALL-OF  NATIONS 

The  Romans,  under  the  Republic,  achieved,  perhaps,  a greater  measure  of  free- 
dom than  any  other  ancient  people.  They  also  achieved  considerable  security  for 
themselves  and  imposed  an  era  of  comparative  peace  over  the  then  civilized  world. 
It  was  called  the  Tax  Romana.  Centuries  later  the  British  Empire  maintained  an  era 
of  Pax  Britannica.  Certain  it  is  that  the  Roman  Republic  did  produce  great  prosperity 
for  the  Romans.  All  their  conquered  territories  paid  tribute  to  them.  Life  was  easy, 
and  then  licentious.  Then  moral  decay  set  in,  and  while  Rome  gave  every  outward 
appearance  of  strength  and  security,  it  was  rotting  at  the  core.  Then  the  smart 
politicians  came  on  the  scene.  The  way  to  achieve  power  over  the  Romans  was  to 
promise  them  security.  Give  them  doles  from  the  state;  open  up  the  corn-cribs,  put 
lots  of  people  on  the  public  payrolls;  tell  them  that  they  shall  never  worry  again, 
the  state  will  take  care  of  them. 

Mr.  Walter  R.  Youngquist,  Director  Emeritus  of  The  First  Federal 
Savings  and  Loan  Association  in  Minneapolis.  In  the  Freeman, 
November,  1969. 
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Continuing  Medical  Education 

The  CME  Short  Course 


CHARLES  W.  DOHNER,  Ph.D  / RONALD  L.  HAMBERG,  B.A.,  Seattle,  Washington 


Major  reason  given  for  attending  a CME  course  on  urology  was  a feeling  of 
not  being  up-to-date  on  the  subject.  More  than  half  of  those  attending  reported 
that  current  medical  literature  had  been  of  little  use.  Presentation  of  material 
new  to  participants  was  a significant  factor  in  stimulating  desire  to  make  changes 
in  practice.  Nine  months  after  completion  of  the  course,  74  percent  of  those 
attending  could  cite  specific  changes  in  practice  as  a result.  Physicians  invited  but 
not  attending  were  asked  for  explanation.  Major  reasons  given  for  not  attending 
were  inability  to  get  away  from  obligation  to  patients  and  lack  of  subject 
relevance. 


Purpose  of  this  study  is  three- 
fold: 1.  To  measure  the 
reaction  of  participating  physi- 
cians to  the  content  and  instruc- 
tion of  a short  course;  2.  To 
review  the  expressed  reasons  for 
their  either  attending  or  not  at- 
tending a short  course;  3.  To  see 
if,  after  participating  in  this 
short  course,  any  stated  changes 
in  practice  occurred. 

There  is  no  agreement  on  what 
type  of  program  is  to  be  called  a 
short  course.  A report  by  the  Bu- 
reau of  Research  and  Planning 
Committee  of  the  California 
Medical  Association  on  continu- 
ing medical  education  indicates 
that  “two-  or  three-day  symposia 
are  considered  the  most  valuable 
modality.”^  In  this  study,  a short 
course  is  defined  as  one  requir- 
ing attendance  for  five  or  fewer 
days,  consecutively  or  intermit- 
tently, and  total  of  fewer  than 
40  hours. 

In  spite  of  extensive  use  in 


the  United  States  there  has  been 
little  study  of  the  effect  of  the 
short  course  on  practice  or 
knowledge  changes.  One  survey 
reports  “most  physicians  acquire 
the  medical  information  which 
they  need  by  attending  . . . semi- 
nars or  by  reading  texts  and 
journals’’.^  Approximately  47  per- 
cent of  the  courses  listed  in  the 
annual  review  of  continuing 
medical  education  in  the  United 
States  for  1968-69,  published  in 
the  Journal  of  the  American 
Medical  Association,  meet  the 
above  definition  of  a short 
course.®  While  the  short  course, 
along  with  other  continuing  edu- 
cational programs,  has  been  in- 
creasing in  use,  there  has  been 
little  investigation  and  only  oc- 
casional questioning  of  its  effi- 
cacy. Williams  ranks  short 
courses  as  least  important  among 
five  basic  forms  of  continuing 
education  methods.®  Manning 
et  al  note  that  “In  fact,  there  is 


little  or  no  evidence  that  be- 
havior is  changed  by  attendance 
at  conventional  postgraduate 
courses.”  Although  this  state- 
ment is  not  directed  specifically 
at  the  short  course,  it  certainly 
is  included. 

The  most  frequently  encoun- 
tered criteria  for  measuring  ef- 
fectiveness of  postgraduate 
courses  are  attendance,  gain  in 
knowledge,  value,  or  satisfaction. 
Usually,  very  little  is  done  about 
measuring  impact  of  the  pro- 
gram on  change  in  practice  by 
the  physician  who  attends.  How- 
ever, Abrahamson  notes  that  “In 
continuing  medical  education, 
our  goals  are  ultimately  improve- 
ment of  provision  of  health  care 
in  community.  In  order  to  facili- 
tate this  goal,  continuing  medi- 
cal education  has  an  intermedi- 
ate objective  [sic]  changing  the 
way  (for  the  better)  in  which 
physicians  practice  medicine.”® 
THE  PROJECT 

Through  cooperative  efforts  of 
the  Division  of  Continuing  Med- 
ical Education  and  the  Depart- 
ment of  Urology  at  the  Univer- 
sity of  Washington  School  of 


Charles  W.  Dohner,  Ph.D.,  Director,  Office  of  Research  in  Medical  Education. 
Ronald  L.  Hamberg,  B.A.,  Research  Assistant,  Office  of  Research  in  Medical 
Education. 

This  work  was  supported  in  part  by  Public  Health  Service  Contract  No 
PHI 08-66-177. 
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Medicine,  a two-day  continuing 
education  program  Urology  for 
Xon-Urologists,  was  conducted 
on  March  7 and  8,  1968,  at  the 
University'.  The  course  objective, 
as  stated  in  the  descriptive  bro- 
chure, was  “To  present  current 
thinking  on  some  common  uro- 
logical problems  and  to  explain 
the  reason  behind  present  atti- 
tudes.” The  program  format  was 
a series  of  short  lectures  (twenty 
to  thirty  minutes  each).  A mod- 
erator for  each  half-day  session 
made  provisions  for  a question- 
and-answer  period  twice  during 
each  morning  and  each  afternoon 
session.  A total  of  23  different 
presentations  were  made. 

sample 

The  course  attracted  66  phy^si- 
cians  and  14  allied  health  per- 
sonnel. We  are  reporting  data 
on  physicians  only.  Half  of  the 
participating  physicians  were  in 
group  practice  and  half  in  solo 
practice.  Sixty'-nine  percent  were 
in  general  practice,  9 percent 
in  internal  medicine,  6 percent 
in  urology,  and  16  percent  in 
other  specialties.  Seventeen  par- 
ticipating physicians  were  from 
states  other  than  Washington. 
Average  age  of  participants  was 
42.  After  completion  of  the 
course,  we  sent  a questionnaire 
to  those  who  had  been  invited 
but  had  not  attended  the  course. 
Average  age  of  non-participants 
was  49. 

method 

-•\.t  the  end  of  each  session, 
the  participants  were  asked  to 
rate  each  individual  speaker, 
using  a four-point  ( Likert-ty'pe ) 
scale  from  “excellent”  to  “poor” 
with  regard  to:  1.  Relevance  of 
ccmtent.  2.  Speaker’s  abiliU'  to 
communicate  his  information. 
3.  His  organization  of  the  ma- 
terial. 4.  Visual  aids.  5.  Partici- 
pant’s interest  in  the  topic.  The 


participants  were  asked  to  indi- 
cate whether  they  thought  the 
material  was  new  or  review  for 
themselves.  They  were  also  asked 
whether  they  expected,  as  a re- 
sult of  participating  in  this  ses- 
sion, to  initiate  any  changes  in 
their  practices,  yes,  no,  or  pos- 
sibly. 

At  the  beginning  of  the  short 
course,  each  participant  was 
asked  to  complete  an  informa- 
tion sheet,  indicating  why  he 
attended.  He  was  given  choice 
of  five  reasons  and  asked  an 
open-ended  question,  “In  my' 
owm  words,  my  primary  reason 
for  attending  was  . . . .”  All 
participants  were  asked  to  esti- 
mate, through  a four-point  rating 
scale,  the  usefulness  ascribed  to 
current  medical  literature,  spe- 
cifically in  the  field  of  urology. 

Two  weeks  later,  self-return 
post  cards  were  sent  to  a random 
sample  ( n = 297 ) of  those  phy- 
sicians who  had  been  invited 
but  who  did  not  attend,  asking 
the  same  question  about  use- 
fulness of  current  medical  liter- 
ature, also  asking  about  whether 
he  had  kept  himself  up-to-date 
on  most  recent  advances  related 
to  his  practice  and  what  topic  (s ) 
would  prompt  him  to  attend  a 
short  course. 

Anproximately  nine  months 
after  completion  of  the  course, 
post  cards  were  mailed  to  all 
physicians  who  had  attended 
(n  = 61),  requesting  them  to 
indicate:  1.  Whether  they  had, 
in  fact,  filled  out  rating  sheets 
while  attending.  2.  MTiether  thev 
had,  in  fact,  made  any  specific 
changes  in  practice  as  a result 
of  their  attendance.  3.  MTiether 
thev  had  an  opportunity  to  deal 
with  patients  with  urological 
problems.  4.  What  specific 
changes,  if  any,  they  could  pin- 
point. Sixty-one  percent  of  the 
physicians  responded;  eighty- 


four  percent  of  those  replying 
had  filled  out  ratings  during  the 
short  course. 

results 

Using  means  as  scores,  degrees 
of  relationships  were  computed 
between  responses  on  the  vari- 
ous topics.  Ratings  of  relevance 
and  interest  were  highly  corre- 
lated ( .85 ) , whereas  relevance 
failed  to  relate  significantly  with 
ability  to  communicate  and  or- 
ganization of  material.  Ability 
to  communicate  and  organiza- 
tion of  material  were  also  mod- 
erately correlated  ( .56 ) with  in- 
terest. Thus,  interest  is  seen  as 
one  factor  which  cuts  across  all 
of  the  other  variables  rated.  The 
only  other  significant  relationship 
was  between  ability  to  communi- 
cate and  organization  of  material 
(.80). 

The  most  frequent  rating  for 
17  of  the  instructors  was  good  on 
four  or  more  of  the  scales.  Four 
instructors  received  modal  rat- 
ings of  excellent  on  three  or 
more  scales,  and  two  instructors 
had  scattered  ratings  below  good 
on  most  scales.  The  average  rat- 
ings did  not  decline  with  the 
passage  of  time  during  the  day 
nor  during  successive  days. 

As  the  course  progressed, 
those  attending  began  to  pick  up 
material  they  reported  as  being 
new  to  them.  Apparently,  these 
were  ideas  for  improving  prac- 
tice. Whth  increase  in  number  of 
physicians  reporting  new  mate- 
rial there  was  concomitant  in- 
crease in  the  number  of  those 
anticipating  introduction  of 
change  in  practice,  (r  = .87). 
No  other  relationships  were  sig- 
nificant. 

In  four  of  the  sessions,  more 
than  50  percent  of  attendees  in- 
dicated that  they  intended  to 
make  changes  as  a result  of 
material  presented;  for  seven 
other  sessions,  over  50  percent 
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TABLE  1 

Reasons  Given  by  Physicians  for  Attending 
"Urology  for  Non-Urologists"  Course 


N-33 

Reason  % 

1.  Not  sufficiently  updated  48 

2.  Increasing  number  of  patients 

with  problems  in  this  area  13 

3.  Chance  to  learn  and  get  away  15 

4.  To  be  familiar  with  latest  research  15 

5.  Other  9 


TABLE  2 

Course-Attending  Physicians'  Ratings  of  Current 
Medical  Literature  as  a Resource  for  Culling 


Out  Useful  Information  in  Urology 
Useful  Index  % 

1.  Extremely  helpful  (most  important 

source  I use  to  “update”  my  practice).  6 

2.  Reasonably  helpful  (I  often  use 

this  source).  33 

3.  Of  little  use  to  me  (occasionally  helpful).  58 

4.  Of  no  use  to  me  (an  impossible  task).  — 

5.  No  comment.  3 


TABLE  3 

Reasons  Given  by  Physicians  for  Not  Attending 


"Urology  for  Non-Urologists"  Course 
N-152 

Reason  % 

1.  Could  not  free  myself  from 

patient  obligation.  33 

2.  Program  lacked  relevance  for  me.  30 

3.  Unsatisfactory  previous  experience 

with  short  course.  1 

4.  Inconvenient  location.  7 

5.  Personal  or  family  reasons.  12 

6.  Too  expensive.  5 

7.  Other.  12 

TABLE  4 

Area  of  Specific  Changes  in  Practice 
Attributable  to  this  Course 
Area  of  Change  Number  of  Changes 

Gonorrhea  8 

Diagnosis  8 

Treatment  8 

Better  therapeutic  approach  3 

Catheterization  3 

Miscellaneous  3 


expected  to  make  no  changes. 
Percentages  of  change  for  the 
remaining  sessions  fell  some- 
where in  the  middle  with  re- 
sponses in  the  category.  “Possi- 
bly,” accounting  for  the  fact  that 
both  “change”  and  “no  change” 
exceeded  the  50  percent  level. 

The  reasons  for  attending  the 
conference  are  given  in  Table  1. 
The  most  frequent  response, 
“Not  sufficiently  updated,”  was 
given  by  48  percent  of  the  par- 
ticipants. 

Of  those  attending  the  con- 
ference, 58  percent  viewed  cur- 
rent medical  literature  as  of 
little  use  as  a resource  for  ac- 
quiring useful  information  in 
the  field  of  urology.  Nonethe- 
less, as  Table  2 shows,  33  per- 
cent saw  medical  literature  as 
reasonably  helpful  and  6 percent 
viewed  it  as  extremely  helpful. 

Returns  from  non-participating 
physicians  were  received  from 
51  percent  of  the  sample  of  297. 
Reasons  they  gave  for  not  attend- 
ing the  conference  are  presented 
in  Table  3,  the  most  frequent 
being,  “Could  not  free  myself 
from  patient  obligation,”  fol- 
lowed by,  “Program  lacked  rele- 
vance for  me.” 

Of  the  non-participating  physi- 
cians responding,  76  percent  felt 
they  were  adequately  updated 
regarding  most  medical  research 
relating  to  practice;  only  7 per- 
cent felt  that  they  were  not; 
17  percent  were  not  sure.  This  is 
in  notable  contrast  to  the  replies 
of  those  who  attended,  of  whom 
only  48  percent  felt  that  they 
were  sufficiently  updated  ( p 
<.001 ). 

Of  the  participants  who  re- 
sponded to  the  follow-up  in- 
quiry, all  had  dealt  with  patients 
having  urological  problems. 
Seventy-six  percent  indicated 
that  they  changed  practice  in 
some  manner  and  74  percent  in- 


dicated specific  changes.  A sum- 
mary of  specific  practice  changes 
is  shown  in  Table  4.  These  are 
grouped  loosely  into  rough  head- 
ings in  order  to  cover  the  divers- 
ity of  responses  but,  nevertheless, 
indicate  the  wide  range  of  in- 
fluence exerted  by  the  various 
lectures. 

discussion 

That  specific  changes  in  prac- 
tice are  cited  as  having  taken 
place  consequent  to  the  presenta- 
tion of  a short  course  is  en- 


couraging. Of  the  respondents, 
74  percent  specifically  indicated 
one  or  more  changes  in  practice 
that  they  attributed  to  the  vari- 
ous lectures.  This  is  not  to  imply 
that  citing  changes  is  absolute 
proof  of  the  change  having  oc- 
curred nor  is  it  to  say  that  short 
courses  are  the  most  efficient 
method  of  producing  such 
change.  But  the  implication  is 
that  changes  in  practice  can  be 
fostered  by  information  the  phy- 
sician gains  during  a short 
course. 
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For  the  most  part,  reaction  of 
physicians  attending  the  short 
course  was  favorable  to  both 
presentations  and  content.  There 
is  evidence  that  satisfaction  on 
these  points  is  related  to  degree 
of  learning.®  For  this  sample,  it 
is  apparent  that  positive  reaction 
to  presentation  and  content  was 
highly  related  to  interest  of  the 
listener.  This  information  sug- 
gests the  need  for  experimental 
research  with  the  variables  of 
knowledge  gain,  satisfaction,  and 
relevance,  using  improved  pa- 
tient care  as  a dependent  vari- 
able. 

The  major  reasons  for  not 
attending  were  non-relevance 
and  the  difficulty,  or  impossi- 
bility, of  getting  away  from 
obligation  to  patients.  With  63 
percent  of  the  physicians  who 
responded  citing  these  two  rea- 
sons for  not  attending,  it  would 
be  well  for  those  planning  con- 
tinuing medical  education  cours- 
es in  the  future  to  reconsider 
the  time  when  such  courses  are 
conducted,  as  well  as  to  attempt 
to  plan  courses  more  relevant  to 
ph\'sician  needs.  This  informa- 
tion also  agrees  with  the  finding 
of  the  study  by  California  Medi- 
cal Association.® 

A point  of  particular  interest  is 
the  level  of  agreement  between 
the  number  of  physicians  who, 
during  the  course,  indicated  they 
thought  they  would  make  chang- 
es in  practice  as  a result  of 
lectures  and  the  number  of  those 
who  actually  were  able  to  cite 
specific  changes  in  practice  nine 
months  afterward.  Percentage  of 
those  anticipating  change,  as  re- 
ported during  the  course,  was 
compared  with  the  percentage  of 
those  responding  to  the  follow- 
up who  had  cited  change.  The 
first  group  included  only  those 
who  indicated  they  would  defi- 
nitely change,  and  not  those  who 


said  they  might  change.  It  was 
found  that  31.6  percent  of  the 
participants  at  the  time  of  the 
lectures  indicated  they  expected 
to  make  a change  in  practice.  Of 
those  replying  to  the  late  in- 
quiry', 74  percent  cited  specific 
changes.  Even  if  all  of  those  not 
responding  failed  to  make  any 
change  in  practice,  those  making 
change  would  still  be  46  percent 
of  the  total  number  of  partici- 
pants. Thus  it  would  appear,  for 
this  study  at  least,  that  expressed 
expected  change  was  a conserva- 
tive estimate  of  actual  change  in 
practice. 

SUMMARY  AND  CONCLUSIONS 
In  order  to  assess  the  change- 
in-practice-eflFect  of  a short 
course,  we  studied  reaction  of 
physicians  to  course  presenta- 
tion and  content,  reasons  for 
non-attendance,  and  postcourse 
changes  in  practice.  The  course 
we  studied  consisted  of  a series 
of  short  lectures  ( tw'enty  to 
thirty  minutes  each ) with 
question -and -answer  periods, 
presented  over  a two-day  period. 
We  asked  participants  to  rate 
each  speaker  on  communication, 
organization,  and  personal  inter- 
est in  the  topic  and  to  indicate 
whether  or  not,  as  a result  of 
participating  in  a session,  they 
would  make  changes  in  practice. 
We  asked  physicians  who  did  not 
attend  to  indicate  their  reasons 


for  not  attending,  which  were 
contrasted  with  reasons  for  at- 
tending given  by  participants. 
Several  months  after  the  course, 
we  queried  participants  to  see  if 
any  specific  changes  could  be 
cited  as  having  taken  place  in 
their  respective  practices. 

Results  indicate  that  interest 
is  highly  correlated  with  rele- 
vance to  the  attendee’s  prac- 
tice, ability  of  the  instructor  to 
communicate,  and  organization 
of  the  material  presented.  Most 
of  the  lecturers  were  seen  as 
good  or  excellent.  As  programs 
were  seen  as  more  worthwhile, 
the  number  of  physicians  indicat- 
ing expected  changes  in  practice 
increased  as  the  course  pro- 
gressed. Those  who  attended 
apparently  were  less  sure  than 
those  who  did  not  attend  that 
they  were  sufficiently  updated. 

Short  courses  apparently  pro- 
vide knowledge  that  leads  to 
stated  changes  in  practice,  al- 
though it  is  realized  that  the 
amount  and  the  importance  of 
the  change  has  not  been  evalu- 
ated in  this  study.  Lack  of  rele- 
vance of  material  and  the  physi- 
cian’s inability  to  free  himself 
from  his  practice  seem  to  be  the 
two  most  important  reasons  for 
not  attending  this  type  of  contin- 
uing medical  education  program. 

University  of  Washington 
School  of  Medicine  (98105) 
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Notes  on  Joint  Diseases 

IV  Joint  Tap  for  Diagnosis 

L.  A.  HEALEY,  M.D.,  Seattle,  Washington 


Joint  aspiration  is  a simple 
oflRce  procedure  that  can  be 
helpful  in  the  diagnosis  of  diflFer- 
ent  kinds  of  arthritis  but  is 
almost  mandatory  if  the  patient 
presents  with  a single  swollen 
joint.  This  may  be  an  infection 
and  there  is  no  other  way  to 
make  the  diagnosis  in  time  to 
preserve  the  joint. 

Many  think  that  this  procedure 
is  beyond  their  technical  skill 
and  anatomic  knowledge  but  it 
is  actually  not  difficult.  Although 
some  expertise  is  advisable  to 
enter  a joint  for  a therapeutic 
injection,  the  swollen  tense  joints 
to  be  tapped  for  diagnosis  are 
impossible  to  miss.  Fortunately 
the  knee  is  most  commonly  in- 
volved and  is  the  easiest  one  to 
aspirate.  Patients  are  often  ap- 
prehensive about  the  procedure 
but  if  adequate  local  anesthesia 
is  used  we  can  reassure  them 
that  it  is  practically  painless. 
Another  reason  for  reluctance  to 
tap  is  the  fear  of  introducing  an 
infection.  This  has  been  over- 
stressed. The  risk  is  minimal  with 
adequate  preparation  and  asep- 
tic technique.  Hollander,  of 
Philadelphia,  who  has  entered 
joints  250,000  times,  reports  an 
incidence  of  infection  less  than 
1 in  10,000. 

It  is  not  necessary  to  describe 
the  technique  step  by  step.  Skin 
preparation  should  be  adequate 
using  the  method  and  antiseptic 
solutions  of  individual  prefer- 
ence. Gloves  should  be  worn  and 
sterile  syringes  and  needles  used. 


In  ^trying  to  obtain  fluid  for 
diagnosis  I am  not  much  con- 
cerned about  the  anatomic  entry 
into  the  joint,  preferring  to  aim 
for  an  area  of  fluctuance.  In  the 
knee  this  is  often  the  suprapatel- 
lar bursa.  Most  fluids  will  flow 
freely  through  a 20  gauge  needle 
but  if  no  fluid  is  obtained  from 
an  obviously  swollen,  inflamed 
joint,  tenacious  pus  may  be  pres- 
ent and  a larger  bore  needle 
should  be  used. 

The  information  to  be  ob- 
tained from  synovial  fluid  is 
limited,  but  can  answer  certain 
definite  questions.  From  it  we 
can  learn:  1.  Is  it  an  inflamma- 
tory or  noninflammatory  arth- 
ritis? 2.  Is  the  effusion  due  to 
bleeding?  3.  Is  this  gout?  4.  Is  it 
infection?  At  present  it  is  not 
possible  to  make  a more  specific 
diagnosis,  such  as  rheumatoid 
arthritis,  when  confronted  with 
inflammatory  synovitis. 

Many  tests  are  possible  on 
synovial  fluid  such  as  mucin  clot 
formation,  identification  of  rheu- 
matoid factor,  determination  of 
sugar,  hyaluronate,  protein,  en- 
zyme and  complement  levels, 
and  a search  for  cells  with  in- 
clusions (RA  cells).  All  of  these 
are  of  interest  but  primarily  in- 
vestigative and  not  of  practical 
value.  Rather  than  draw  a list  of 
indicated  procedures  so  long  as 
to  discourage  synovial  fluid 
analysis,  I should  like  to  stress 
the  fact  that  useful  information 
can  be  obtained  from  four  simple 
determinations  that  can  be  per- 
formed in  any  office  or  labora- 


tory. These  are:  1.  The  appear- 
ance of  the  joint  fluid;  2.  The 
total  white  cell  count;  3.  The 
presence  of  crystals;  4.  Culture 
and  examination  of  a Gram 
stained  smear. 

Appearance.  It  is  easy  to  re- 
member the  appearance  of  nor- 
mal synovial  fluid  by  recalling 
that  the  name  synovium  means 
the  white  of  an  egg.  Like  egg 
white,  it  is  clear,  pale  yellow, 
viscous,  and  does  not  form  a 
clot.  The  normal  joint  contains 
too  little  fluid  to  aspirate  so  the 
presence  of  an  effusion  indicates 
that  something  is  wrong.  Fluids 
due  to  trauma  have  the  same 
appearance  as  normal  synovial 
fluid.  With  inflammation  the 
fluid  becomes  progressively  more 
turbid,  less  viscous,  and  may  clot 
because  of  the  presence  of  fibrin- 
ogen. Established  infections 
show  frank  pus  but  an  early 
infection  and  a very  inflamed 
joint,  such  as  in  Reiter’s  Syn- 
drome or  acute  rheumatoid  arth- 
ritis, may  show  comparable  tur- 
bidity because  of  similar  number 
of  white  cells  present.  Rlood  is 
obvious  and  indicates  either 
trauma  or  hemophilia.  Viscosity 
is  readily  determined  by  express- 
ing the  fluid  from  the  syringe. 
Normal  viscous  fluid  descends  in 
a long  string,  like  syrup,  while 
with  inflammation  the  fluid  may 
drip  like  water. 

White  cell  counts.  A small 
amount  of  fluid  (2cc)  is  placed 
in  a tube  containing  an  anti- 
coagulant. The  white  cell  count 
is  carried  out  as  on  the  peripher- 
al blood  except  that  normal 
saline  is  used  as  the  diluent 
rather  than  dilute  acetic  acid 
which  will  precipitate  the  hyal- 
uronic acid-protein  complex  in 
synovial  fluid,  leaving  a clogged 
pipette.  As  reflected  in  its  clear 
anpearance,  normal  synovial 
fluid  contains  relatively  few  cells. 
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EflFusions  due  to  trauma  or  de- 
generative joint  disease  also  con- 
tain few  cells,  usually  less  than 
2,000/ cu  mm.  Fluid  in  rheuma- 
toid arthritis,  Reiter’s  S\Tidrome, 
or  gout,  contains  more  cells, 
ranging  from  5,000  to  as  high  as 
50,000/cu  mm,  depending  on  the 
degree  of  inflammation.  Infect- 
ed joints  have  the  highest  white 
counts  and  may  exceed  100,000 
cells/cu  mm.  In  any  inflamma- 
tion, most  cells  will  be  polys. 
The  diflFerential  count  does  not 
give  useful  information. 

Crystals.  Any  fluid  from  an 
inflamed  joint  should  be  exam- 
ined for  crystals  since  this  is  the 
most  direct,  rapid  and  deflnite 
way  to  diagnose  gout.  Nearly  all 
patients  with  gouU'  arthritis  have 
the  h’pical,  needle-shaped  urate 
ciy^stals  in  the  joint  fluid.  These 
are  best  seen  with  polarized 
light.  This  is  not  a diflBcult  ex- 
amination and  no  special  equip- 
ment is  needed.  An  ordinary  light 


microscope  can  be  used  with  two 
polarizing  lenses;  one  placed  be- 
low the  slide,  between  the  slide 
and  the  light  source,  and  the 
other  above  the  slide,  between 
the  slide  and  the  eye  of  the  ob- 
server. Sometimes,  in  older  pa- 
tients, a different  form  of  crystal 
is  found.  Rather  than  a bright 
needles  of  urate,  they  appear 
shorter  and  more  blunt,  rhom- 
boidal  or  hexagonal  in  shape. 
These  are  calcium  pyrophos- 
phate crystals  which  are  respon- 
sible for  pseudogout.  CAUTION. 
The  fluid  should  not  be  placed 
in  a tube  with  a cr\'stalline  anti- 
coagulant, such  as  sodium  ethyl- 
ene diamine  tetraacetic  acid 
(EDTA),  which  may  lead  to  a 
false  diagnosis  of  pseudogout. 

Culture.  If  the  fluid  is  very 
turbid  or  purulent  or  infection  is 
suspected,  a portion  should  im- 
mediately be  inoculated  into 
broth,  for  culture.  Once  this  is 


done,  antibiotic  treatment  can 
be  started  and  revised  later  in 
the  light  of  the  culture  results. 
A Gram  stained  smear  of  the 
fluid  should  also  be  examined  for 
the  presence  of  organisms.  Oc- 
casionally bacteria  are  seen  that 
do  not  grow  in  the  culture  medi- 
um, particularly  if  the  patient 
has  previously  received  some 
antibiotic. 

Summary 

Joint  tap  is  a simple  useful 
procedure  particularly  when 
faced  with  a patient  with  a single 
swollen  joint.  Examination  of  the 
s\Tiovial  fluid  need  consist  only 
in  looking  at  it,  counting  the 
white  cells,  searching  for  crys- 
tals and  bacteria  and  culturing  it. 

These  tests  indicate  whether 
the  effusion  is  inflammatoiy^  or 
not  and  wdll  give  the  specific 
diagnosis  in  gout,  pseudogout, 
and  infection. 

1118  Ninth  Auc.  (98101) 


PHILOSOPHY  OF  GOVERNMENT 

Now,  there  persist  in  this  world  two  philosophies  of  government,  each  struggling 
for  supremacy. 

One  of  these  says  that  the  state  is  supreme,  and  the  source  of  all  authority, 
well-being,  and  security.  It  conceives  that  the  citizen  is  the  subject  and  property 
of  the  state,  and  that  all  of  the  privileges,  all  of  the  freedom  which  the  citizen  enjoys, 
is  a dispensation  of  the  state.  It  denies  that  any  man  has  certain  inalienable  rights 
which  no  government  may  invade,  curtail,  deny,  or  destroy.  It  is  the  concept  of  the 
state  as  the  all-wise  master  which  not  only  owns  the  citizen  but  is  obligated  to  care 
for  him.  It  owes  every  man  a job  without  any  responsibility  on  the  part  of  the 
individual  to  create  one  for  himself.  Everyone  is  entitled  to  an  equal  share  of  every- 
thing that  is  produced  regardless  of  his  abilities,  his  industry,  his  thrift,  or  his  frugality. 
Everyone  is  entitled  to  medical  attention  when  sick  and  a proper  burial  when  he  dies. 
His  only  duty  is  not  to  die  until  he  has  collected  his  full  benefits. 

Mr.  Walter  R.  Youngquist,  Director  Emeritus  of  The  First  Federal 
Savings  and  Loon  Association  in  Minneapolis.  In  the  Freemon, 
November,  1969. 
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office  Proctoscopy 


How  I Do  It 


AMOS  P . B“R  ATRUDE,  M.D.,  Omak,  Washington 


Ten  years  ago  when  I hung  up  my  shingle  I was 
full  of  idealism  and  was  certainly  going  to  do  all 
the  right  things  for  my  patients.  I particularly  re- 
member how  I felt  about  complete  physicals  and 
preventive  medicine  measures.  These  were  important 
parts  of  a patient’s  continuing  care  and  should  be 
done  by  his  own  physician.  One  of  my  professors 
had  really  sold  the  students  on  proctoscopic  exam- 
inations, saying,  “It  is  one  of  the  few  places  where 
curable  lesions  can  be  found  and  treated.”  He  said 
many  other  things  but  did  neglect  to  mention  one 
important  item— patient  acceptance.  It  was  a rude 
awakening  to  find  that  not  only  would  some  patients 
not  accept  a “procto”,  but  many  times  the  rejection 
was  so  strong  they  refused  to  have  anything  to  do 
with  another  physician  examination  in  my  office. 
Their  complaints  were  many  and  usually  began 
with  a vivid  description  of  a night  full  of  cramping 
pain  and  trips  to  the  bathroom.  This,  of  course,  was 
a result  of  the  heavy  laxative  program  that  I was  giv- 
ing them.  Next  they  would  express  their  feelings, 
with  great  emotion,  about  taking  “enemas  until 
clear.”  I had  no  idea  that  some  people  had  such  a 
violent  disdain  for  taking  an  enema.  Then,  of  course, 
the  procedure  itself  is  not  totally  innocuous,  partic- 
ularly after  the  physician  doing  it  has  become  fairly 
nervous  from  hearing  the  patient’s  complaints.  I was 
rapidly  deciding  that  the  proctoscopic  examination 
really  wasn’t  that  important  when  I picked  up  a 
polyp  in  an  otherwise  asymptomatic  fifty-four  year 
old  gentleman,  and  again  a month  later  picked  up 
another  significant  lesion.  There  was  no  question 
that  it  was  a worthwhile  diagnostic  tool,  but  I decid- 
ed that  a better  routine  would  have  to  be  found. 

I experimented  with  many  routines  of  bowel  prep- 
arations and  finally  decided  that  the  simplest  for  the 
patient  would  be  the  best.  I am  currently  using  a 
disposable  Fleet  enema  given  in  the  office.  The 


patient  has  no  laxatives  the  night  before  and  no 
preparations  prior  to  coming  to  the  office.  This 
greatly  reduced  anxiety  build-up  the  patients  were 
experiencing  with  the  prevous  routine.  An  important 
point  in  using  a disposable  enema  is  to  preheat  it 
in  warm  water  before  giving.  I have  found  that 
this  is  virtually  100  percent  effective  in  a matter 
of  minutes.  I have  been  using  this  preparation  for 
the  past  four  years  and  to  my  surprise,  I have  found 
the  bowel  has  been  better  prepared  than  with  my 
previous,  vigorous  routine.  There  is  far  less  mucous 
in  the  bowel  and  certainly  you  don’t  run  into  the 
pockets  of  water  as  was  so  common  when  using 
multiple  enemas.  The  next  improvement,  I think,  was 
the  adoption  of  a very  positive  attitude  on  my  part. 
I confidently  told  the  patients  that  I was  going  to  do 
a little  procedure  that  had  a great  deal  of  value  for 
them.  If  at  any  time  they  felt  uncomfortable  during 
this  procedure  to  let  me  know  and  we  would  take 
steps  to  make  it  more  comfortable  for  them.  I also 
used  the  knee-chest  position  for  all  patients,  which 
seemed  to  permit  easier  passage  of  the  proctoscope. 
During  the  examination  I try  to  talk  to  them,  ex- 
plaining what  I am  doing  and  warning  them  ahead 
of  time  if  something  uncomfortable  is  coming  up.  The 
above  changes  have  produced  an  entirely  different 
atmosphere  and  certainly  increased  my  utilization 
of  office  proctoscopy. 

It  has  been  interesting  to  discuss  the  changes 
with  my  regular  patients.  All  of  them  feel  that 
the  proctoscopic  examination  is  longer  a fearful 
ordeal,  but  actually  just  another  part  of  their 
routine  examination.  Their  acceptance  now  is  ex- 
cellent and  I would  suggest  to  you  that  if  you  are 
currently  hearing  the  above  complaints  in  your 
office,  that  you  give  this  routine  a try. 

Box  F (98841) 
Family  Medical  Center 
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Experiences  with  Safety  Containers  for  Prevention  of 
Accidental  Childhood  Poisoning 

LTC  CARL  E.  STRACENER,  M,C.  / LTC  ROBERT  G.  SCHERZ,  . Q , , Tacoma,  Washington 

Accidental  childhood  poisonings  are  common  occurrences.  Time  honored 
educational  programs  aimed  primarily  at  adults  are  at  best  a most  indirect 
deterrent  to  the  small  child.  An  additiorml  approach  seemed  to  he  to  package 
all  potentially  toxic  substances  in  child-resistant  containers  (CRC’s).  Such  a 
container  was  evaluated  in  the  winter  of  1966  and  1967  at  Madigan  General 
Hospital,  and  selected  for  use  in  clinical  trials.  Prescription  tablet  and  capsule 
medications  have  been  dispensed  in  CRC’s  to  a population  of  100,000  in  the 
Fort  Lewis-McChord  Air  Force  Base,  Washington  area  since  May  1967.  CRC’s 
have  been  attached  to  commercial  boxes  of  children’s  aspirin  sold  in  local  post 
exchange  outlets. 

A decrease  of  greater  than  91  percent  in  poisoning  rates  from  aspirin  and 
prescription  medications  so  packaged  is  documented  concurrent  with  the  use  of 
CRC’s  in  large  numbers. 


Unnecessary  childhood  poi- 
sonings with  injury  and 
death  continue  to  plague  our  so- 
ciety. Despite  large  scale  educa- 
tional programs,  utilizing  all 
communications  media  and  tech- 
niques directed  primarily  at  par- 
ents, the  mortality  and  morbidity 
rates  from  poisonings  in  the  Uni- 
ted States  had  scarcely  changed 
between  1954  and  1966.'  The 
exact  number  of  accidental  in- 
gestions of  potentially  poisonous 
substances  by  small  children  is 
unknown.  However,  reliable  esti- 
mates place  the  number  of  acci- 
dental ingestion  at  approximate- 
ly two  million  per  year. 

The  number  of  poisonings  of 
children  as  reported  to  the  Na- 
tional Clearinghouse  for  Poison 


Control  Centers  has  actually  in- 
creased during  the  last  10  years 
(ending  in  1968,  the  last  year 
for  which  statistics  are  avail- 
able).“  The  small  decrease  in 
numbers  of  accidental  ingestions 
among  children  under  five  years 
of  age  reported  to  the  National 
Clearinghouse  for  Poison  Con- 
trol Centers  from  72,661  for 
1967  to  71,563  in  1968  is  not 
very  striking.  It  could  be  ex- 
plained merely  by  downward 
changes  in  birth  rates  in  the  mid 
60s,  and  the  resultant  decrease 
in  numbers  of  susceptible  chil- 
dren in  the  critical  age  groups. 
Medicines,  most  commonly  as- 
pirin and  prescription  tablets 
and  capsules,  consistently  ac- 
count for  over  one-half  of  all 


the  reported  poisonings. 
better  method  needed 

The  frequent  occurrence  of 
accidental  ingestions  of  prescrip- 
tion tablets  and  capsules  led  us 
to  seek  a more  effective  ap- 
proach for  the  prevention  of  ac- 
cidental ingestion.  Several  stud- 
ies indicated  that  family  stor- 
age habits  and  knowledge  re- 
garding toxicity  of  compounds 
are  not  significantly  diflFerent 
between  families  who  have  or 
have  not  had  poisoned  chil- 
dren.’ * The  time-honored  prac- 
tices of  keeping  potentially  toxic 
substances  under  better  storage 
conditions  was  frequently  over- 
come by  an  inquisitive,  aggres- 
sive, intelligent  child.  These 
studies  indicated  that  education 
of  the  child  to  recognize  what 
is  or  is  not  toxic  and  the  con- 
trol of  impulsive  behavior  in  the 
maturing  child  accounted  for  the 
marked  decreases  in  accidental 


Dr.  Stracener  and  Dr.  Scherz  are  with  the  Pediatric  Service  at  Madigan 
General  Hospital. 

Presented,  in  part,  at  the  American  Academy  of  Pediatrics  Fall  Session, 
Chicago,  Iliinois,  October  1969. 

This  investigation  was  funded  and  supported  by  Medical  Research  and 
Development,  Madigan  General  Hospital,  Tacoma,  Washington  98431. 
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TABLE  1 

MADIGAN  GENERAL  HOSPITAL 
ACCIDENTAL  CHILDHOOD  POISONINGS 
DUE  TO  PRESCRIPTION  TABLETS  AND  CAPSULES 
1 MAY  1966  - 1 OCT  1969 


No.  of  child-resistant  containers  dispensed  660,000 

(1  May  1967  - 1 Oct  1969) 

No.  of  containers  involved  in  poisonings  14 

Current  poisoning/.container  ration  1/47,000 

Previous  poisoning/container  ratio  1/5,100 

(1  May  1966  - 30  April  1967) 

% change  in  poisoning  rate  89% 


poisonings  among  children  5 
years  of  age  and  older.  The  im- 
mature, naive,  preschool  child 
under  age  5 years  is  most  likely 
to  be  the  victim  of  accidental 
poisoning. 

A sensible  approach  to  pre- 
vention of  poisonings  from  phar- 
maeeuticals  seemed  to  be  the 
use  of  a more  child-resistant 
container  ( CRC ) . It  may  be  dif- 
fieult  to  keep  an  exploring  child 
from  getting  his  hands  on  the 
container.  If,  however,  that  con- 
tainer were  diflBcult  or  impos- 
sible for  him  to  open  despite  the 
use  of  his  hands  and  teeth,  he 
would  still  be  proteeted  from  its 
hazardous  contents. 

criteria 

An  effective  child  - resistant 
container  would  ideally  have 
the  following  characteristics;  it 
should; 

1.  Resist  attempts  of  pre- 
schoolers to  open  the  container 
by  hands  and  teeth. 

2.  Be  readily  opened  and 
closed  by  most  adults,  including 
those  with  handicaps. 

3.  Be  useful  for  the  shelf-life 
of  medicines  to  be  packaged. 

4.  Cost  about  the  same  as 
standard  containers. 

After  investigating  the  safety 
containers  available  in  1966,  we 
chose  to  test  the  one  that  most 
closely  met  these  characteristics. 
This  container  was  designed  in 
a press-lug  configuration  that 
could  be  opened  by  employing 
two  distinct  but  coordinated 
maneuvers:  1.  depression  of  the 
eap  against  a resistant  foree  and 
2.  a counterclockwise  turn  of 
45  degrees.  This  eontainer  had 
been  the  contest  winner  in  1964 
when  the  Ontario  Association 
for  the  Control  of  Aceidental 
Poisoning  sought  help  in  its  self- 
assigned  mission  of  designing  a 
child-resistant  container. 


The  selected  container  (the 
Palm-N’-Tum ) s e e m e d to  be 
satisfactory  for  a phase  1,  or 
struetured  laboratory  testing, 
using  normal  ehildren  as  the 
subjects.  When  compared  to  the 
standard  snap-top  container 
used  by  the  Madigan  pharma- 
eies,  it  was  found  to  be  marked- 
ly superior  as  a barrier  to  young 
children.® 

Encouraged,  we  next  designed 
phase  2,  or  field  testing  studies, 
utilizing  the  military  and  de- 
pendent populations  of  the  Fort 
Lewis-McChord  Air  Force  Base 
complex  in  Tacoma,  Washing- 
ton. This  population  receives 
complete  medical  care,  to  in- 
elude  pharmaeeuticals,  from 
Madigan  General  Hospital  and 
its  surrounding  dispensaries. 

marked  reduction 

Sinee  May  1967,  all  suitable 
tablet  and  eapsule  pharmaceuti- 
cals have  been  dispensed  in  a 
CRC.  As  of  1 October  1969,  we 
had  dispensed  660,000  CRC’s 
with  14  CRC’s  involved  in  child- 
hood poisonings  or  one  poison- 
ing for  every  47,000  CRC’s  dis- 
pensed, Table  1.  In  only  five 
instances  did  a child  actually 
open  the  container  ( average  age 
4 years,  3 months).  Table  2.  In 
the  other  9 cases,  somebody, 
usually  an  adult,  had  bypassed 
the  safety  principle  of  the  eon- 
tainer by  leaving  the  top  loose, 
leaving  it  off,  transferring  the 


medicine  to  an  unsafe  container, 
discarding  tablets  in  the  trash, 
or  spilling  tablets  carelessly  on 
the  floor.  In  the  studied  29 
month  period,  the  accidental 
childhood  poisoning  rates  from 
prescriptive  tablets  and  cap- 
sules are  89  pereent  lower  as 
compared  to  the  rates  during  the 
12  month  pre-study  period.  Dur- 
ing the  pre-study  period  we  had 
one  childhood  poisoning  from  a 
tablet  and  capsule  preseription 
for  eaeh  5,100  old  style  snap-top 
containers  dispensed. 

From  1 February  1968  to  1 
November  1969,  CRC’s  were  at- 
tached to  boxes  of  114  grain  fla- 
vored aspirin  tablets  sold  in  the 
loeal  post  exchange  outlets.  Pa- 
rents were  instructed  by  a small 
sign  to  re-package  the  purchased 
aspirin  in  the  attaehed  CRC. 
Earlier  experienees  with  such  an 
approach  to  pre-packaged  over 
the  counter  drugs  demonstrated 
the  effectiveness  of  such  an  ap- 
proach.^ 

In  this  21  month  period, 
there  has  been  a 94  percent  de- 
crease in  ingestion/sales  ratio 
when  compared  to  the  one-year 
control  period,  Table  3. 

liquids 

At  the  present  time  we  are 
extending  our  evaluation  of  dif- 
ferent CRC’s  for  tablet  and  cap- 
s u 1 e preseriptive  medications, 
and  we  eontinue  to  seareh  for  a 
practical  yet  effective  CRC  for 
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TABLE  2 

ACCIDENTAL  CHILDHOOD  POISONINGS 
DUE  TO  PRESCRIPTION  TABLETS  AND  CAPSULES 
DISPENSED  IN  660,000  CHILD-RESISTANT  CONTAINERS 
1 MAY  1967  - 1 OCTOBER  1969  (29  MONTHS) 


Reason  for  Failure 

1.  Child  opened  container  (5) 

a.  Trained  unintentionally  by  mother 

b.  Read  instructions 

c.  Random  trial  and  error 

d.  Used  teeth  to  pry  off  cap 

e.  Used  teeth 

2.  Violation  of  safety  factor  (9) 

a.  Medication  stored  without  top 

b.  Medication  loose  in  purse 

c.  Open  container  in  trash  can 

d.  Top  loose 

e.  Spilled  on  floor 

f.  Top  loose 

g.  Top  loose 

h.  Top  off 

i.  Top  loose 

’Ingestion  suspected,  but  not  proven. 

* ’Hospitalized  for  24  hours. 


Medication 

Age  of 
Child 

Sex 

Tofranil 

4y*« 

Fe 

1 1/4  gr  flavored  aspirin 

7 y 

M 

Valium 

2y* 

M 

Dexamyl 

4y»» 

M 

Penicillin 

4y 

Fe 

Dexamyl 

2 y* 

M 

Darvon 

2y 

M 

Phenobarbital 

3y 

Fe 

Omade 

2y 

Fe 

Tofranil 

4y* 

Fe 

Reserpine 

2y 

M 

Ferrous  sulfate 

2v'‘* 

M 

Darvon 

2y 

Fe 

Multivitamins 

2y 

M 

TABLE  3 

MADIGAN  GENERAL  HOSPITAL 
TACOMA,  WASHINGTON 
Childhood  Aspirin  Ingestions 
114  Grain  Flavored  Aspirin 
Sold  by  Local  Post  Exchanges 
1 February  1968  - 1 November  1969 


(21  months) 

Sales 

A.  With  test  container  18,681 

R.  Without  test  container  4,855 


Tot.\l  Sales  23,536 

Ingestions 

A.  From  sales  with  test  container  5 

1.  Parent  transferred  aspirin  2“ 

2.  Parent  did  not  transfer  aspirin  3 

Ingestion/sales  ratio  1:3,736 

B.  From  sales  without  test  container  13 

Ingestion/sales  ratio  1:373 

Total  Ingestions  __  18 

Sales  ingestion  ratio  before  use  of  test  container,  1967-1968  1:220 

% Change  ^ 94% 


’ 1.  19  m.o.  female — opened  test  container  with  random  motion. 

2.  7 y.o.  male— twisted  top  off  of  test  container— broke  the  vial. 


liquids.  Fortunately,  liquid  phar- 
maceuticals have  not  been  a 
major  problem.  Table  4.  In  this 
40  month  experience  with  a 
total  of  64  poisonings  from 
liquid  medicines,  only  s\Tups, 
especially  cough  preparations, 
were  frequent  oflFenders.  Usually 
poisonings  occurred  shortly  after 
the  medicines  were  brought  into 
the  homes— the  dn/ing  of  the 
syrup  on  the  screw-cap  of  used 
containers  produces  a natural 
child-resistant  container  after  a 
few  days  of  disuse.  The  amount 
of  hazardous  medicine  in  the 
small  bottle  of  cough  syrup 
usually  prescribed  is  not  enough 
to  produce  serious  poisoning.  Yet 
serious  poisonings  can  and  do 
occur  from  liquid  medicines. 
Such  hazardous  preparations  as 
oil  of  wintergreen  and  campho- 
rated oil  should  be  removed  from 
the  pharmacy  rather  than  be 
safety-packaged.  Their  potential 
toxiciW  is  very  grave,  indeed,  as 
compared  to  any  efRcacy  of  the 
compounds  in  actual  use! 


The  need  for  an  effective  CRC 
for  liquids  is  more  acute  for  non- 
medicine  items.  Household 
products  remain,  numerically, 
the  greatest  threat  to  child 
health.  CRC’s  for  the  great  num- 
b e r s of  hazardous  household 
items  are  required  to  help  com- 


plete the  job  of  protecting  our 
young  children. 

approval  for  world-wide  use 

As  a direct  result  of  phase  1 
and  2 testing  programs  at  Madi- 
gan,  the  Department  of  Defense 
approved  the  container  as  a 
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standard  item  for  world-wide 
use  in  federal  pharmacies.  The 
use  of  CRC’s  by  federal  pharma- 
cies has  gained  momentum  dur- 
ing the  last  two  years.  In  a sur- 
vey of  176  federal  medical  in- 
stallations in  the  U.  S.  that  pro- 
vide care  for  dependent  children 
of  members  of  the  Army,  Air 
Force,  Navy  and  Public  Health 
Services,  169  responded  as  of  10 
October,  Table  5.  One  hundred 
and  twenty  are  now  using  the 
CRC  in  their  pharmacies  to 
some  extent,  and  an  additional 
24  are  planning  to  use  them 
soon.  Eighty -five  percent  of  the 
federal  installations  surveyed, 
that  provide  care  for  dependent 
children  in  the  U.S.,  are  using, 
or  soon  will  use,  CRC  s for  phar- 
maceutical tablets  and  capsules. 
Twenty-one  of  twenty-seven  fed- 
eral hospitals  that  have  used  the 
container  for  more  than  12 
months  have  had  enough  experi- 
ence to  report  a reduction  in 
poisonings  due  to  prescription 
medications.  Six  hospitals  have 
had  either  too  few  poisonings  or 
insufficient  data  to  assess  the 
true  impact  of  the  CRC’s  upon 
their  poisoning  rates.  Each  of 
the  eleven  hospitals  that  have 
used  the  CRC  for  over  two  years 
reports  a decrease  in  childhood 
poisonings.  Significantly,  not  a 
single  one  of  the  120  hospitals 
actually  using  CRC’s  as  of  10 
October  has  reported  an  increase 
in  childhood  poisonings.  In  all 
cases,  where  data  were  tabulated 
and  evaluated  to  review  the  lo- 
cal installation  experiences,  the 
direction  of  the  childhood 
poisoning  rates  has  been  down. 
Table  6.  The  most  successful 
programs  have  been  those  where 
CRC  s have  been  used  for  essen- 
tially all  pharmaceuticals,  and 
not  for  just  a few  select  drugs. 

confirmation  from  Canada 

The  significant  reductions  in 


TABLE  4 

MADIGAN  GENERAL  HOSPITAL 
PEDIATRIC  SERVICE 
Accidental  Poisonings 
Due  to  Liquid  Medications 
1 May  1966  - 23  September  1969 
(40  months) 


Liquids  involved: 

Syrups 

Cough  syrups  21 

Antibiotics  6 

Vitamins  3 

Antipyretics  3 

Others  6 

Antiseptics 

Phisohex  (3%)  2 

Alcohol  2 

Others  4 

Liniments 

Oil  of  Wintergreen  5 

Camphorated  oil  2 

Ear,  Eye  ir  Nose  Preparations 

Nose  drops  5 

Other  2 

Menthol  vaporizer  fluid 
Total  Ingestions 


Substances  that  Taste  and/or  Smell  Good 
Others 


39 


8 


7 


7 


_3 

64 

49  (77%) 

15  (23%) 


poisoning  rates  that  we  have  ex- 
perienced, during  the  29  months 
ending  1 October  1969,  has  been 
achieved  using  CRC’s,  in  Cana- 
da by  Henri  Breault  and  the 
Ontario  Association  for  the  Con- 
trol of  Accidental  Poisonings.'' 
In  Essex  County,  Ontario  with  a 
population  of  300,000,  two  mil- 
lion child-resistant  containers 
were  dispensed  by  pharmacists 
of  the  Essex  County  Pharmacists 
Association  during  the  33  months 
ending  1 October  1969.  Dr. 
Breault  reported  a 50  percent 
decrease  in  poisonings  in  the 
first  two  years.  During  the  latest 
9 months  from  January  thru  Sep- 
tember 1969,  the  ingestion  rate 
has  been  25  percent  less  than 
the  comparable  period  in  1968. 
There  were  43  safety  vials  in- 
volved in  poisonings,  9 of  which 
were  opened  by  children  ( an 
average  age  of  41/5  years),  34 
containers  had  the  safety  fea- 
ture violated  by  someone  else, 
usually  an  adult.  The  average 


age  of  children  involved  in  these 
34  poisonings  was  2 1/3  years 
of  age.  Once  again,  despite 
product  and  parent  failures, 
poisonings  were  significantly  de- 
creased. 

comment 

Several  large  drug  chains  are 
dispensing  pharmaceuticals  in 
press-lug  containers,  though 
some  are  using  it  only  on  a se- 
lective basis.  The  majority  of  the 
civilian  pharmacies  in  the  U.S. 
(that  fill  over  1,200,000  prescrip- 
tions per  year! ) are  not  using 
CRC’s.  Safety  container  manu- 
facturers estimate  that  only  less 
than  1 percent  of  prescription 
tablets  and  capsules  are  now  dis- 
pensed in  safe  containers.  Based 
on  our  experience  the  reverse 
should  be  true.  Much  less  than 
1 percent  of  these  drugs  need  to 
be  dispensed  in  non-resistant 
containers  due  to  patient  handi- 
caps. 

Most  pharmacists  need  en- 
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TABLE  5 


USE  OF  CHILD-RESISTANT  CONTAINERS  (CRC'S) 

TO  DISPENSE  PHARMACEUTICAL  TABLETS  AND  CAPSULES* 


No.  of  hospitals  surveyed 

Army 

Hospitals  by  Branch  of  Service 
Air  Pub. 

Navy  Force  Health 

Totals 

46 

27 

81 

22 

177 

No.  of  hospitals  responding 

46 

25 

77 

21 

169 

No.  of  hospitals  using  CRC’s 

43 

17 

49 

11 

120 

No.  of  hospitals  planning  to 
start  using  CRC’s  soon 

1 

4 

15 

4 

24 

Total  No.  of  hospitals  using 
and  planning  to  use  CRC’s 

44 

21 

64 

15 

144 

% of  responding  hospitals  using 
and  planning  to  use  CRC’s 

96% 

84% 

84% 

71% 

85% 

♦Survey  of  federal  governmental  hospitals 
children — October  1969. 

in  the  U.S.A.  that 

provide 

care  for  dependent 

TABLE  6 

CHILD-RESISTANT  CONTAINERS 
FOR  PRESCRIPTION  TABLETS  AND  CAPSULES 
(EFFECTIVENESS  IN  REDUCING  CHILDHOOD  POISONINGS 


FROM  MEDICATIONS 

IN  HOSPITALS  SURVEYED) 

* 

Length  of  Time  in  Use 

Less  Than  1-2 

Over  2 

Effectiveness 

One  Year  Years 

Years 

Totals 

Increase 

0 0 

0 

0 

Too  early  to  say 

62  6 

0 

68 

Some  decrease 

17  5 

4 

26 

Significant  decrease 

14  5 

7 

26 

♦Survey  of  governmental  hospitals  in  the  U.S.A.  providing  dependent  care  and  currently  using 
child-resistant  containers  for  pharmaceutical  tablets  and  capsules.  169  of  176  hospitals  sur- 
veyed responded;  120  hospitals  indicated  use  as  of  December  10,  1969. 


couragement  and  support  from 
the  physician  to  continue  a 
worth-while  safety  program  once 
started.  CRC’s  are  available  now 
in  the  Northwest.  Container 
manufacturers  could  provide 
CRC’s  by  the  billion  at  a cost 
of  .1-lc  per  container  over  pres- 
ent costs.  The  pharmacist  who 
is  properly  motivated  can  as- 
sume an  important  role  in  the 
community  as  an  educator  and 
instructor  for  drug  safety  in  the 
home,  by  dispensing  his  wares 
in  safer  containers. 

discussion 

During  the  last  three  years  our 
attention  at  Madigan  General 
Hospital  has  been  directed  to- 
ward the  problem  of  accidental 


childhood  poisoning.  Education- 
al programs,  pamphlet  distribu- 
tion, drug  pick-up  campaigns, 
post-poisoning  home  visitations, 
daily  bulletin  notices  of  poisoned 
children,  as  well  as  multiple  and 
continuing  utilization  of  all  avail- 
able communications  media, 
(TV,  radio,  newspapers)  were 
all  tried  for  varying  lengths  of 
time,  with  no  significant  change 
in  the  poisoning  rates.  The  use 
of  CRC’s  to  dispense  pharmaceu- 
tical tablets  and  capsules,  and 
the  attachment  of  CRC’s  to  box- 
es of  aspirin  sold  in  the  local 
post  exchanges  has  been  accom- 
panied by  highly  significant  re- 
ductions in  accidental  childhood 
poisoning  rates.  EflFective  CRC’s 
are  available  now  and  should  be 


used  universally  to  dispense  pre- 
scription drugs,  particularly  cap- 
sules and  tablets.  At  least  two 
CRC’s  (Palm-N-Turn  and 
Screw-Loc)  have  been  proven 
to  be  eflFective,  and  certainly 
others  will  become  available 
with  increased  demand  by  the 
consumer.  The  use  of  CRC’s  for 
prescription  tablets  and  capsules 
is  endorsed  by  such  organiza- 
tions as  the  American  Academy 
of  Pediatrics,  the  National  Safe- 
ty Council,  and  the  Washington 
State  Pediatric  Society. 

summary 

Clinical  trials  of  a CRC  in  a 
patient  population  of  100,0(X)  in 
the  Fort  Lewis-McChord  Air 
Force  Ease,  Washington  area 
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were  begun  in  1967.  Poisoning 
rates  from  prescription  tablets 
and  capsules  and  children’s  fla- 
vored aspirin  decreased  91  per- 
cent over  the  compared  one  year 
control  period. 

CRC’s  are  being  adopted  by 
federal  pharmacies  world-wide, 
and  a survey  of  those  in  the 


United  States  indicate  rapid  ac- 
ceptance and  clinical  effective- 
ness. The  results  of  a 33  month 
study  using  CRC’s  in  Essex 
County,  Ontario,  Canada,  com- 
pare closely  with  the  Madigan 
experience. 

The  widespread  use  of  pres- 
ently available  effective  CRC’s 


in  association  with  a compre- 
hensive educational  campaign 
will  make  accidental  childhood 
poisoning  a truly  preventable 
disease. 

(LTC  Stracener) 
Dept,  of  the  Army 
Madigan  General  Hospital 
(98431) 
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THE  GOLDEN  CALF 

The  modern  version  of  the  story  of  the  Golden  Calf  would  read  like  this: 

And  the  people  of  America  murmured  because  life  was  so  hard,  and  they  pined 
for  security.  And  the  bureaucrats,  hearing  of  their  sad  plight  contrived  to  make  the 
people  secure.  So  they  said  to  the  people  “Put  your  trust  in  us  and  we  shall  open 
unto  you  the  bottomless  money  bags  of  government.  They  shall  be  your  Golden  God 
who  will  care  for  you  and  your  children  from  the  cradle  to  the  grave.  Your  beds 
shall  be  soft;  your  bellies  shall  be  filled  with  good  things  to  eat;  your  labor  shall  be 
easy  and  your  wages  shall  be  great.  There  shall  be  long  seasons  of  time-and-a-half 
and  double-time.  You  shall  generously  share  the  fruits  of  labor  of  others  and  much 
time  for  ease  shall  be  your  lot.”  And  the  people  said:  “Hurrah,  verily  shall  the  money 
bags  of  government  be  our  Golden  God  and  upon  these  leaders  shall  we  trust  our 
security.”  Thus  did  the  people  of  America  deliver  themselves  into  bondage. 

Mr.  Walter  R.  Youngquist,  Director  Emeritus  of  The  First  Federal 
Savings  and  Loan  Association  in  Minneapolis.  In  the  Freeman, 
November,  1969. 
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I 'heumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

do  for  these  patients? 

alicylates  and  rest 


IMPORTANT  NOTE:  INOOCIN  (Indomethacin,  MSO) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  otherthan  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg  day,  without  corresponding 
clinical  benefits-,  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease.  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis. and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


REVISED  PRESCRIBING  INFORMATION 

Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitiS;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied:  Capsules  containing  25  mg  indometh- 
acin each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consult  your  Merck 
Sharp  & Dohme  representative  or  see  the  package 
circular. 


SB  MERCK  SHARP  & DOHME 

Division  of  Merck  & Co  Inc  West  Point  Pa  19486 


where  today's  theory  is  tomorrow's  therapy 
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OREGON 


Oregon  Medical  AsSOciation-ryM  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  'Roel  B.  Rdwls,  M.D.,  Astoria 
SECY-TREAS.  Lawfetice  M.  Lowell,  M.D.  Portland 
EXECUTIVE  SECY.  Mr.  Robcrt  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 

OMA  House  of  Delegates  Meet 


The  Oregon  Medical  Association’s  House  of  Dele- 
gates held  its  Midyear  Meeting  at  Sunriver,  Ore- 
gon, south  of  Bend  on  April  10-12,  1970.  The 
interim  session,  which  drew  more  than  200  dele- 
gates, officers,  wives  and  children,  was  a busy  one. 
In  Friday  night  and  Sunday  morning  general  ses- 
sions with  Saturday  reference  committee  hearings 
sandwiched  between,  the  House  considered  35  com- 
mittee reports  and  34  resolutions. 

At  the  opening  session,  which  Speaker  of  the 
House,  Louis  O.  Machlan,  Jr.,  Portland,  gaveled 
to  order  at  approximately  8:00  o’clock,  more  than 
one  hundred  delegates  were  seated  to  consider  the 
lengthy  agenda.  Keynote  speaker  was  Robert  P. 
Parker,  President  of  Washington  State  Medical  Asso- 
ciation. 

The  House  elected  a nominating  committee  con- 
sisting of  Louis  DeFrank,  Eugene;  Bill  B.  Ferguson, 
Hillsboro;  Harold  T.  Osterud  and  Dale  C.  Reynolds, 
Portland;  and  Edward  N.  McLean,  Oregon  City. 
The  Committee  will  meet  periodically  until  sixty 
days  before  the  Annual  Session  when  it  will  submit 
its  suggested  slate  of  nominees  for  the  offices  of 
President-Elect,  Vice-President,  and  Secretary- 
Treasurer.  The  Committee  Chairman,  Dr.  DeFrank, 
requests  members  to  submit  suggested  nominees 
for  these  offices  throughout  the  spring  and  early 
summer.  Nominations  will  also  be  honored  if  en- 
dorsed by  30  association  members. 

A digest  of  the  principal  actions  at  the  Midyear 
Meeting  follows: 

The  House  of  Delegates  adopted  the  following 
standing,  special,  and  reference  committee  recom- 
mendations: 

Liaison  Committee  to  the  Oregon  Nurses  Association 

That  the  OMA  and  the  Oregon  Nurses  Association 


jointly  sponsor  a conference  on  the  doctor-nurse 
relationship  in  the  overall  delivery  of  health  care; 
and  that  a committee  of  two  representatives  from 
each  association  be  appointed  to  plan  and  execute 
the  conference. 

Committee  on  Patient-Physician  Relations 

That  the  Committee  retain  its  total  identity,  and 
re-emphasize  the  importance  of  establishing  and 
maintaining  an  effective  Grievance  Committee  by 
each  of  the  component  medical  societies. 

Committee  on  Conservation  of  Vision 

That  the  preschool  amblyopia  screening  program 
now  being  conducted  in  Marion  County  be  studied 
as  a pilot  program,  as  a guide  to  extending  such 
testing  to  other  areas  of  the  state. 

That  each  component  society  be  urged  to  sponsor 
one  or  more  instructional  programs  in  glaucoma 
detection  in  their  locality.  The  Committee  on  Con- 
servation of  Vision  will  assist  in  the  organization 
and  presentation  of  such  a program. 

Committee  on  Professional  Consultation 

That  the  Association  recognize  and  adopt  a re- 
vised rate  schedule  for  professional  liability  coverage 
for  members  with  an  M.D.  degree  offered  by  Ha- 
waiian Insurance  and  Guaranty  Company  to  become 
effective  July  1,  1970. 

That  the  Association,  recognizing  the  factors  of 
field  of  practice  and  degree  of  risk,  find  acceptable 
the  proposed  rates  offered  by  Hawaiian  Insurance 
and  Guaranty  Company  to  become  effective  im- 
mediately for  professional  liability  coverage  for  doc- 
tors of  osteopathy  who  have,  after  appropriate  inter- 
view, met  the  requirements  for  membership  in  the 
Oregon  Medical  Association. 

That  the  Association  continue  to  maintain  its 
present  medical  review  mechanism  for  professional 
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liability  cases  as  it  deems  it  to  be  the  most  desirable 
review  mechanism. 

That  the  Association,  to  combat  the  escalation  in 
malpractice  allegations  and  to  help  check  the  soar- 
ing costs  of  professional  liability  insurance: 

a.  Develop  and  support  constructive  legislation  in 
this  area; 

b.  Provide  the  highest  quality  of  patient  care  by 
increasingly  utilizing  consultants  and  referral 
practice  at  the  appropriate  time; 

c.  Urge  reporting  not  only  all  cases  involving  pro- 
fessional liability,  but  suspect  situations  as  well 
which  could  lead  to  malpractice  allegation; 

d.  Maintain  a continuing  information-education 
program  on  malpractice  directed  to  the  physi- 
cians of  Oregon. 

Committee  on  Quality  of  Patient  Care 

That  a new  committee,  as  constituted  upon 
amendment  of  Chapter  X,  Section  5,  Subsection  1-7 
of  the  Association’s  Bylaws,  meet,  function,  and 
more  clearly  define  its  purpose  and  report  at  the 
Annual  Meeting  of  the  Oregon  Medical  Association 
in  October,  1970. 

Committee  on  Unscientific  Practices 

That  the  Committee  on  Unscientific  Practices  con- 
tinue its  study  and  investigation  of  unscientific 
practitioners. 

That  the  Association  continue  its  work  toward 
upgrading  the  quality  of  health  care  for  all  citizens 
of  Oregon. 

That  the  Association  initiate  the  introduction  of 
constructive  legislation  to  aid  in  safeguarding  the 
health  and  welfare  of  the  citizens  of  Oregon  by 
maintaining,  at  the  least,  a standard  of  care  accept- 
able to  the  Department  of  HEW  and  recognized  by 
practitioners  graduated  by  schools  accredited  by  a 
recognized  national  body. 

That  the  Association  implement  an  active  infor- 
mation-education program  on  unscientific  practices 
directed  to  teachers,  students  and  other  interested 
professional  and  lay  groups  such  as  law,  insurance, 
labor  and  commerce  as  well  as  state  and  national 
legislators  and  elected  officials  to  create  an  aware- 
ness of  existing  health  hazards  and  abuses  which 
are  projected  on  the  unknowing  public. 

That  the  Auxiliary  be  commended  for  their  effort 
and  encouraged  to  continue  their  distribution  of 
information-education  materials  on  quackery  to 
schools. 

That  this  committee  sponsor  an  exhibit  on  un- 
scientific practices  at  the  OMA  Annual  Meeting  in 
October,  1970. 

That  the  Association  sponsor  a Quackery  Confer- 
ence in  late  1970  or  early  1971. 

That  members  of  the  Association  be  encouraged 
to  alert  this  committee  on  practitioners,  cultists  and 
fadists  who  are  known  to  be  maligning  the  health 
and  welfare  of  unsuspecting  citizens  in  order  that 


such  unscientific  practitioners  as  well  as  those  prac- 
ticing without  a license  may  be  reported  to  and 
investigated  by  the  Oregon  State  Board  of  Medical 
Examiners. 

Committee  on  Rural  Health 

That  the  Albany  Program,  a summer  externship- 
preceptorship  program  at  the  Albany  General  Hos- 
pital be  recognized  as  a prototype  program  by  the 
Association  and  implemented  in  as  many  areas  in 
Oregon  as  possible. 

Committee  on  Environmental  Pollution 

That  the  Oregon  Medical  Association  publicly 
announce  its  support  of  Ballot  Measure  No.  4— a 
constitutional  amendment  for  pollution  control  bonds 
which  will  appear  on  the  May  26,  1970,  Primary 
Election  ballot. 

Committee  on  Voluntary  Health  Insurance 

That  the  Committee  on  Voluntary  Health  Insur- 
ance develop  with  OPS  an  up-dated  hospitalization 
policy  for  physicians  and  their  families  with  a 
deductibility  and  co-insurance  (Plan  B);  and  that 
an  optional  policy  be  developed  to  provide  for  a 
group  hospitalization  and  medical  pohcy  for  physi- 
cians and  their  families  with  a deductibility  and 
co-insurance  (Plan  C). 

That,  in  the  development  of  Plan  C,  coverage  for 
physician  office  personnel  be  included  in  the  policy. 
Committee  on  State  Industrial  Affairs 

That  the  OMA  House  of  Delegates  endorse  and 
reaffirm  the  position  of  the  Board  of  Trustees  to 
the  Workmen’s  Compensation  Board  and  related 
public  bodies  regarding  payment  of  “usual  and 
customary”  fees  in  Workmen’s  Compensation  cases: 
Strongly  favoring  the  implementation  of  payment 
of  “usual  and  customary”  fees  to  the  90th  per- 
centile in  Workmen’s  Compensation  cases  as  pre- 
scribed in  ORS  656.248,  as  opposed  to  increases 
or  modifiications  in  the  Maximum  Medical  Fee 
Schedule. 

Strongly  oppose  any  across  the  board  interim  ad- 
justment in  the  Maximum  Medical  Fees  Schedule 
while  the  Workmen’s  Compensation  Board  de- 
termines the  efficacy  of  paying  usual  and  custo- 
mary fees  to  the  90th  percentile;  but  select  ad- 
justments should  be  encouraged  in  areas  where 
critical  inequities  exist,  and  the  Board  of  Trustees 
be  directed  to  review  any  fee  adjustments  under 
consideration. 

That  the  Board  of  Trustees  be  directed  to  con- 
tinue with  the  present  carrier  so  long  as,  in  the 
Board’s  judgment,  the  carrier  provides  satisfactory 
coverage  to  the  OMA  members. 

Committee  on  Comprehensive  Health  Planning 
That  in  efforts  to  reorganize  state  government  and 
create  a Department  of  Human  Resources,  the  Ore- 
gon Medical  Association  actively  support  the  philos- 
ophy of  grouping  all  health  related  agencies  and 
Oregon  news  continued  on  page  347 
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I love  my  family. 

I adore  this  house. 

My  in-laws  are  great. 

The  neighbors  are  wonderful. 


^hons  ~y.  use  in  management  of  anxiety  and 
tension  occumng  alone  or  as  accompanying 

-omplexto  medical  and  surgical  disorders 
d"  I :-i.edures.  Though  nolahypnolic,  losiers 
■ -:al  sleep  through  antianxiety  and  related 
-scle-relaxant  propertms 

Coniraindwaiions  History  of  sensitivity  to 
meprobamate 

Imporrant  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs,  if  persisfent.  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Elfecis  include  drowsiness,  usually  transient: 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction:  occasionally 
concomitant  CNS  stimulants  (amphetamine. 


Photo  professionally  posed. 


mephentermine  sulfalel  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  of  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses.  peripheral 
edema  and  lever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
ol  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinstituted  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
tainting  spells,  hypotensive  crises  i1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  |1  case)  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone. Aplastic  anemia  |)  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration. 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


The  young  homemaker;'J 
her  underlying  anxiety  * 
and  tension  can  surface  >1 
and  intensify  under  the 
continuous  stress  of  >.| 
rearing  a growing  family. 
Especially  when  she’s 
confined  to  the  home  and 
its  environs  so  much. 


You  can  help  her  over 
the  rough  spots  with 
reassurance  and  counsel. 
Equanil  can  help  relieve 
tension,  ease  anxiety— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probably 
do  the  rest. 

Equanir 

(meprobamate) 

Wyeth  Laboratories 
Philadelphia.  Pa.  ' 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  |1  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia  |.  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  in  small  amounts  tor  patients 
Willi  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  occasionally  hyperventilation  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition.  Tablets,  200  mg  and  400  mg 
meprobamate.  Coated  Tablets.  WYSEALS* 

EQUANIL  (meprobamate)  400  mg.  (All  tablets  also 
available  in  RE01PAK^(strip  pack],  Wyeth.) 
Continuous-Release  Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 
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bodies  (including  licensing  boards)  of  state  govern- 
ment organizationally  within  a distinct  Division  of 
Health  Affairs  directed  by  a Commissioner  of  Health, 
responsible  to  the  director  of  the  Department  of  Hu- 
man Resources;  and  that  the  health  related  agencies 
so  grouped  retain  their  current  statutory  authority, 
subject  to  budgetary  direction  and  veto  over  any  of 
its  decisions  by  the  Governor.  Further,  that  the 
Governor’s  Comprehensive  Health  Planning  Com- 
mittee be  given  statutory  status  and  made  advisory 
to  the  Commissioner  of  Health  Affairs. 

That  the  Committee  on  Public  Policy  be  instructed 
to  place  first  priority  on  this  issue  at  the  1971 
Legislature  and  that  it  oppose  any  legislation  which 
would  fragment  state  health  agencies. 

That  Forrest  E.  Rieke  be  commended  for  his  tire- 
less and  dedicated  consultive  efforts  to  the  Governor’s 
Comprehensive  Health  Planning  Committee. 
Committee  on  Medicine  and  Religion 

That  the  annual  luncheon  sponsored  by  the  Com- 
mittee on  Medicine  and  Religion  be  held  in  con- 
junction with  the  OMA  Annual  Session,  October 
8-9-10,  1970. 

Committee  on  Tuberculosis  and  Respiratory  Disease 

That  private  patients  with  obstructive  pulmonary 
disease  discovered  by  any  of  the  mass  surveys  of 
respiratory  function  to  be  conducted,  be  returned 
to  their  own  physicians  for  treatment  or  referral. 

That  a questionnaire  be  mailed  to  all  of  the  phy- 
sicians in  the  survey  area  in  advance  to  determine 
those  interested  in  treating  obstructive  lung  disease. 

That  the  names  of  interested  physicians  be  ar- 
ranged alphabetically  and  selected  in  consecutive 
order  for  referral  of  those  private  patients  without 
any  physician.  Indigent  patients  should  be  referred 
to  free  clinics. 

Council  on  Medical  Education 

That  the  House  of  Delegates  adopt  that  portion 
of  the  report  of  the  Council  relating  to  the  tenure 
and  duties  of  the  Arbitration  Committee  of  the 
Council. 

That  the  House  of  Delegates  adopt  the  portion 
of  the  first  page  of  the  appendix  of  the  report  re- 
lating to  establishment  of  guidelines  for  specialty 
groups  desiring  to  establish  appropriate  specialty 
requirements  under  the  OMA  Postgraduate  Edu- 
cation Program. 

That  the  House  of  Delegates  adopt  the  remainder 
of  the  report  as  a statement  of  guidelines  and  policy 
for  implementation  of  the  Oregon  Medical  Associa- 
tion Postgraduate  Education  Program.  (Policy  re- 
port available  on  request.) 

That  the  Association  give  the  Council  on  Medical 
Education  through  the  Oregon  Medical  Education 
Foundation  authority  to  apply  for  and  administrate 
a Regional  Medical  Program  grant  to  implement  a 


Community  Coordinator  of  Continuing  Medical  Edu- 
cation system  in  the  State. 

Committee  on  Publications 

That  the  Oregon  Medical  Association,  by  and 
through  the  House  of  Delegates,  immediately  under- 
take a survey  of  the  membership  to  ascertain  reader 
acceptance  and  to  solicit  suggestions  for  improve- 
ment in  the  publication  of  northwest  medicine. 

That  the  Oregon  Medical  Association  urge  mem- 
bers to  promote  advertiser  support  of  the  publication 
through  letters  to  appropriate  manufacturers  and  by 
individual  contact  with  detail  men. 

Special  Recommendations  of  House  of  Delegates 
Reference  Committee  “C”  Relating  to  the 
Committee  on  Liaison  to  SAMA 

That  the  Oregon  Medical  Association’s  Council 
on  Medical  Education  be  instructed  to  investigate 
the  possibility  of  providing  professional  financial 
counseling  service  to  UOMS  medical  students. 

That  the  Council  on  Medical  Education  be  in- 
structed by  the  House  of  Delegates  to  thoroughly 
investigate  the  present  status  and  use  of  American 
Medical  Association  Student  Loan  Funds  for  stu- 
dents at  the  University  of  Oregon  Medical  School. 

That  the  Council  on  Medical  Education  be  further 
instructed  to  report  to  the  Annual  Meeting  of  the 
House  of  Delegates  in  October,  1970,  with  recom- 
mendations relating  to  the  aforementioned  charges. 

Committee  on  Pharmacy  and  Drugs  and  the 
Pharmacists  Liaison  Committee  to  the  Committee 
on  Pharmacy  and  Drugs 

That  each  county  medical  society  develop  a more 
effective  communication  between  the  pharmaceutical 
profession  and  the  medical  profession  at  the  local 
level  by  establishing  a liaison  committee  between 
the  two  professions  in  areas  where  it  is  feasible 
or  at  least  hold  a joint  meeting  of  members  of 
both  professions. 

Committee  on  Traffic  Safety 

That  the  Oregon  Medical  Association  develop  and 
strongly  support  a bill  in  the  1971  Oregon  Legis- 
lative Assembly  that  would  lower  the  Blood  Alcohol 
Level  as  evidence  of  intoxication  when  driving  a 
motor  vehicle  from  its  present  statutory  level  of 
0.15  percent  to  0.10  percent  by  volume. 

That  the  Oregon  Medical  Association,  through 
the  Committee  on  Traffic  Safety,  plan  and  sponsor  a 
seminar  to  train  selected  physicians  from  throughout 
the  State  as  Expert  Medical  Witnesses  to  testify 
in  court  cases  related  in  Driving  Under  the  Influence 
of  Intoxicating  Liquor;  and  further  that  the  Asso- 
ciation pledge  $1000  toward  providing  outstanding 
experts  in  this  field  to  serve  as  faculty  for  the 
seminar. 

Subcommittee  on  Schools  and  Health  Education 
of  the  Committee  on  Youth  and  Schools 

That  the  Oregon  Medical  Association  encourage 
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component  medical  societies  to  assess  the  adequacy 
of  health  education  in  local  public  schools  and  urge 
these  societies  to  offer  to  local  school  authorities  the 
medical  resources  necessary  for  teacher  training 
which  would  provide  for  full  implementation  of 
State-recommended  curricula  on  health  education  in 
public  schools;  and  further  that  component  so- 
cieties of  the  Oregon  Medical  Association  be  en- 
couraged to  promote  physician,  and  where  feasible, 
medical  student  participation  in  actual  classroom 
instruction. 

Resolutions  which  the  House  adopted  as  policy 
were: 

RESOLVED  that  the  Oregon  Medical  Association 
introduce  a resolution  at  the  forthcoming  American 
Medical  Association  Annual  Meeting  in  Chicago  re- 
questing the  Council  on  Medical  Education  of  the 
American  Medical  Association  to  initiate  a study 
as  to  the  feasibility  of  making  an  appropriate  re- 
quirement that  no  physician  may  take  specialty 
training  without  first  spending  two  years  in  general 
practice  in  a town  or  community  of  under  20,000 
and  that  the  Council  on  Medical  Education  of  the 
AMA  be  requested  to  report  back  its  recommenda- 
tion in  this  regard  at  the  AMA  Clinical  Meeting 
in  December  1970. 

RESOL\'ED  that,  the  physicians  of  the  Oregon 
Medical  Association  be  on  record  that  the  proposal 
to  include  chiropractic  services  under  Medicare  is 
not  in  the  best  interests  of  the  people  of  Oregon; 
and  be  it  further 

RESOLVED  that,  Oregon  physicians  be  encour- 
aged to  communicate  their  concern  individually  to 
members  of  the  Oregon  legislature,  the  Governor 
and  the  members  of  the  Oregon  Congressional 
Delegation. 

RESOLVED  that,  the  OMA  establish  a com- 
mittee or  division  of  the  Association  to  study  the 
deficiencies  and  needs  of  selected  areas  of  the  State; 
and  be  it  further 

RESOLVED  that,  this  Committee  be  charged  with 
the  responsibility  for  developing  specific  programs 
designed  to  eliminate  or  relieve  these  deficiences, 
with  preference  given  to  encouraging  new  practition- 
ers to  locate  in  such  areas;  and  finally  be  it 

RESOLVED  that,  this  Committee  be  empowered 
to  develop  at  the  OMA  level  or  to  assist  in  develop- 
ment at  the  county  level  of  a corporate  entity  which 
can  act  to  provide  medical  services  in  areas  where 
such  service  is  non-existent  or  to  assist  physicians  in 
areas  currently  seriously  understaffed,  and  that  such 
corporate  entity  be  so  structured  as  to  provide  com- 
pensation to  participating  physicians  on  a basis 
commensurate  with  the  services  rendered. 

RESOLVED  that,  this  House  of  Delegates  of  the 
OMA  accept  the  Himler  Report  as  well  as  the 
minority  (Budd)  report;  and 

RESOLVED  that,  our  AMA  delegates  be  in- 


structed to  work  for  the  adoption  of  a compromise 
report;  and  finally  be  it 

RESOLVED  that,  the  Association’s  Delegates  of 
the  AMA  report  the  results  of  action  by  the  AMA 
House  of  Delegates,  as  well  as  their  own  positions 
on  the  Himler  and  Budd  Reports  to  the  Board  of 
Trustees  and  component  medical  societies  upon 
their  return  from  the  June  AMA  meeting  of  the 
House  of  Delegates  in  Chicago. 

RESOLVED  that,  the  American  Medical  Asso- 
ciation be  urged  to  call  all  known  members  of  the 
health  team  together  in  conference  to  explore  the 
feasibility  of  establishing  a Joint  Commission  of 
Certification  for  the  health  team  of  the  United  States. 

RESOLVED  that,  the  OMA  establish  a Laboratory 
Quality  Control  Committee  for  the  purpose  of 
making  available  to  Oregon  physicians  and  hos- 
pitals a voluntary  laboratory  quality  control  program; 
and  be  it  further 

RESOLVED  that,  such  a voluntary  laboratory 
quality  control  program  be  selected,  approved  and 
conducted  by  the  OMA  Committee  on  Laboratory 
Quality  Control. 

RESOLVED  that,  the  Oregon  Medical  Association 
appeal  to  every  county  medical  society  in  the  State 
to  develop  and  implement  programs  of  venereal 
disease  education  within  their  counties;  and  be  it 
further 

RESOLVED  that,  the  Oregon  Medical  Associa- 
tion’s Committee  on  Venereal  Disease  provide  liaison 
between  county  medical  societies  in  the  gathering 
and  dissemination  of  program  ideas  and  plans  as 
may  be  developed;  and  finally  be  it 

RESOLVED  that,  the  Oregon  Medical  Associa- 
tion’s Committee  on  Venereal  Disease  develop,  pre- 
pare and  disseminate  to  all  members  of  the  Oregon 
Medical  Association  educational  materials  relating 
to  the  increased  incidence  of  venereal  disease  in 
Oregon,  new  diagnostic  methods  available  to  physi- 
cians, current  laws  governing  the  treatment  of  minors 
with  venereal  disease  and  such  other  pertinent  infor- 
mation as  may  be  useful  to  the  individual  physician. 

RESOLVED  that,  a report  on  the  matter  of  the 
premarital  physician  examination  requirements  of 
Oregon  State  law  be  submitted  to  the  House  of 
Delegates  at  its  Fall,  1970  meeting. 

RESOLVED  that,  the  Oregon  Medical  Associa- 
tion develop  or  support  a legislative  proposal  to  be 
presented  during  the  next  regular  session  of  the 
Oregon  State  Legislature  which  would  delete  those 
sections  of  ORS  435  which  specifically  limit  the 
method  of  display  and  sale  of  non-prescriptive  con- 
traceptive devices  from  a licensed  agency. 

RESOLVED  that,  the  Oregon  Medical  Association 
develop  or  support  a legislative  proposal  to  be  pre- 
sented to  the  next  session  of  the  Oregon  Legislature, 
which  would  repeal  the  state’s  abortion  law  (except 
that  portion  restricting  abortion  to  a physician  li- 
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censed  by  the  State  Board  of  Medical  Examiners 
and  requiring  that  it  be  performed  in  a facility 
under  the  aegis  of  a licensed  hospital)  so  that  all 
women,  for  whatsoever  reasons,  can,  if  they  wish, 
have  abortions  performed  by  qualified  practitioners 
of  medicine. 

RESOLVED  that: 

1.  That  this  House  of  Delegates  approve  a plan 
for  giving  active  financial  support  to  summer 
preceptorship  programs  by  seeking  voluntary 
contributions  from  Association  members; 

2.  That  all  money  received  for  this  purpose  be 
deposited  in  the  Oregon  Medical  Education 
Foundation  and  specifically  earmarked  for  pro- 
viding stipends  for  medical  student  participa- 
tion in  summer  preceptorships  in  physicians’ 
offices; 

3.  That  some  mechanism  be  developed  to  provide 
an  opportunity  for  private  citizens  and  organi- 
zations outside  of  the  medical  profession  to 
contribute  to  this  fund; 

4.  That  the  Oregon  Medical  Association  mem- 
bership be  encouraged  to  proceed  immediately 
to  initiate  this  fund  by  sending  checks  to  the 
Oregon  Medical  Association  headquarters  des- 
ignated to  the  PRECEPTORSHIP  FUND;  and 

5.  That  the  ground  rules  concerned  with  eligi- 
bility of  students  and  determination  of  amount 
of  stipend  per  student  be  established  by  the 
SAMA  Liaison  Committee  of  the  Oregon  Medi- 
cal Association,  with  medical  school  faculty 
representation. 

RESOLVED  that,  the  Oregon  Medical  Association 
communictate  to  all  of  its  members  that  marking 
up  of  laboratory  charges  is  unethical;  and  be  it 
further 

RESOLVED  that,  the  Oregon  Medical  Association 
point  out  to  its  members  that  when  a laboratory 
complies  with  the  spirit  and  intent  of  medical  ethics 
by  direct  billing  its  patients  the  referring  physcian’s 
medical  ethics  can  in  no  way  be  compromised. 

RESOLVED  that,  the  Oregon  Medical  Association 
direct  the  OMA  Traffic  Safety  Committee  to  give 
the  highest  priority  to  the  development  of  the 
means  whereby  all  railroad  grade  crossings  can  be 
promptly  and  adequately  signalized  by  the  use  of 
automatic,  train  actuated,  signal  lights  and  gates, 
and  that  the  Traffic  Safety  Committee  be  instructed 
by  this  House  of  Delegates  to  submit  appropriate 
recommendations  with  regard  to  this  resolution  at 
the  Annual  Meeting  of  the  House  of  Delegates  in 
October,  1970. 

RESOLVED  that,  the  appropriate  committee  of 
the  Oregon  Medical  Association  work  to  insure  that 
all  prescriptions  filled  by  pharmacists  be  labeled 
except  when  “no  label”  is  requested  by  the  pre- 
scribing physician;  and  be  it  further 


RESOLVED  that,  the  OMA  request  the  Oregon 
Congressional  Delegation  to  support  passage  of  the 
AMA  proposed  bill  requiring  such  labeling  on  all 
prescriptions  unless  the  physician  advises  otherwise. 

RESOLVED  that,  the  Oregon  Medical  Association 
establish  a scholarship  fund  through  the  Oregon 
Medical  Education  Foundation  for  black  students 
at  the  University  of  Oregon  Medical  School  to  be 
financed  through  those  reimbursed  funds  to  OMA 
through  Association  endorsed  insurance  programs, 
if  such  a fund  is  needed  and  practical;  and  be  it 
further 

RESOLVED  that,  the  President  of  this  Association 
designate  and  instruct  an  appropriate  OMA  com- 
mittee to  study  and  investigate  the  need  for  and 
the  various  methods  of  implementation  for  such  a 
program;  and  finally  be  it 

RESOLVED  that,  this  designated  committee  be 
instructed  by  the  House  of  Delegates  to  provide  the 
results  of  this  study  with  specific  recommendations 
for  implementation  of  such  a program  for  the  con- 
sideration of  the  House  of  Delegates  at  its  Annual 
Meeting  in  October,  1970. 

RESOLVED  that,  the  Oregon  Medical  Association 
ask  the  Oregon  Congressional  Delegation  to  work 
for  a reversal  of  the  proposed  FDA  regulations  con- 
cerning package  insertion  of  patient  information  on 
prescription  drugs. 

RESOLVED  that,  hospital  medical  staffs  be  en- 
couraged to  develop  and  implement  innovative 
methods  for  the  termination  of  pregnancies  on  an 
out-patient  basis  to  reduce  the  costs  and  to  insure 
the  health  and  welfare  of  the  patient. 

RESOLVED,  that  the  Oregon  State  Board  of 
Health  and  the  OMA  urge  each  doctor  to  encourage 
and  assist  his  patient  with  a special  medical  problem 
to  wear  or  carry  an  emergency  medical  identification 
symbol,  and  that  each  hospital,  ambulance  operator 
and  police  and  fire  station  prominently  display  a 
notice  calling  attention  of  employees  to  the  Emer- 
gency Medical  Identification  symbols;  and  requests 
that  all  appropriate  state  and  local  agencies  co- 
operate in  bringing  to  the  attention  of  the  general 
public  the  Emergency  Medical  Identification  Sym- 
bol, especially  the  Department  of  Education  through 
first  aid,  medical  self-help  and  driver  education 
classes,  and  the  motor  vehicle  department  at  the 
time  of  issuance  of  driver  licenses. 

RESOLVED  that,  the  Oregon  Medical  Associa- 
tion urge  the  Oregon  Congressional  Delegation  to 
work  to  amend  from  Drug  Abuse  Act  (S.  3246)  and 
(HR  13743)  those  areas  which  would  result  in  a 
burdensome  infringement  on  the  practice  of  medi- 
cine; and  be  it  further 

RESOLVED  that,  failing  passage  of  amendments 
to  remove  objectionable  provisions  from  such  legis- 
lation, the  Oregon  Medical  Association  urge  the 
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Oregon  Congressional  Delegation  to  oppose  passage 
of  such  drug  control  legislation  in  Congress. 

RESOL\'ED  that  OMA  repeal  a resolution 
which  was  adopted  at  the  1969  Annual  Meeting  and 
which  read ; 

RESOLVED  that,  the  Oregon  Physicians’  Service, 
component  medical  societies,  and  their  respective 
review  committees  be  instructed  that  the  surgical  fee 
be  paid  in  its  entirety  to  the  responsible  surgeon; 
and  be  it  further 

RESOLVED  that,  an  exception  of  this  rule  be 
made  only  in  those  cases  where  the  patient’s  medical 
condition  is  of  such  a critical  nature  that  this  care 
would  be  jeopardized  by  moving  him;  and  finally 
be  it 

RESOLVED  that,  primary  treating  physicians 
who  may  have  rendered  intensive  care  to  a critically 
ill  patient  be  urged  to  bill  for  such  care  as  provided 
for  in  the  OPS  ‘usual  and  customary’  fee  program. 
And  to  substitute  for  the  following  resolution: 

RESOLVED  that,  the  Oregon  Physicians’  Service, 
component  medical  societies,  and  their  respective 
review  committees  be  instructed  that  the  practice 
of  itinerant  surgery  be  discontinued  except  in  docu- 
mented cases  of  true  emergency  or  other  extenuating 
circumstances;  and,  be  it  further 

RESOL\’ED  that,  when  one  physician  performs 
a surgical  procedure  and  another  participates  in  the 
follow-up  care,  each  physician  should  charge  and 
be  paid  a reasonable  fee  for  the  services  actually 
performed;  and  finally  be  it 

RESOLVED  that,  it  be  declared  to  be  policy 
of  the  Oregon  Medical  Association  that  third  party 
payers  shall  recognize  and  pay  for  services  actually 
rendered  and  necessary  to  the  welfare  of  the  pa- 
tient; and  that  where  services  are  rendered  by  more 


than  one  physician  in  a given  case  with  a flat  fee, 
payment  be  made  only  after  all  statements  perti- 
nent to  the  case  have  been  submitted;  and  if  dis- 
agreement develops  as  to  the  value  of  services,  such 
disagreements  shall  be  referred  to  the  proper  peer 
mechanism  for  review. 

The  following  resolutions  were  referred  for  study  to 
OMA  Committees: 

RESOLVED  that,  the  Oregon  Medical  Associa- 
tion’s Public  Health  Commission  study  the  various 
factors  and  problems  associated  with  the  existing 
State  law  on  premarital  examinations  with  a view 
toward  developing  a position  for  the  Oregon  Medical 
Association  and  its  Committee  on  Public  Policy; 
and  be  it  further 

RESOLVED  that,  the  Committee  on  Public  Policy 
of  the  Oregon  Medical  Association  be  charged  with 
producing  and  initiating  the  introduction  of  legis- 
lation containing  appropriate  amendments  to  the 
Oregon  Medical  Practice  Act  to  assure  competency 
or  ethical  practice  through  meaningful  peer  review 
mechanisms  as  conducted  by  the  medical  profession 
and  its  component  organizations. 

RESOLVED  that,  the  Oregon  Medical  Associa- 
tion’s Committee  on  Public  Policy  be  instructed  to 
develop  proposed  legislation  to  be  introduced  at 
the  1971  Legislature  which  would  authorize  minors 
in  Oregon  to  personally  consent  for  their  own  medi- 
cal care  without  the  necessity  of  parental  consent. 

RESOLVED,  that,  the  Oregon  Medical  Associa- 
tion negotiate  with  the  Welfare  Administrator,  the 
Governor,  and  the  Governor’s  Health  Planning  Gom- 
mittee  to  liberalize  payment  for  voluntary  steriliza- 
tion and  allow  a disability  payment  of  $50  to  the 
Welfare  recipient. 

The  Welfare  Department  should  establish  a sim- 
plified form  for  this  procedure. 


ORMP  Receives  Grant 


A $5.54,964  grant  has  been  awarded  to  the  Oregon 
Regional  Medical  Program  by  the  Department  of 
Health,  Education  and  Welfare  to  add  a new 
physician  training  project  and  to  continue  the  twelve 
projects  already  underway  to  improve  care  of  pa- 
tients with  heart  disease,  cancer  and  stroke.  The 
grant  is  for  one  year. 

Under  terms  of  the  award.  Good  Samaritan  Hos- 
pital will  receive  $28,920  to  conduct  the  new  proj- 
ect, Physicians  In-Residence  Gourse  in  Techniques 
of  Cardiology.  The  one-week  course  is  designed  to 
teach  newer  principles  and  techniques  of  coronary 
care.  Also  cooperating  in  the  project  as  core  train- 
ing hospitals  are  St.  Vincent,  Emanuel,  and  Provi- 
dence Hospitals.  At  least  52  physicians  will  be 
trained  during  the  grant  year,  with  trainees  assigned 
in  rotation  to  the  four  core  hospitals.  The  program 


which  will  also  utilize  the  resources  and  clinical 
teaching  opportunities  of  five  additional  Portland 
hospitals  is  aimed  at  improving  the  treatment  of 
heart  patients  in  smaller  Oregon  communities  which 
do  not  have  the  services  of  physician  specialists  in 
cardiology.  The  project  has  been  sponsored  on  a 
pilot  basis  for  the  past  few  months  under  a $5,365 
Oregon  Heart  Association  grant.  Leonard  B.  Rose 
is  Project  Director  and  Alan  W.  Ames  is  Project 
Goordinator. 

P'unds  for  the  12  projects  to  be  continued  in- 
clude $174,204  to  the  University  of  Oregon  Medical 
School  for  circuit  courses  to  provide  continuing  edu- 
cation for  physicians,  nurses,  and  allied  health  per- 
sonnel three  times  each  year  at  19  locations  in 
Oregon,  Idaho  and  Montana.  Gharles  J.  Zerzan,  Jr., 
is  Project  Director. 
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Awarded  to  Salem  Hospital,  Memorial  Unit,  was 
$52,164,  and  $73,848  went  to  Sacred  Heart  General 
Hospital,  Eugene.  They  are  conducting  a series  of 
three  week  courses  to  train  coronary  care  nurses 
from  28  community  hospitals.  Project  Directors  are 
Charles  S.  Campbell  in  Salem  and  Wesley  R.  Jacobs 
in  Eugene. 

The  new  grant  awarded  funds  for  continuation 
of  two  stroke  projects  conducted  by  Good  Samaritan 
Hospital,  Portland.  Included  was  $56,859  for  a 
stroke  demonstration  clinic  and  stroke  care  unit  to 
provide  therapy  for  stroke  patients,  to  study  the 
natural  history  of  cerebrovascular  disease  and  to 
provide  courses  in  stroke  care  for  personnel  from 
nursing  and  convalescent  homes  throughout  the 
State.  Robert  S.  Dow  is  Project  Director.  The 
project  utilizes  different  education  methods  in  each 
community. 

Good  Samaritan  also  received  $31,567  for  a stroke 
continuing  education  program  directed  by  S.  Spence 
Meighan.  The  project  is  conducted  in  Pendleton, 
Roseburg,  Bend,  and  Albany  where  stroke  education 
programs  are  provided  for  health  professionals  in 
each  community. 

Of  the  award  funds,  $24,233  will  go  to  St.  Charles 
Memorial  Hospital,  Bend,  to  continue  a heart  dis- 
ease, cancer  and  stroke  education  program  for 
nursing  personnel  at  Pioneer  Memorial  Hospital, 
Prineville;  Mountain  View  Hospital,  Madras;  Cen- 
tral Oregon  District  Hospital,  Redmond;  and  St. 
Charles  Hospital.  The  project  also  maintains  a tele- 
phone relay  system  between  the  four  communities 
to  provide  rapid  consultation  for  heart  patients  in 
the  area.  Richard  Ettinger  is  Project  Director. 

Portland  Center  for  Hearing  and  Speech  received 
$27,019  to  carry  on  its  series  of  eight-day  training 
courses  for  health  professionals  who  work  with 
stroke  and  other  brain  damaged  patients  and  their 
families.  McKenzie  Buck,  Ph.D.,  is  Project  Director. 


Two  diabetes  projects  received  additional  funding 
in  the  new  grant.  They  include  $7,219  to  Rogue 
Valley  Memorial  Hospital,  Medford,  to  continue 
four  months  funding  for  the  Southern  Oregon  Dia- 
betic School  which  conducts  two-week  courses  for 
diabetic  patients  in  management  of  their  disease. 
Martin  Vorheis  is  Project  Director. 

The  other  ORMP  diabetic  program  is  being  con- 
ducted by  John  W.  Stephens  at  Good  Samaritan 
Hospital.  The  Project  will  receive  $39,285  to  im- 
prove the  care  of  diabetic  patients  in  the  region 
by  continuing  a series  of  three  training  programs 
in  diabetes  management.  The  coordinated  five-day 
courses  are  designed  for  physicians,  health  person- 
nel who  teach  diabetic  patients,  and  personnel  from 
nursing  homes. 

The  grant  also  awarded  $6,249  for  a three-month 
extension  of  a mobile  emergency  cardiac  project 
at  Providence  Hospital  under  the  direction  of  Wil- 
liam R.  Olson.  The  program  is  testing  the  feasibility 
of  using  specially  equipped  and  staffed  ambulances 
and  fire  department  emergency  units  to  transmit 
electrocardiograms  by  radiotelemetry  while  the  pa- 
tient is  en  route  to  his  receiving  hospital.  The 
project  has  been  co-sponsored  by  the  Oregon  Heart 
Association  which  awarded  a $9,865  grant  to  the 
program  at  its  inception  in  July,  1969. 

Good  Samaritan  Hospital  also  received  $5,572  to 
continue  a project  to  create  a library  of  electrocardio- 
graphic tapes  to  be  used  for  training  coronary  care 
personnel.  This  project  is  directed  by  Leonard  Rose, 
who  is  also  heading  the  newly  funded  physician 
training  program. 

The  twelfth  award,  for  $27,825,  went  to  the  Uni- 
versity of  Oregon  Medical  School  to  extend  funding 
until  August  31,  1970  for  a stroke  project  designed 
to  provide  early  identification  and  treatment  of 
“stroke-prone”  patients,  Roy  S.  Swank  is  Project 
Director. 


Pollution  Control  on  Ballot 


Oregon  Medical  Association  has  gone  on  record 
in  support  of  Oregon  Primary  Election  Ballot  Mea- 
sure No.  4 which  provides  for  a new  approach  to 
financing  local  Pollution  Control  Projects. 

Passage  of  the  measure  would  amend  the  state 
Constitution,  giving  the  state  authority  to  issue 
general  obligation  bonds  of  up  to  1 percent  of 
true  cash  value  of  the  state.  Revenue  generated 
from  this  bonding  program  is  earmarked  for  a 
special  Pollution  Control  Fund,  administered  by 
the  Environmental  Quality  Control  Commission  with 
distribution  aimed  at  local  governments  to  assist  in 
financing  local  air,  water  or  solid  waste  pollution 


control  programs. 

Currently  one  percent  of  the  true  cash  value 
would  amount  to  $180  million.  However,  a statu- 
tory lid  to  this  amount  was  placed  at  $50  million 
by  the  1969  Legislature. 

Local  governments  will  be  required  to  pay  back 
70  percent  of  the  amount  borrowed,  fulfilling  the 
state’s  role  of  30  percent  participation  in  financing 
anti-pollution  facilities  as  well  as  satisfying  federal 
grant  requirements. 

Oregon’s  primary  election  will  be  held  on  Tues- 
day, May  26.  Physicians  are  urged  to  vote  yes  on 
Ballot  Measure  No.  4. 
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PRESIDENT’S  page 


’Tittle  Miss  Muffet  Sure 
Is  A Tough-It” 


Little  Mary,  quite  contrary  was  kept  from 
being  wild 

By  the  teachings  of  Jesus,  the  fear  of 
diseases. 

And  the  thought  of  being  with  child. 


NOEL  B.  RAWLS,  M.D. 


With  the  advent  of  the  Pill,  the  thought  of 
being  with  child  is  no  longer  a deterrent  of 
the  rising  tide  of  sexuality.  The  teachings  of  Jesus 
apparently  went  out  the  window  some  time  ago. 
The  fear  of  diseases  began  to  disappear  with  the 
discovery  of  penicillin.  As  a result  of  these  three 
factors,  we  are  seeing  a sharply  rising  rate  of  the 
incidence  of  gonorrhea,  and  more  recently  in  the 
incidence  of  syphillis. 

When  penicillin  became  readily  available  in  the 
mid-1940’s,  a single  dose  of  25  thousand  units  was 
curative  in  almost  all  cases  of  gonorrhea.  Twenty- 
five  years  later,  4.8  million  units  of  soluable  peni- 
cillin is  not  effective  in  one  of  four  cases  of  gonor- 
rhea in  females.  Therefore,  we  are  increasingly 
turning  to  tetracylines  and  other  antibiotics  to  effect 
a cure.  It  is  unfortunately  predictable  that,  as  the 
gonococcus  was  able  to  survive  the  era  of  penicillin, 
it  will  certainly  eventually  survive  these  new  anti- 
biotics as  well. 

It  is  interesting  to  note  the  factor  of  the  silent 
carrier,  who  is  playing  an  increasing  role  of  im- 
portance. She  is  being  detected  frequently  in  family 
planning  clinics,  which  are  doing  routine  neisseria 
cultures  on  unmarried  women  who  come  to  them  for 
assistance.  The  rate  of  silent  carriers  in  this  group 
approaches  eight  percent  in  many  reports. 

The  physician  must  share  some  of  the  blame  for 
the  rising  tide  of  gonorrhea.  Many  physicians  with  a 
proven  case  of  gonorrhea  before  them  do  not  think 
in  terms  of  the  epidemiology  of  the  disease,  and  fail 
to  ascertain  where  the  patient  made  his  or  her  con- 
tact so  the  source  may  be  treated.  We  are  also  see- 
ing cases  in  which  the  physician  has  not  suspected 
gonorrhea  and  is  treating  for  diagnoses  such  as  cysti- 


tis or  urethritis  without  any  attempt  to  ascertain  the 
bacterial  cause. 

There  is  no  doubt  that  many  physicians  do  not 
report  the  disease,  or  are  at  least  selective  in  their 
reporting.  Therefore,  reported  incidence  statistics 
must  be  considered  suspect  as  to  their  accuracy. 

Many  physicians  still  rely  on  slides  for  obtaining 
the  diagnosis.  It  has  been  definitely  proven  in 
several  studies  that  a single  slide  will  elicit  a correct 
diagnosis  in  only  about  fifty  percent  of  the  cases 
studied  in  this  manner.  The  odds  don’t  improve 
much  even  on  a three-slide  taken-at-intervals  study. 
Recently  new  culture  methods  have  increased  our 
ability  to  get  a positive  diagnosis,  and  I suspect  that 
a great  deal  of  work  will  be  done  in  the  next  few 
years  to  further  improve  culture  techniques  for  the 
diagnosis  of  gonorrhea.  Certainly  any  female  who 
has  any  implication  of  having  given  gonorrhea  to  a 
male  should  be  treated  regardless  of  the  physician’s 
ability  to  make  a definitive  diagnosis. 

Another  problem  the  physician  faces  is  the  danger 
of  inadequate  treatment  of  this  disease.  With  the 
increasing  resistance  of  the  gonococcus  to  anti- 
biotics, the  failure  rate  of  treatment  is  likewise 
increasing.  Therefore,  it  should  be  recognized  that 
following  patients  to  cure  by  repeat  cultures  is 
absolutely  necessary. 

If  the  physician’s  interest  in  gonorrhea  prevention 
is  not  sufficient  to  make  him  do  good  epidemiologic 
histories,  obtain  an  adequate  proven  culture  diag- 
nosis, treat  comprehensively,  and  follow-up  for  cure, 
he  owes  it  to  society  and  to  his  patients  to  send 
them  to  someone  who  will. 

^ 


352 

Northwest  Medicine,  May,  1970 


The  following  80  pages,  making  up  the  WESTERN  Jour- 
nal OF  Medicine  insert  now  being  simultaneously  used  in 
Arizona  Medicine  and  California  Medicine,  is  pre- 
sented here  on  trial  for  appraisal  by  the  readers  of  North- 
west Medicine.  The  Western  Journal  of  Medicine, 
published  by  the  California  Medical  Association,  is  offered  at 
low  cost  as  a supplement  for  selected  journals  from  the  Rocky 
Mountains  westward.  It  is  anticipated  that  each  of  the  journals 
using  the  insert  will  keep  its  own  identity,  treating  the  WEST- 
ERN Journal  of  Medicine  as  additional  material  within 
its  present  cover. 

Besides  the  great  savings  in  cost,  a principal  advantage  of 
reaching  the  combined  circulation  would  be  that  the  Western 
Journal  of  Medicine  would  attract  writers  who  now  place 
their  scientific  articles  in  publications  that  can  give  wider 
readership  than  any  of  the  journals  of  the  West  can  offer  by 
itself. 


NORTHWEST 
MEDICINE  ^ 
EDITION  j 


The  Rhinoviruses  of  Man 

Milan  Fiala,  M.D.,  and  Lucien  B.  Guze,  M.D.,  Los  Angeles 


■ Rhinoviruses,  prominent  agents  of  the  common  cold  syndrome  in  man, 
are  small  ribonucleic  acid  (rna)  viruses  resembling  enteroviruses  in 
their  physicochemical  properties  except  for  high  density  and  lability  to 
acid  pH.  Rhinoviruses  are  propagated  in  human  and  monkey  cells.  High- 
est titers  of  virus  are  obtained  in  HeLa  cell  cultures.  Rhinoviruses  pro- 
duce characteristic  cytopathic  effect  in  diploid  fibroblasts.  A plaque 
assay  in  HeLa  cells  is  useful  for  their  titration.  The  rhinovirus  group 
includes  many  serotypes. 

Although  rhinoviruses  cause  predominantly  upper  respiratory  tract 
symptoms,  they  may  on  occasion  infect  the  lower  respiratory  tract. 
Volunteers  with  specific  antibody,  when  challenged  with  homotypic 
rhinovirus,  are  protected  against  the  common  cold. 


Since  the  1930s  the  common  cold  has  been 
thought,  from  results  of  human  volunteer  experi- 
ments, to  be  caused  by  a viral  agent.  Beginning  in 
the  1950s  reliable  techniques  were  developed  for 
the  study  of  rhinoviruses,  which  are  the  major 
etiological  agents  causing  the  common  cold.  Using 
these  techniques  many  antigenically  different  rhino- 


From  the  Division  of  Infeaious  Diseases,  Harbor  General  Hospital, 
TorrMW:  Research  and  Medical  Service.  Wadsworth  Hospital,  Veterans 
Administration  Center,  and  the  Department  of  Medicine,  UCLA  School 
of  Medicine,  Los  Angeles. 

Reprint  requests  to:  Division  of  Infectious  Diseases,  Harbor  General 
Hospital,  Torrance,  Ca.  90509  (Dr.  Guze). 


viruses  were  isolated  from  patients  with  colds.  A 
unifying  concept  of  rhinoviruses  emerged  when  aU 
were  found  to  be  of  small  size  (20  to  30  nm),  to 
possess  an  rna  genome,  to  have  a high  buoyant 
density  (1.4  to  1.42  grams  per  ml  in  CsCl),  to  be 
ether  stable  and  pH  5.0  or  3.0  unstable.*'*  Entero- 
viruses exhibit  the  same  properties,  except  for  high 
density  and  lability  to  acid  pH,  thereby  allowing 
rhinoviruses  and  enteroviruses  to  be  classified  as 
separate  subgroups  of  the  larger  picomavirus 
group.®  Rhinoviruses  are  chiefly  associated  with 
upper  respiratory  tract  disease,  and  can  be  isolated 
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from  the  upper  respiratory  tract  but  not  from  the 
gut.  Enteroviruses  are  responsible  for  nonrespira- 
tory  diseases  (involving  the  central  nervous  system, 
gastrointestinal  tract,  skin,  and  cardiovascular  sys- 
tem) as  well  as  respiratory  diseases’  and  can  be 
isolated  from  the  throat  and  the  gut. 

Physical  ami  Clieinical  Characteristics 

Purification  of  rhinoviruses  was  achieved  by 
propagating  rhinoviruses  in  heteroploid  cell  cul- 
tures which  grow  rhinoviruses  to  high  titers,  fol- 
lowed by  concentrating  (taking  advantage  of  the 
association  of  virus  with  cells  at  the  time  of  har- 
vest) and  then  purifying  the  virus  with  the  use 
of  fluorocarbon  and  density  gradient  centrifuga 
tion.^'^-®’'^  Continuous  flow  ultracentrifugation  and 
isopycnic  banding  was  used  in  another  study'®  for 
the  same  purpose.  Equilibrium  sedimentation  an- 
alysis in  CsCl  revealed  a high  density  of  rhino- 
viruses (1.4  to  1.42  grams  per  ml)^'^>®  higher  than 
other  picornaviruses  (1.32  to  1.36  grams  per  ml) 
except  for  foot-and-mouth  disease  virus  ( 1 .43 
grams  per  ml).  The  high  density  of  rhinoviruses 
might  be  due  to  its  increased  rna  content  over  that 
of  acid-insensitive  picornaviruses,®  or  to  the  ac- 
cessibility of  virus  ribonucleic  acid  (rna)  to  ce- 
sium ions  which  increase  the  hydrated  density  of 
the  virus.'® 

Virus  particles  or  its  subunits  were  visualized 
by  electron  microscopy  at  two  density  levels  in 
CsC  1 density  gradients.  The  peak  infectivity  frac- 
tions with  the  density  1.40  grams  per  ml  (“bottom 
component”)  contained  particles  20  to  23  nm  in 
diameter  possessing  icosahedral  symmetry.  Empty, 
noninfective  particles  were  seen  by  electron  micro- 
scopy in  the  density  range  1.28  to  1.30  grams  per 
ml.’  A light  “top  component”  (density  1.30  grams 
per  ml)  extracted  from  infected  cells  fixed  comple- 
ment with  homotypic  and  heterotypic  rhinovirus 
antisera.’  Other  investigators  observed  virus  cap- 
someres  8 nm  in  diameter  at  a density  of  1.28 


GLOSSARY 

HeLa  A line  of  heteroploid  cells 

CsCl  Cesium  chloride 

nm  Nanometer  (millimicron,  lO-^'m) 

Mg-^  . Magnesium 

S Svedberg  unit  of  sedimentation  velocity 

DEAE-dextran  Diethylaminoethyl-dextran 

Wl-38  A line  of  diploid  human  fibroblasts 

F^FU  Plaque-forming  unit 

TCID^  50%  infectious  dose  for  tissue-culture 


grams  per  ml.'®  When  rhinovirus  infected  cells 
were  labeled  with  and  the  virus  purified  in  a 
CsCl  gradient,  all  radioactivity  was  confined  to 
the  peak-infectivity  fractions  of  density  1 .42  grams 
per  ml.®  Virus  particles  were  observed  in  infected 
HeLa  cells  where,  at  later  stages  of  infection  and 
especially  in  the  presence  of  increased  Mg’*,  they 
form  cytoplasmic  crystals  displaying  an  hexagonal 
and  rectangular  lattice." 

The  sedimentation  coeflBcient  of  infectious  rhino- 
virus type  2 has  been  determined  as  155  S'’  and 
155  S or  185  S,  depending  upon  the  assumed 
density  of  the  virus  particle.'®  Sedimentation  co- 
efficient of  isotopically  labeled  rhinovirus  type  2 
was  calculated  at  143  S.® 

No  chemical  analysis  of  rhinoviruses  has  yet 
been  reported.  Virus  rna  has  been  studied  relative 
to  its  infectivity,'’''®  its  length  as  determined  by 
electron  microscopy®  and  its  sedimentation  proper- 
ties in  sucrose  gradients.®  Infectious  rhinovirus 
RNA  is  extracted  by  phenol  from  infected  cells  and 
its  assay  facilitated  by  the  use  of  DEAE-dextran. 
Rhinovirus  ribonucleoprotein  strands  are  twice  as 
long  as  poliovirus  strands.  From  their  length  the 
molecular  weight  of  4 x 10'’  daltons  was  calculated 
for  rhinovirus  rna.®  rna  extracted  by  phenol  from 
purified  rhinovirus  sediments  slowly  as  a heter- 
ogenous broad  band  and  does  not  possess  any  in- 
fectivity.® 

Rhinoviruses  are  best  preserved  at  — 70°  C or 
lower  but  will  maintain  their  titer  for  several  days 
at  4°  C and  for  at  least  an  hour  at  room  tempera- 
ture. They  are  rapidly  inactivated  at  37°  C or 
higher  but  at  56°  C they  are  relatively  more  stable 
than  enteroviruses.'’  rna  infectivity  was  inac- 
tivated at  the  same  rate  as  virus  at  35°  C but  was 
far  more  stable  than  virus  infectivity  at  50°  C.'’ 
Characteristic  properties  of  rhinoviruses  include 
acid  lability,'''^  and  ether  or  chloroform  stability. 
The  latter  property  indicates  the  absence  of  lipid 
from  the  capsid  of  the  mature  virion. 

Biological  Properties 
Host  Range 

Human  rhinoviruses  are  isolated  from  nasal 
washings  of  patients  with  the  common  cold  and 
very  rarely  from  normal  persons.  Originally, 
rhinoviruses  were  isolated  and  propagated  in  roller 
tubes  of  monkey  kidney  cells  at  35°  C.'’  Subse- 
quently, human  kidney  cultures  were  used  under 
special  conditions  of  lower  than  usual  incubation 
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temperature  (33°  C)  and  at  lower  than  customary 
pH  (initial  pH  of  6.8  - 7.3),  and  under  such  con- 
ditions a greater  variety  of  rhinoviruses  was  dis- 
covered.'® Later,  diploid  fibroblast  cell  strains 
(especially  Wl-38  and  other  sensitive  strains),  in 
which  rhinoviruses  produce  characteristic  focal 
cytopathic  effect,  were  found  to  be  suitable  for 
isolation  of  the  majority  of  rhinoviruses.'^  More 
recently,  ciliated  cells  of  human  embryonic  nasal 
epithelium  have  been  shown  to  be  the  best  indi- 
cator for  certain  fastidious  rhinoviruses.^®  For 
preparation  of  virus  stocks  with  high  titers,  virus 
is  propagated  in  heteroploid  cell  cultures  such  as 
M-HeLa  cell  culture  in  which  titers  of  10®  pfu  per 
ml  are  readily  obtained.®  Some  rhinoviruses  (so- 
called  M-strains)  can  be  propagated  both  in 
monkey  kidney  and  human  cells  whereas  other 
(so-called  H-strains)  can  propagate  only  in  human 
cells.  Neither  rhinoviruses  nor  their  infectious 
RNA  have  reproduced  in  nonprimate  cells  which 
have  been  tested,  such  as  L cells  or  chick-embryo 
fibroblasts. 

Virus  Assay  and  Growth  Cycle 

Initially,  focal  cytopathic  lesions  were  used  in  a 
microplaque  assay.^'  An  end-point  assay  in  tubes 
of  diploid  fibroblasts  has  been  used  most  common- 
ly for  titration  of  virus  and  antibody. A plaque 
assay  has  been  developed  in  HeLa  cells  and,  with 
some  rhinovirus  serotypes,  is  a superior  assay  of 
virus  and  antibody.^^-^^  The  plaque  assay  in  HeLa 
cells  was  developed  with  the  aid  of  increased  (30 
mM)  magnesium  and  addition  of  DEAE-dextran  to 
the  overlay.  Increased  concentration  of  Mg^"^  en- 
hances release  of  virus  from  cells  and  adsorption 
of  virus^"  and  also  reduces  the  proportion  of  empty 
capsids  in  virus  crystals."  The  single  step  growth 
cycle  of  rhinovirus  type  2 in  HeLa  cells  has  an 
eclipse  phase  of  6 hours  and  a latent  period  of  8 
hours. Virus  replication  is  complete  by  12  to  14 
hours  after  infection.  Virus  rna  starts  to  be  made 
at  5 hours  after  infection.  Replication  of  rhinovirus 
in  HeLa  cells  is  very  resistant  to  actinomycin  d up 
to  10  micrograms  per  ml.®  Synthesis  of  virus  rna 
occurs  in  the  cytoplasm  of  infected  cells  as  dem- 
onstrated by  autoradiography.® 

Antigenic  Characterization 

Many  serologically  distinct  (as  determined  by 
neutralization  tests)  rhinoviruses  have  been  iso- 
lated in  every  epidemiological  investigation  of  the 


common  cold.  In  order  to  establish  an  interna- 
tional numbering  scheme  for  rhinovirus  serotypes, 
the  National  Institute  of  Allergy  and  Infectious 
Diseases  and  the  World  Health  Organization  com- 
pared rhinovirus  “candidate”  strains  in  neutraliza- 
tion tests  against  each  other.  Each  strain  had  to  be 
purified  and  satisfy  the  criteria  set  up  for  human 
rhinoviruses.  Fifty-five  distinct  serotypes  and  one 
subtype  were  established.^^  Minor  one-way  crosses 
could  be  eliminated  by  absorption  with  human 
liver  powder  and  were  considered  to  be  nonspe- 
cific. However,  heterotypic  antibody  responses  to 
eight  rhinovirus  serotypes  were  observed  in  human 
volunteers  infected  with  types  13  and  16.'^'^  Hetero- 
typic responses  were  also  observed  in  patients 
with  naturally  acquired  rhinovirus  infections.^® 
Serologic  relationships  among  rhinoviruses  were 
found  using  bovine  antisera.^®  The  problem  of 
antigenic  relationships  among  rhinoviruses  should 
be  explored  further  with  a more  sensitive  test  such 
as  a plaque  reduction  test.  As  with  some  entero- 
viruses,^® the  presence  of  a persistent  fraction  and 
the  breakthrough  phenomenon  in  end-point  neu- 
tralization tests  with  rhinoviruses  may  be  due  to 
aggregated  virus.^'*  The  problem  of  antigenic  sta- 
bility of  rhinoviruses  after  passage  in  the  human 
nose  has  not  yet  been  investigated. 

Genetics 

Guanidine  resistant  strains  can  be  selected  by 
picking  virus  from  plaques  of  uninhibited  size 
produced  under  overlay  containing  100  micro- 
grams per  ml  of  guanidine.  The  frequency  of  these 
mutants  is  10“^  Rhinoviruses  propagate  very 
poorly  above  36°  C,  but  it  is  possible  to  select 
temperature  resistant  strains  by  serial  propagation 
at  38°  C.  No  inhibitors  for  rhinoviruses  were 
found  in  bovine  sera,  even  in  those  sera  strongly 
inhibitory  to  poliovirus." 

Pathogenic  Properties 

The  prominent  manifestation  of  rhinovirus  in- 
fection is  a common  cold,  as  demonstrated  when 
rhinoviruses  are  given  to  human  volunteers." 
Rhinovirus  common  colds  in  volunteers  had  a 
mean  incubation  period  of  2.1  days  and  a dura- 
tion of  nine  days."  In  another  volunteer  experi- 
ment, two  patterns  of  rhinovirus  shedding  and 
illness  were  recognized: 

1.  Early  profuse  shedding  of  virus  with  mani- 
fest rhinitis. 
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2.  Late  low  level  shedding  usually  without  ill- 
ness. 

Natural  infection  with  rhinovirus  carries  a high 
risk  of  illness,  about  half  of  the  infections  being 
followed  by  respiratory  illness.^’ 

The  naturally  occurring  syndrome  of  the  com- 
mon cold  is  clinically  similar  to  other  upper  respi- 
ratory illness,  but  in  the  rhinovirus  colds  there  is 
more  frequent  occurrence  of  rhinorrhea,  nasal 
obstruction,  sneezing,  hoarseness  and  cough. An 
increase  in  the  neutrophil  count  in  the  blood  is 
observed  early  in  the  course  of  the  common  cold 
in  human  volunteers.^’  Rhinoviruses  are  respon- 
sible for  between  14  and  25  percent  of  acute  res- 
piratory illness  in  adults^®  '*°  with  many  types  of 
rhinoviruses  playing  a role  in  one  geographic  area 
at  the  same  time.^o  Rhinovirus  infections  are  more 
common  in  certain  periods  of  the  year  such  as  fall 
and  spring.  In  children  rhinovirus  infections  are 
relatively  less  common,  but  the  resulting  disease 
may  be  more  severe  than  in  adults  with  fever  and 
lower  respiratory  tract  involvement.^^  In  one 
study^'  rhinoviruses  were  isolated  from  children 
with  lower  respiratory  tract  disease  in  association 
with  bacterial  pathogens  and  it  was  suggested  that 
rhinoviruses  may  predispose  children  to  more  seri- 
ous bacterial  infection.  Other  investigators'”  did 
not  find  an  excess  of  rhinovirus  infections  in  chil- 
dren with  lower  respiratory  disease.  Even  in  adult 
patients  rhinoviruses,  on  occasion,  infect  the  lower 
respiratory  tract  as  evidenced  by  their  isolation 
from  sputum  of  chronic  bronchitics.  Rhinovirus  in- 
fections may  be  related  to  exacerbations  of  bron- 
chitis.Lower  respiratory  tract  can  be  infected  if 
the  virus  is  administered  to  volunteers  by  small 
particle  aerosol. 

Pathology 

The  pathologic  changes  of  uncharacterized  colds 
were  studied  by  biopsy  of  the  inferior  conchus.'*’ 
Edema  of  submucous  tissue  was  followed  by  shed- 
ding of  the  surface  epithelium  which  progressed  to 
reach  the  deepest  cell  layers.  The  epithelium  re- 
generated by  the  fourteenth  day  from  onset. 

Rhinovirus  Epidemiology 

Transmission.  Rhinoviruses  are  expelled  by 
sneezing  and  coughing,  and  they  infect  man  prob- 
ably by  attachment  to  cells  of  the  nasal  epitheli- 
um.'*^ Rhinoviruses  are  generally  considered  in- 
effective in  person-to-person  spread"*’  but  some 
serotypes  may  spread  extensively.'** 


Environmental  Factors.  Respiratory  infections 
are  more  common  in  the  cooler  or  rainy  seasons. 
Available  evidence  suggests  that  factors  such  as 
low  temperature,  drop  in  temperature"*’  or  in- 
creased crowding  are  involved.  This  seasonal  effect 
is  thought  not  to  be  dependent  on  the  enhancement 
of  susceptibility  to  rhinoviruses  due  to  exposure 
to  cold  temperature,’’  but  rather  on  the  increased 
transmission  associated  with  greater  production  of 
nasal  secretions  in  cold  weather”  and  close  con- 
tacts between  people  aggregated  indoors. 

Immunity 

Volunteers  with  preexistent  serum  antibody 
given  rhinovirus  inoculation  intranasally  usually 
have  only  modified  infection  or  none  at  aU."*®-” 
Resistance  to  respiratory  viruses,  however,  is  now 
thought  to  be  related  more  directly  to  antibodies  in 
nasal  secretions  (chiefly  IgA)  than  to  serum  anti- 
bodies (IgA,  IgG  and  IgM).”  This  may  explain 
why  the  correlation  in  volunteers  of  resistance  with 
serum  antibody  is  not  absolute.  No  role  of  nasal 
or  serum  antibody  in  recovery  from  rhinovirus  cold 
was  noted.’"*  The  development  of  homotypic  serum 
neutralizing  antibody  and  immunity  to  rechallenge 
was  surprisingly  slow  in  one  volunteer  experiment, 
being  maximal  6 to  12  months  after  experimental 
infection.”  Another  investigator  noted  the  pres- 
ence of  neutralizing  antibody  at  two  weeks  after 
experimental  infection.’* 

In  addition  to  specific  protection  against  rhino- 
virus infection  by  antibody,  some  degree  of  non- 
specific resistance  occurs  beginning  two  weeks  after 
infection”  which  is  thought  not  to  be  due  to  inter- 
feron.’* Rhinoviruses  are,  in  cell  culture,  suscepti- 
ble to  inhibition  by  interferon.  The  degree  of 
inhibition  is  somewhat  variable  in  different  lab- 
oratories depending  on  the  virus  strain  and  cell 
cultures  used  in  the  assay.”-*’ 

Antibodies  to  different  types  of  rhinoviruses  are 
acquired  throughout  childhood  and  adolescence  at 
different  rates.  This  observation  is  consistent  with 
the  epidemiological  behavior  of  rhinoviruses.  Some 
serotypes  appear  in  one  geographic  area  only 
briefly  during  several  years  while  other  types  pro- 
duce small  outbreaks  (often  several  serotypes  si- 
multaneously) and  then  reappear  two  or  three 
years  later."*’  In  natural  rhinovirus  infections,  anti- 
body rise  occurs  more  frequently  and  to  higher 
titers  with  M strains  than  H strains.”  Rhinovirus 
neutralizing  antibodies  persist  for  years  but  they 
may  decline  sooner  in  the  case  of  H strains.’*  Al- 
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though  antibody  induced  by  rhinovirus  infection  in 
man  is  usually  strictly  homotypic/'  some  hetero- 
typic responses  occur.  Successive  colds  in  the 
same  person  are  probably  due  to  infection  with  a 
series  of  different  rhinovirus  serotypes. 


Prophylaxis  and  Treatment 
Of  Common  Cold 

At  present  vaccination  appears  impractical  be- 
cause of  the  very  large  numbers  of  rhinovirus  sero- 
types and  the  narrow  homotypic  protection  after 
intramuscular  administration  of  killed  rhinovirus 
vaccine. Rhinovirus  has  been  attenuated  for 
humans  by  passage  in  diploid  fibroblasts.^^  The 
spectrum  of  immunity  following  such  live  vaccine 
is  as  yet  not  known.  Many  laboratories  are  search- 
ing for  synthetic  compounds  with  inhibitory  activ- 
ity against  respiratory  viruses  which  would  be 
useful  for  the  treatment  of  the  common  cold.®® 


Animal  Model 

Animal  model  of  rhinovirus  infection  was  de- 
veloped in  chimpanzees  which  upon  intranasal 
and  aerosol  administration  of  500  tcidSO  of  type 
14  or  10,000  tcid50  of  type  43  shed  virus  for  a 
prolonged  period  and  developed  high  levels  of 
specific  antibody.  Clinical  illness  was  not,  how- 
ever, observed.®’ 
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TREATMENT  OF  THE  HYPERBILIRUBINEMIC  INFANT 
“Exchange  transfusion  continues  to  be  the  primary'  method  of  treatment  and  must 
be  employed  in  any  infant  whose  hyperbilirubinemia  is  secondary  to  hemolysis 
and  whose  bilirubin  exceeds  20  milligrams  percent.  . . . Such  infants  must  be 
carefully  watched  and  given  exchange  at  any  time  their  bilirubin  is  under  20  milli- 
grams percent,  if  signs  suggestive  of  kemicterus  appear.  Light  exposure  with  its 
relatively  small  lowering  of  bilirubin  will  have  no  place  in  such  infants.  How 
phenobarbital  or  Coramine®  may  help  lessen  hyperbilirubinemia  in  such  infants 
remains  to  be  seen. . . . 

“The  infant  with  hyperbilirubinemia  which  is  nonhemolytic  in  origin  is  another 
story  entirely.  If  the  infant  is  fuU-term,  the  risk  of  kemicterus  gets  down  to  the 
level  of  the  risk  of  exchange  transfusion  itself.  We  do  not  exchange  such  an  infant 
unless  signs  suggestive  of  kemicterus,  namely,  deterioration  of  the  Moro’s  reflex 
or  the  suck  reflex  appear.  Such  infants  must  be  checked  regularly  and  carefully 
by  a physician  who  is  experienced  in  evaluating  these  reflexes  in  the  infant.  Fever 
also  is  a sign  of  early  kernictems  and  must  not  be  disregarded.  ...  In  such  a full- 
term  infant  whose  bilirubin  is  mounting,  anything  goes,  I think;  use  of  light  and 
phenobarbital  in  small  doses  seem  to  be  entirely  justified.  We  flood  the  infants 
with  water  so  that  the  bilimbin  will  look  lower  on  the  laboratory  sheet.  But  we  do 
not  exchange  a full-term  nonhemolyzing  hyperbilirubinemic  infant,  whether  his 
bilirubin  is  25,  30,  35,  or  40;  we’ve  watched  one  go  to  45,  shivering  and  shaking, 
but  nothing  happened. 

“In  the  premature  infant  without  increased  hemolysis,  we  use  the  figure  of 
25  milligrams  percent  of  indirect  bilimbin  as  the  critical  level,  exchanging  at  a 
lower  level,  only  if  signs  of  kemicterus  appear,  that  is,  those  early  suggestive 
changes.  Again  in  this  t>pe  of  baby,  I think  the  use  of  a light  cradle,  fluids,  and 
maybe  a little  phenobarbital  appears  entirely  justified  in  order  to  avoid  if  at  all 
possible  the  use  of  exchange  transfusion.” 

— Sydney  S.  Gellis,  M.D.,  Boston 
Extracted  from  Audio-Digest  Pediatrics,  Vol. 
15,  No.  2,  in  the  Audio-Digest  Foundation’s 
subscription  series  of  tape-recorded  programs. 
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Some  Psychiatric  Comments  on  the  Current 
Move  Toward  Sex  Education 
Programs  in  the  Schools 


Richard  W.  Brunstetter,  M.D.,  San  Francisco 


The  decline  of  a consensus  morality  in  modern 
times  has  made  sex  education  more  difficult  and 
also  even  more  critical  for  the  development  of 
functional  adult  personality  patterns.  Because  of 
their  own  sexual  inhibitions  and  uncertainties  and 
their  inability  to  adjust  readily  to  changing  values, 
in  recent  years  parents  have  come  to  play  a gener- 
ally weaker  role  in  moral  and  sexual  education. 
Children  have  tended  to  hide  behind  the  wall  of 
silence  that  separates  the  generations  and,  with 
increasing  frequency,  are  following  the  lure  of 
early  gratification  into  systems  of  conduct  that 
prove  in  the  long  run  to  be  unstable  and  inade- 
quate. Because  the  moral  revolution  has  pro- 
duced rapidly  mounting  casualty  lists,  there  has 
been  a movement  to  fill  the  vacuum  left  by  parental 
failure  with  full  scale  programs  of  sex  education 
at  all  grade  levels  in  the  public  schools. 

The  proponents  of  sex  education,  notably  the 
nonprofit  foundation  SIECUS  (Sex  Education  and 
Information  Council  of  the  United  States),  under 
the  executive  directorship  of  Mary  S.  Calderone, 
M.D.,'  point  rightfully  to  the  fact  that  the  grow- 
ing child  today  is  bombarded  with  lurid  and  un- 
ceasing messages  about  sex  from  his  television  set, 
from  books  and  magazines  and  from  the  motion 
picture  screen.  Designed  to  arouse  the  ever-more- 
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jaded  appetites  of  an  increasingly  sophisticated 
adult  audienee,  these  messages  often  outstrip  the 
child’s  capacity  to  perceive  clearly,  hence  result  in 
confusion  and  overstimulation.  The  only  way  to 
eombat  this,  say  the  sex  educators,  the  only  way  to 
convey  real  and  lasting  moral  values  rather  than 
the  jazzed-up,  anything  goes  standards  of  the  take- 
it-all-off  Noxema  girl  and  Playboy  magazine,  is  to 
introduce  carefully  designed,  honest,  informational 
programs  at  all  age  levels  in  the  public  schools. 
Only  such  a step  can  hope  to  stem  the  mounting 
tide  of  venereal  disease  and  illegitimate  pregnancy 
among  the  young. ^ 

This  is  a compelling  argument.  There  is  no 
denying  the  hypersexuality  of  our  culture,  and  the 
impression  is  very  strong  that  the  absence  of  a 
accepted  code  of  conduct  and  the  atmosphere  of 
constant  temptation  has  done  irreparable  harm  to 
the  minds  and  bodies  of  countless  thousands.  Fur- 
thermore, there  is  an  undercurrent  fear  of  the  kind 
of  moral  change  that  is  taking  place  in  our  country 
today.  To  many  minds  it  is  as  if  the  whole  struc- 
ture of  the  American  way  of  life  is  threatened. 
Periods  of  very  rapid,  not  wholly  rational  change 
such  as  the  present  are  difficult  to  live  through. 
An  era  of  change  is  always  an  era  of  anxiety.  Old 
values  are  overthrown.  There  is  nothing  secure 
to  be  relied  upon.  Excesses  oecur  and  are  hurt- 
ful, and  some  persons  lose  control  altogether  and 
become  casualties  of  life.  No  one  can  be  sure  just 
where  the  process  will  lead,  and  there  is  a deep- 
seated  uneasiness  about  life  that  is  not  easily 
tolerated. 
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The  present  upsurge  of  interest  in  sex  education 
programs  is  p>erhaps  one  manifestation  of  anxiety 
in  a period  of  change.  It  is  always  a relief  to  find 
something  apparently  clear-cut  to  set  to  work 
upon.  However,  the  problem  of  sex  education  is 
multifaceted  and  complex  in  its  consequences. 
Indeed,  so  much  is  this  the  case  that  in  the  hmited 
space  of  this  paper  the  author  will  not  in  any  way 
attempt  a comprehensive  review  but  rather  will 
advance  certain  comments  and  considerations 
whose  underlying  thesis  is  precisely  that  the  entire 
question  of  sex  education  in  the  schools  is  com- 
pound rather  than  simple  and  that,  instead  of  being 
a matter  to  be  dealt  with  just  by  aligning  oneself 
on  one  side  or  another  of  the  controversy,  it  is  a 
problem  that  deserves  careful  delineation  and  con- 
tinuing study  by  all  those  who  are  involved  in 
working  with  the  human  personality. 

Sex  education  programs  deserve  concerned  and 
expert  attention  both  as  to  their  true  effect  upon 
the  development  of  the  individual  and  also  with  re- 
gard to  their  more  far  reaching  influence  on  the 
structure  and  workings  of  society.  The  very  nature 
and  quality  of  personality  itself  are  fundamentally 
related  to  the  manner  in  which  basic  impulses  like 
sex  and  aggression  are  managed.  For  example, 
the  social  changes  set  in  motion  by  the  sexual  dis- 
coveries which  Sigmund  Freud  first  outlined  in  his 
“Three  Essays  on  the  Theory  of  Sexuality”^  in 
1905  have,  in  reality,  created  a new  kind  of  man, 
who  never  existed  before  and  who  has  problems 
and  potentialities  that  we  are  only  beginning  to 
appreciate.  Those  fundamental  concepts  of  the 
genetic  and  dynamic  importance  of  the  sexual 
life  and  of  the  role  played  by  repression  in  the 
shaping  of  character  have  been  incorporated  into 
the  very  fabric  of  our  culture  and  have  altered 
for  all  time,  with  consequences  stiff  to  be  fuUy 
explored,  our  ways  of  raising  children  and  the 
basic  manner  in  which  men  and  women  relate  to 
one  another  and  conceive  of  themselves  as  sexual 
beings. 

-Now  there  are  forces  at  work  in  education,  in 
literature,  in  the  performing  arts,  and  in  the  evolv- 
ing life  styles  of  American  youth  that  would  seem 
to  presage  a still  fm-ther  reduction  of  the  role  of 
repression  in  sexual  development.  Those  whose 
work  affords  them  a window  on  the  human  soul 
must  be  attentive  to  processes  like  these  in  the 


workings  of  society,  and  there  is  much  to  be 
thought  through  in  terms  of  possible  long-range 
consequences  that  such  changes  may  engender. 

The  Nature  of  Sex  Education 

In  order  to  examine  in  more  detail  the  matter 
of  sex  education  programs,  let  us  first  inquire  more 
carefully  into  the  nature  of  sex  education.  What 
is  it  that  needs  to  be  taught  and  learned  and  why 
is  it  so  critically  important? 

From  the  biological  standpoint,  sex  education, 
of  course,  is  largely  superfluous.  An  animal  that 
is  in  reasonable  health  and  is  free  of  man-induced 
fear  will  probably  have  little  or  no  difficulty  com- 
bining the  promptings  of  instinct  and  the  lessons 
of  observation  or  the  urgings  of  a more  experienced 
mate  into  a reasonable  approximation  of  the  sex 
act  the  very  first  time  out.  An  animal  does  not 
have  to  be  taught  in  great  detail  how  to  do  it;  and, 
with  a little  practice,  he  soon  becomes  perfect  in  a 
skill  that  lasts  him  all  his  reproductive  life. 

Man  is  an  animal  too;  and,  if  the  successful 
completion  of  the  sex  act  and  reproduction  were  all 
that  was  at  stake,  he  would  be  just  as  good  at  self- 
instruction  as  any  other  animal  and  there  would 
be  no  need  for  anything  like  sex  education.  But  of 
course  man,  with  his  prolonged  period  of  imma- 
turity and  development,  is  also  more  than  an 
animal,  and  sex  is  therefore  a far  more  important 
matter  for  him.  Because  he  can  think,  the  human 
has  gained  a measure  of  independence  from  the 
demands  of  his  body — from  sex  and  hunger  and 
aggression.  Man  is  able  to  delay  and  divert  the 
expression  of  urges  that  in  lower  animals  are  in- 
stinctual and  imperative.  He  can,  far  more  than 
other  creatures,  choose  when  and  how  and  with 
whom  or,  indeed,  if  he  will  satisfy  his  physical 
desires.  Because  he  can,  man  has  been  able  to 
elaborate  the  pattemings,  the  hows  and  whens  and 
with-whoms,  of  his  satisfactions  into  highly  com- 
plex customs  and  practices  that  lend  depth  and 
character  to  his  life  and  help  to  regulate  relation- 
ships between  human  beings  in  his  culture. 

The  sexual  impulse  can  be  thought  of  as  energy. 
In  the  animal  in  his  natural  habitat  it  is  discharged 
quickly.  Its  amplitude  never  becomes  very  great, 
and  it  is  therefore  not  highly  important.  In  man, 
however,  the  sexual  impulse  is  amplified  many 
times  over  by  delayed  discharge  and  by  thought. 
Before  any  action  occurs,  each  urge  is  processed 
through  a complex  set  of  moral  conceptions  hand- 
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ed  down  by  society.  Man  thinks  about  whether 
to  satisfy  the  urge  now  or  wait  and  gain  greater 
satisfaction  later.  He  ponders  what  it  will  mean 
to  him  in  the  long  run.  He  considers  his  conscience 
and  weighs  what  other  people  will  think  of  what 
he  is  contemplating  doing.  All  of  this  is  very  com- 
plicated. Often  people  wish  that  they  could  be 
free  of  it;  but  it  is  out  of  these  decisions  that  man 
makes,  by  himself,  about  his  own  impulses — out 
of  hundreds  of  them,  going  on  all  the  time  and  at 
all  levels — that  he  builds  his  own  personality.  It 
is  through  this  process  of  delay  and  consideration 
that  the  energy  of  instinct  is  transformed  and  mag- 
nified into  a life  force  so  that  man  becomes  not 
just  another  animal  but  a striving,  exploring,  evolv- 
ing, believing  creature  shaping  his  own  future  and 
controlling  his  own  destiny. 

And  this,  of  course,  is  what  sex  education  is 
most  concerned  with — not  anatomy  and  how  the 
act  is  accomplished,  but  the  complex  set  of  social 
understandings  by  which  delay  is  accomplished 
and  individual  urges  are  transformed  into  great 
social  institutions,  like  marriage  and  the  family, 
that  serve  the  historical  goals  of  mankind.  Hu- 
mans try,  in  other  words,  to  teach  their  children 
how  to  become  a part  of  those  institutions,  how 
to  contribute  to  them  and  to  their  continuing  de- 
velopment, how  to  love,  how  to  be  true  to  them- 
selves and  constant  in  a relationship  with  another 
person,  and  how  to  care  for  their  own  children 
in  turn. 

Current  Problems  in  Moral 
And  Sexual  Education 

The  underlying  difficulty  in  sex  education  as  it  is 
now  practiced  in  the  American  home  is  that  we  are 
not  at  all  sure  what  we  are  educating  for.  We  are 
unwilling  to  stop  just  with  the  facts  about  sex,  yet 
at  the  same  time  we  are  not  at  all  certain  where 
to  go  from  there. 

Sex  education  in  the  past,  when  chastity  was  the 
cornerstone  of  morality,  was  a finely  balanced 
matter.  In  fact,  it  was  probably  somewhat  hypo- 
critical. The  idea  seems  to  have  been  to  give  chil- 
dren enough  knowledge  so  that  they  would  not  be 
confused  or  misled  by  what  they  heard  from  com- 
panions but  not  so  much  that  they  would  do 
something  about  it.  In  many  of  the  older  books, 
for  instance,  there  seems  to  be  an  unwritten  con- 
spiracy to  present  the  facts  while  at  the  same 
time  avoiding  two  rather  important  things:  one, 


any  mention  of  how  sex  is  actually  done  and,  two, 
the  fact  that  it  is  sexy — that  is  to  say,  a source  of 
pleasure.  Consider,  for  example,  the  following 
quotation  from  the  preface  of  a book  written  in 
the  mid-1930s.'* 

Every  topic  from  the  symptoms  of  preg- 
nancy to  the  workings  of  heredity  is  the  out- 
come of  [children’s]  searching  minds,  no 
more  searching  or  acquisitive  in  regard  to  this 
subject  than  in  regard  to  others — boat-racing, 
arctic  exploring,  deep-sea  diving — but  equal- 
ly so.  And  the  interest  is  as  wholesome. 
Children  are  interested  in  the  mechanics,  the 
set-up,  the  laws  of  nature  that  bring  human 
beings  into  the  world.  They  are  not  interested 
(until  later)  in  the  emotional  drives,  conflicts, 
repressions,  and  adjustments  that  have  grown 
up  around  the  matter  of  reproduction.  Brief- 
ly, they  are  interested  in  the  origin  of  life — 
in  themselves  as  human  beings — not  in  sex. 

The  fear  seems  to  have  been  that  once  the 
ancient  secrets  were  out,  children  would  throw 
themselves  unrestrained  into  sexual  activity,  if  not 
immediately,  then  certainly  far  sooner  in  adoles- 
cence than  they  should. 

In  point  of  fact,  management  of  the  sexual 
instincts  in  years  past  depended  heavily  on  out- 
right repression.  Relatively  few  children  found 
themselves  exposed  to  even  the  rather  restrained 
form  of  sex  education  then  in  vogue;  and  wide- 
spread ignorance  of  the  basic  facts  combined  with 
the  classic  inhibitory  forces  of  childhood — shame, 
guilt  and  fear — to  achieve  a repressive  influence 
more  than  powerful  enough  to  deliver  most  young 
Americans  to  the  marriage  bed  in  a state  of  un- 
tutored virginity. 

The  difficulty  now  is  that  today’s  parents  are  too 
sophisticated  and  too  humane  to  allow  themselves 
any  longer  to  manipulate  the  lives  of  their  children 
through  repression;  yet,  in  part,  they  still  long  for 
the  ends  that  repression  once  accomplished.  They 
wish  to  educate,  yet  they  are  hesitant  because  they 
are  not  sure  how  to  answer  the  children  when  they 
ask,  naturally  enough,  what  they  are  to  do  with 
what  has  been  taught  them.  In  fine,  there  is  no 
clear-cut  goal  toward  which  the  majority  of  par- 
ents can  educate  their  children;  and  we  have  not 
yet  evolved  methods  and  attitudes  of  education 
that  are  suitable  for  a period  of  moral  transition. 

Sex  Education  in  the  Schools 

A number  of  specific  concerns  can  be  raised 
with  regard  to  sex  education  programs  in  the 
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schools.  For  one  thing,  it  is  clear  that  the  move- 
ment toward  such  programs  is  in  large  part  a 
response  to  precisely  the  parental  dilemma  outlined 
above.  Educators  are  concerned  and  highly  pro- 
fessional people,  but  they  are  not  concerned  in  the 
same  way  that  parents  are.  It  is  easier  for  educa- 
tors to  supply  facts  and  risk  the  consequences  than 
it  is  for  parents,  with  a far  greater  personal  invest- 
ment, to  attempt  the  same  thing  with  their  own 
children.  Yet  it  is  hard  to  be  sure  that  this  lack 
of  restraint  on  the  part  of  the  educator  will  prove 
beneficial  in  the  end. 

Schools  by  their  very  nature  are  required  to  deal 
with  children  in  groups.  Serious  question  might  be 
raised  as  to  whether  such  an  approach  is  the  most 
useful  in  a matter  so  individualized  and  so  fre- 
quently fraught  with  conflict  as  sexual  develop- 
ment. The  question  of  timing  is  probably  a critical 
one  in  sexual  learning.  Ideally,  the  most  beneficial 
program  would  probably  supply  knowledge  at  ap- 
proximately the  same  rate  a normal  child  provides 
for  himself  when  left  to  his  own  devices,  a rate 
that  delivers  information  just  slightly  less  rapidly 
than  curiosity  and  the  need  to  know  would  seem 
to  demand,  so  that  the  sense  of  wonderment  and 
interest  is  never  smothered  by  an  overload  of  facts 
and  yet  the  child  is  not  left  with  an  overwhelming 
void  which  can  be  filled  only  by  the  projection  of 
his  most  primitive  fantasies.  Since  school  pro- 
grams will  perforce  have  to  be  adjusted  to  a hypo- 
thetical sense  of  what  the  average  child  knows  and 
needs  to  know  rather  than  to  a specific  awareness 
of  where  an  individual  child  stands,  they  may  well 
fall  somewhat  short  of  the  ideal  with  regard  to 
timing. 

Then  even  today,  sex  is  an  area  of  conflict  for 
many  school  children.  As  psychiatrists  well  know, 
learning  in  areas  of  conflict  cannot  be  accom- 
plished through  didactic  methods  alone.  Learners 
need  to  be  given  a sense  of  mastery  over  previously 
frightening  ideas,  as  they  are  expressed  and  ex- 
plored in  the  presence  of  others.  Schools  undoubt- 
edly can  provide  such  opportunities  but  the  tech- 
niques are  difficult  and  not  ones  in  which  they  are 
customarily  well  versed.  Furthermore,  they  do 
border  on  psychotherapeutic  procedures  and,  to 
the  degree  to  which  they  do  so,  are  likely  to  tempt 
teachers  away  from  the  exercise  of  the  traditional 
academic  skills  onto  seemingly  more  glamorous 
but  much  more  uncertain  ground. 


In  meeting  the  need  for  open  discussion,  it  would 
be  unfortunate  if  schools  were  to  overlook  the 
child’s  concomitant  need  for  privacy,  an  equally 
important  aspect  of  sex  education.  Part  of  the 
sense  of  self  is  constructed  over  the  years  as  the 
child  struggles  privately  and  repeatedly  with  sub- 
jects like  sexuality,  all  by  himself,  before  he  is 
ready  to  share  his  thoughts  with  others.  This  fact 
should  not  be  forgotten  in  the  rush  to  force-feed 
sexual  knowledge.  Programs  in  sex  education 
would  do  well  to  respect  all  of  the  child’s  needs 
and  should  allow  him  to  maintain  intact,  whenever 
necessary,  the  boundary  between  his  most  secret 
thoughts  and  the  rest  of  the  world. 

There  is  also  some  danger  that  programs  of  sex 
education  in  the  schools  may  contribute  to  the 
already  prevalent  tendency  to  encourage  children 
to  grow  up  rapidly  and  to  assume  the  trappings  of 
adulthood  before  they  are  truly  ready.  Our  society 
in  the  past  has  been  characterized  by  the  mainte- 
nance of  a long  period  of  childhood  and  ad- 
olescence. A young  person  is  physically  mature 
long  before  his  intellect  and  personality  become 
equipped  for  the  complexities  of  function  and  in- 
terpersonal relationship  that  will  be  demanded  of 
him  in  the  adult  world.  Some  writers  have  pointed 
to  this  lag  as  the  cause  of  the  high  degree  of  ad- 
olescent turmoil  that  exists  in  our  society,  but 
psychiatrists  have  also  understood  it  as  a period 
not  just  of  impatient  waiting  but  of  vital  develop- 
ment, permitting  a kind  of  refinement  and  develop- 
ment of  personality  not  possible  in  cultures  where 
responsibilities  are  shouldered  as  soon  as  the  body 
is  capable. 

The  essence  of  the  adolescent  opportunity  is  the 
chance  to  experiment  with  many  different  identi- 
ties and  ways  of  doing  things  before  commitment 
to  a fixed  life  style  becomes  necessary.  It  is  out  of 
this  opportunity  that  the  richness  of  adult  person- 
ality is  elaborated,  yet  one  of  the  most  character- 
istic features  of  contemporary  middle  class  life  is 
precisely  the  truncation  of  this  period  of  sheltered 
adolescent  trial,  which  retains  the  opportunity  for 
repeated  return  to  a relationship  with  the  parents 
and  does  not  too  quickly  require  the  hardening 
of  personality. 

There  are  many  roots  to  our  modern  tendency 
to  foreshorten  the  adolescent  experience  and  many 
consequences.  But  in  the  area  of  sexuality,  one 
cannot  help  wondering  if  the  complex  business  of 
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transferring  Oedipal  feelings,  with  all  of  their 
shadings  and  nuances,  outward  from  parent  to  a 
peer  outside  the  family  is  really  best  accomplished 
by  the  sudden  thrust  into  full  experience  that  is 
likely  to  occur  today.  If  sex  education  programs 
in  the  schools  foster  the  trend  toward  precocity, 
they  may  inadvertently  contribute  to  a simplifica- 
tion and  constriction  of  personality  that  will  be 
unfortunate  in  the  long  run. 

Sex  Education  Programs  and  the 
Process  of  Social  Change 

All  the  foregoing  comments  refer  primarily  to 
concerns  about  how  well  a school  might  be  able 
to  accomplish  the  task  of  sex  education  and  to 
factors  in  the  school  situation  that  might  make 
that  task  difficult.  There  are  other  crucial  ques- 
tions that  might  also  be  considered  here — ques- 
tions related  to  the  age  at  which  sex  education 
might  best  be  begun,  the  pace  at  which  it  should 
proceed,  and  the  content  of  the  instructional  ma- 
terials by  which  it  is  to  be  accomplished.  But  the 
truth  of  the  matter  is  that  most  of  these  difficulties 
could  be  overcome  readily  enough  in  an  enlight- 
ened program  that  utilized  skilled  teachers  and 
adequate  medical  consultation.  Furthermore, 
whether  or  not  it  is  reasonable  to  expect  our  over- 
burdened and  embattled  schools  to  be  able  to 
muster  such  skill  and  enlightenment,  these  are 
perhaps  not  the  issues  of  greatest  concern  in  regard 
to  sex  education.  Of  more  moment  is  the  whole 
question  of  the  direction  in  which  many  current 
changes,  including  the  so-called  revolution  in 
sexual  morality,  may  be  taking  us.  This  seems  a 
question  that  merits  much  closer  study  than  it  is 
likely  to  receive  at  the  hands  of  school  authorities 
busy  with  the  problems  of  designing  a curriculum 
and  mounting  a successful  program. 

The  real  challenge  before  all  education  today, 
be  it  in  the  home  or  church  or  school,  is  the  chal- 
lenge of  preparing  children  for  a changing  world. 
We  live  in  an  era  of  moral  exploration.  We  are 
literally  creating  a new  kind  of  man.  The  old 
standards  were  based  on  religious  teachings  that 
are  not  now  so  widely  followed.  They  were  rooted 
in  concepts  of  mascuUne  superiority  and  property 
rights  that  have  altered  considerably  over  the 
years.  Woman  is  no  longer  man’s  chattel.  She  is 
a person  in  her  own  right  and  new  ideas  are  de- 
veloping to  further  define  the  kind  of  person  she 
can  become. 


IN^ew  conditions  in  the  world  allow  for  new  for- 
mulations. Widely  available,  simple  methods  of 
birth  control  are  the  most  obvious,  but  there  are 
others  that  are  equally  important  at  a deeper  social 
level.  Our  growing  affluence  and  its  effect  on  feel- 
ings about  property  and  possessiveness  have  al- 
tered some  of  our  concepts  about  human  relation- 
ships that  were  based  on  the  idea  of  one  person,  a 
child  or  a wife,  belonging  to  another.  The  in- 
creased crowding  now  occurring  in  our  cities  and 
suburbs  has  forced  upon  us  a need  to  find  ways 
to  regulating  relationships  that  wUl  permit  people 
to  get  along  in  much  closer  contact  with  much 
larger  numbers  of  their  fellow  human  beings.  The 
growth  of  leisure  time  and  the  importance  of  pleas- 
urable activities  has  tended  to  accent  the  impor- 
tance of  sexuality  in  our  culture.  At  the  same 
time  there  has  been  a continued  decline  of  the  im- 
portance of  physical  strength  and  combative 
ability.  Since  it  was  on  strength  that  the  institu- 
tion of  male  superiority  was  for  so  many  centuries 
based,  this  has  produced  far-reaching  alterations 
in  the  nature  of  the  relationship  between  the  sexes. 

Moral  change  occurs  for  many  different  reasons. 
The  pressure  of  outside  events,  things  like  “the 
pill”  or  wars  or  increases  in  population,  are  fre- 
quent initiators  of  sweeping  social  change.  Then 
there  is  often  too  a pursuit  of  change  for  its  own 
sake,  a search  for  newness,  for  novel  ideas  with 
which  to  identify.  Also  each  generation,  in  its 
early  years  of  greatest  sexual  power,  before  it  has 
settled  into  an  established  pattern  of  expression,  is 
likely  to  press  for  change  as  part  of  its  rebellion 
against  the  adult  world  and  in  an  effort  to  gain  a 
greater  measure  of  freedom  from  restrictions  and 
restraints.  Finally,  change  may  occur  simply  be- 
cause ideas  and  principles  have  a way  of  literally 
wearing  out.  Generations  pass  and  the  situations 
out  of  which  the  ideas  and  principles  originally 
arose  are  forgotten.  They  come  to  exist  only  as 
dogma  and  do  not  have  real  meaning  for  those 
who  have  not  contributed  to  their  formulation 
and  must  therefore  seek  meaning  for  themselves  in 
fresh  concepts. 

Many  of  these  factors  are  operative  in  the  world 
today.  It  is  a time  of  great  change,  not  only  in 
the  moral  systems  by  which  we  live  but  also  in 
racial  relations,  economic  structures,  and  political 
practices.  We  and  our  children  have  an  oppor- 
tunity to  create  a world  of  the  future  in  which 
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man  may  truly  enjoy  the  fulfillment  of  all  his  po- 
tential for  a virtuous  and  creative  life.  However, 
there  are  dangers  in  any  period  of  change.  Once 
initiated,  the  process  of  change  is  often  poorly 
controlled,  gathering  momentum  and  heading  fast- 
er and  faster  toward  some  new  equilibrium  which 
often  is  quite  different  than  that  envisioned  by 
those  who  began  the  process.  Even  now,  for  ex- 
ample, in  the  area  of  morals,  although  the  world 
seems  to  stand  on  the  threshold  of  what  may  be 
highly  significant  developments  in  the  management 
of  sexual  instincts  and  feelings,  we  cannot  be  at  all 
sure  where  the  end  will  lie. 

There  is  opportunity  here,  opportunity  to  con- 
serve what  is  best  of  the  past  and  to  add  from  what 
is  new  in  the  present  to  create  a system  within 
which  man  may  be  both  responsible  and  also  free 
to  a degree  which  he  has  never  before  attained. 
But  there  is  danger  too,  the  danger  of  a new  sup- 
pressive orthodoxy  emerging  to  take  the  place  of 
old  doctrines,  or  the  danger  inherent  in  the  un- 
predictable effects  of  alterations  in  cultural  patterns 
of  repression  and  satisfaction  of  impulses.  Tradi- 
tionally we  have  been  a society  which  has  allowed 
a good  deal  of  aggressive  expression  and  has  in- 
hibited sexuality.  In  our  overcrowded  world,  that 
pattern  is  no  longer  serviceable;  and  we  are  shifting 
rapidly,  with  unknown  consequences,  to  one  dia- 
metrically opposed,  which  inhibits  fighting  and 
encourages  sexual  thought  and  experience.  It 
would  seem  imperative  that  psychiatry  and  the 
behavioral  sciences  begin  to  investigate  what  some 
of  the  effects  of  such  basic  shifts  may  be  on  per- 
sonality development. 

It  may  well  be  that  in  many  of  the  things  it  is 
currently  involved  in,  including  the  mounting  of 
programs  of  sex  education,  the  adult  world  is  re- 
sponding to  motivations  that  are  not  altogether 
conscious.  One  senses  that  today’s  adults  may,  in 
fact,  be  educating  children  to  be  their  agents  of 
change.  Adults  are  themselves  in  many  instances 
dissatisfied  with  the  old  order  and  the  old  morality, 
but  they  do  not  know  how  to  alter  things  and 
perhaps  would  not  dare  to  do  so  if  they  did.  Hence 
they  seem  to  prefer  to  leave  the  question  to  the 
tides  of  the  future  and  content  themselves  with 
setting  the  process  of  change  in  motion  by  edu- 
cating their  children.  But  the  opportunity  to 
change  is  too  precious  a responsibility  to  be  en- 
trusted wholly  to  young  people  and  to  largely  irra- 
tional forces.  The  whole  question  of  personality 
and  instinct  control  calls  for  professional  study; 


and  sex  education  is  most  needed  among  adults 
who  for  the  space  of  this  generation  are  charged 
with  the  care  of  the  world  and  who,  with  help, 
might  be  able  to  find  new  directions  that  would  be 
evolutionary  rather  than  regressive. 

Responsibility  for  Sex  Education 

Finally,  a word  might  be  said  about  the  appar- 
ent conflict  between  those  who  advocate  sex  edu- 
cation in  the  schools  and  those  who  would  retain 
that  process  within  the  home.  It  is  plain  to  see 
that  we  need  greater  honesty  and  wisdom  in  the 
means  by  which  we  transmit  information  and  atti- 
tudes regarding  sexuality  to  the  young.  As  the 
institution  traditionally  charged  with  cultural 
knowledge  and  values  to  succeeding  generations, 
the  educational  system,  despite  its  recent  difficul- 
ties, is  a reasonable  place  to  begin  the  attempt  to 
upgrade  sexual  learning. 

It  will,  of  course,  be  helpful  if  the  schools  can 
keep  clearly  in  mind  the  fact  that  the  material  they 
are  dealing  with  is  of  an  entirely  different  order  of 
emotional  importance  than  their  more  customary 
subject  matter.  Thus,  moderation  in  approach  and 
the  judicious  use  of  expert  consultation  around 
questions  of  timing  and  content  are  likely  to  en- 
hance the  effectiveness  of  their  efforts  in  this  highly 
charged  area.  It  will  also  be  helpful,  however,  if 
parents  can  manage  to  reverse  their  recent  ten- 
dency to  abandon  altogether  to  the  school  the 
responsibility  for  functions  that  in  the  past  have 
been  carried  out  by  the  family. 

Sex  education  in  the  schools  does  not  exclude 
sex  education  in  the  home.  Properly  used  it  can 
stimulate  and  enhance  learning  within  the  family, 
and  the  family  in  turn  may  compensate  for  some 
of  the  deficiencies  of  the  group-oriented  and  more 
impersonal  kinds  of  teaching  which  may  be  neces- 
sary in  the  school.  In  other  words,  perhaps  in  the 
area  of  sexuality  parents  and  educators  might  re- 
discover the  fact  that  school  and  home  are  funda- 
mentally interdependent  and  that  one  does  not 
function  well  without  the  other. 
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A Graphic  Guide  for  Clinical 
Management  of  Latent  Syphilis 

Armand  J.  Pereyra,  M.D.,  Frontera,  and  Richard  L.  Voller,  M.D.,  Chino 


■ A graphic  luetic  record  form  is  used  as  a guide  to  physicians  in  diag- 
nosis and  management  of  latent  syphilis.  The  form  provides  a uniform 
method  of  recording  laboratory  and  clinical  findings  as  well  as  treat- 
ment, It  facilitates  checking  progress  and  forwarding  of  information 
necessary  to  assure  continuity  in  treatment  of  patients  tvith  latent 
syphilis  who  are  transferred  to  other  medical  facilities.  It  is  designed 
primarily  as  a guide  to  the  clinician  who  does  not  specialize  in  the  treat- 
ment of  syphilis. 


Latent  syphilis,  the  quiescent  stage  during  which 
clinical  signs  or  symptoms  of  the  disease  are  lack- 
ing, always  has  presented  special  problems  in  diag- 
nosis and  management.  While  the  treponemicidal 
antibiotics  have  simplified  treatment,  misuse  of 
them  has  aggravated  these  problems.  In  addition, 
the  development  of  more  specific  serologic  tests 
has  refined  accuracy,  but  also  has  complicated 
laboratory  diagnosis.  The  physician  today  needs 
to  be  more  aware  of  these  problems  and  must  be 
better  informed  regarding  the  laboratory  proce- 
dures used.  This  paper  presents  a graphic  guide  to 
the  clinician  for  diagnosis  and  treatment  of  latent 
syphilis. 
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The  advent  of  treponemicidal  antibiotics  has 
shifted  the  concern  of  the  physician  from  treatment 
to  diagnosis.  Indications  are  that,  far  from  eradi- 
cating syphilis,  these  antibiotics  are  driving  the 
disease  underground  and  increasing  the  difficulty  of 
detection.'  Although  the  incidence  of  the  disease 
has  more  than  trebled  since  1955,  the  chancre  and 
the  secondary  rash  no  longer  are  commonly  seen. 
Undoubtedly,  some  of  these  lesions  are  being  sup- 
pressed and  the  disease  masked  by  the  indiscrim- 
inate use  of  antibiotics.  It  is  difficult  otherwise 
to  explain  the  predominance  of  latent  syphilis  in 
current  medical  practice.  The  ominous  prospect 
of  a widespread  resurgence  of  the  disease  in  its 
tertiary  forms  looms  ahead. 

In  the  absence  of  clinical  signs  or  symptoms  of 
the  disease,  the  physician  is  dependent  upon  the 
laboratory  for  diagnosis.  The  nontreponemal  tests 
for  syphilis  are  no  longer  adequate  for  this  pur- 
pose. Of  the  dozens  of  these  tests  devised,  only  a 
few  remain  in  use  today.  In  most  laboratories  now- 
adays the  Venereal  Disease  Research  Laboratory 
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(\  drl)  slide  test  is  used  as  a screening  procedure 
for  syphilis.  This  is  a nontreponemal  flocculation 
test  for  detecting  the  presence  of  reagin  in  the 
patient's  serum.  The  antigen  consists  of  a sus- 
pension of  cardiolipin-lecithin  prepared  from  puri- 
fied beef  heart  extract.  Reagin  in  the  blood  of 
patients  who  have  or  have  had  syphilis,  when 
mixed  with  this  suspension,  precipitates  the  anti- 
gen. The  relative  amount  of  reagin  present  is 
measured  by  serial  dilutions  of  the  patient's  serum. 

Laboratory  diagnosis,  however,  in  the  absence 
of  clinical  signs  of  syphilis,  is  dependent  on  dem- 
onstrating the  presence  of  treponemal  antibodies 
in  the  blood.  Because  of  the  time  and  expense  in- 
volved in  performing  tests  to  detect  these  specific 
antibodies,  their  use  by  public  health  laboratories 
is  controlled.  Before  performing  treponemal  anti- 
body tests,  the  California  State  Public  Health  Lab- 
oratory usually  requires  that  a preliminary  vdrl 
test  must  have  been  done.  A specified  time- 
sequence  schedule  in  requesting  laboratory  tests 
needs  to  be  followed  by  the  chnician  in  order  to 
meet  laboratory  requirements.  The  physician  in- 
experienced in  these  prerequisites  for  the  process- 
ing of  serologic  specimens  often  is  confused. 

The  authors  have  devised  a Luetic  Record 
Form,  and  instructions  for  using  it,  to  guide  the 
physician  in  serologic  testing  of  patients.  This 
form  has  been  in  use  in  institutions  of  the  Califor- 
nia State  Department  of  Corrections  for  the  past 
two  years  and  has  proved  useful  in  maintaining 
continuity  of  treatment  in  a mobile  population. 
It  is  oriented  primarily  toward  definitive  diagnosis 
and  management  of  both  early  and  late  latent 
syphilis.  Its  graphic  design  serves  as  a flow  sheet 
which  facilitates  keeping  record  of  progress  and 
treatment.  Emphasis  has  been  placed  on  ad- 
herence to  the  time-sequence  relationships  required 
in  requesting  serologic  tests.  (See  pages  16  and 
17.) 

A Luetic  Record  is  filled  out  for  a patient  when 
a “Reactive”  or  “Weak  Reactive”  vdrl  report  is 
received  from  the  laboratory.  At  this  time,  inquiry 
by  the  physician  should  be  made  regarding  pre- 
vious history  of  the  disease.  Previous  records  are 
requested,  including  last  serologic  test  results  and 
treatment.  These  data  are  entered  in  the  top  titer- 
treatment  box  and  under  “Remarks.”  A complete 
physical  examination,  including  darkfield  study  of 
any  suspicious  lesion,  must  be  made  and  epidemi- 
ological data  obtained.  Positive  findings  should 
be  entered  under  “Remarks.”  The  schedule  of 


follow-up  tests  is  then  carried  out  as  noted  in  the 
graph. 

Discussion 

VDRL  Test:  The  vdrl  should  precede  the  per- 
formance of  more  specific  tests.  This  test  is  not 
specific  for  syphilis.  Recent  or  concurrent  ill- 
nesses, vaccinations,  immunizations,  heroin  ad- 
diction, lupus  erythematosus,  lymphoma,  and 
other  non-luetic  diseases  or  conditions  may  pro- 
duce false-positive  reactions.  Roxas  and  Associates 
of  St.  Louis  report  an  incidence  of  33  percent 
false-positive  results  of  vdrl  tests  as  determined 
by  negative  confirmation  with  the  fta-abs.^  In 
men  confined  at  the  California  Institution  for 
Men,  a state  penal  institution  at  Chino,  California, 
the  incidence  of  false-positive  vdrl  tests,  similarly 
determined,  was  64.3  percent.  At  the  CaUfornia 
Institution  for  Women,  a state  penal  institution  at 
Frontera,  California,  the  incidence  was  42.5  per- 
cent. This  higher  incidence  of  false-positive  vdrl 
tests  among  inmates  in  these  institutions  is  con- 
sidered related  to  the  high  percentage  of  heroin 
users  in  these  groups.  Accordingly,  a reactive  vdrl 
alone,  in  the  absence  of  other  evidence  of  the 
disease,  should  not  be  the  basis  for  diagnosis  or 
treatment  of  syphilis.  On  the  other  hand,  a nega- 
tive VDRL  does  not  necessarily  exclude  syphilis. 
The  laboratory  cannot  substitute  for  clinical  judg- 
ment and  experience. 

FT  A Tests:  Of  the  treponemal  antibody  tests, 
the  Fluorescent  Treponemal  Antibody  test  (fta) 
has  shown  great  specificity.  An  absorption  tech- 
nique devised  by  Hunter  et  al  removes  nonspecific 
treponemal  antibodies  from  human  serum  before 
testing  and  increases  the  sensitivity  of  the  fta  test.^ 
It  is  then  referred  to  as  the  Fluorescent  Trepone- 
mal Antibody  Absorption  (fta-abs)  test.  In  this 
test,  a slide  containing  dried  Treponema  pallidum 
is  covered  with  the  patient’s  blood  serum.  Anti- 
bodies for  syphilis,  when  present  in  the  globulin 
fraction  of  the  serum,  attach  to  the  treponemes. 
Separately  prepared  fluorescein-tagged  antibodies 
to  human  globulin  are  then  overlaid  on  the  slide. 
The  globulin  attached  to  the  treponemes  now  acts 
as  an  antigen  to  bind  the  fluorescein-tagged  globu- 
lin  antibody.  Fluorescence  of  the  treponemes  thus 
reveals  the  presence  of  treponemal  antibodies  in 
the  patient’s  serum  and  the  test  is  reported  as 
“Reactive.”  The  fta-abs  is  employed  by  most 
laboratories  today.  Accordingly,  the  fta  shown 
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on  the  graph  should  be  interpreted  as  fta-abs 
unless  otherwise  indicated  by  the  laboratory  re- 
port. 

TPI  Test:  The  Treponema  Pallidum  Immobili- 
zation (tpi)  test  involves  testing  the  patient’s 
serum  for  antibodies  against  live  Treponema  pal- 
lidum. Because  of  the  complexity  and  expense 
involved,  use  of  the  tpi  is  restricted  to  patients  in 
whom  a diagnosis  cannot  be  resolved  by  use  of 
the  FTA-ABS  alone.  The  tpi  test  ordinarily  is  re- 
stricted by  the  California  State  Department  of 
Public  Health  to  individuals  who  fall  in  the  fol- 
lowing groups:  (1)  Patients  in  whom  the  vdrl 
has  been  reactive  for  at  least  three  months  before 
request  for  treponemal  test  and  in  whom  there  is 
no  clinical  or  historical  evidence  of  syphilis;  (2) 
patients  with  non-reactive  standard  (vdrl)  tests 
who  show  clinical  evidence  suggestive  of  syphilis; 
(3)  pregnant  women  without  evidence  of  syphilis 
and  having  at  least  one  reactive  vdrl.'*  When  the 
TPI  test  is  justified,  additional  laboratory  require- 
ments need  to  be  met.’  The  patient  must  not  have 
received  injected  antibiotics  within  one  month,  nor 
oral  antibiotics  within  one  week  of  obtaining  the 
blood  specimen.  Special  care  must  be  observed  in 
the  preparation  of  equipment  for  drawing  blood. 
Rubber-stoppered  vials  must  not  be  used.  Ship- 
ment of  specimens  should  be  made  in  containers 
provided  by  the  Public  Health  Laboratory  and  be 
accompanied  by  a clinical  data  sheet. ^ (tpi  con- 
tainers are  available  from  most  local  health  de- 
partments in  California.) 

Titration:  The  vdrl  test  is  of  value  in  measuring 
the  degree  of  antibody  reaction  to  syphilis  in  the 
body  and  may  reflect  response  to  treatment.  How- 
ever, comparison  of  post-treatment  titers  with  pre- 
treatment titers  as  a measure  of  persistence  of 
infection  is  of  questionable  value  in  latent  luetics. 
The  titers  should  be  checked  periodically,  never- 
theless, as  reacquired  syphilis  is  always  a possi- 
bility. Only  a minimum  change  in  titer  of  two 
dilutions  is  considered  significant.  Evidence  at 
present  indicates  that  the  fta-abs  will  not  be  useful 
in  evaluating  the  degree  of  infection  or  response 
to  treatment,  vdrl  titration  is  the  only  laboratory 
procedure  now  available  for  such  serologic  evalu- 
ation and  should  be  obtained  in  each  case  before 
initiating  treatment  to  provide  a basis  for  future 
comparison.  However,  it  should  not  be  the  sole 
criterion  for  further  treatment. 

Spinal  Fluid  Examination:  A spinal  fluid  exam- 
ination is  considered  essential  for  the  diagnosis  of 


latent  syphilis.*  It  is  mandatory  in  late  latent 
syphilis  in  order  to  exclude  asymptomatic  neuro- 
syphilis. At  least  one  spinal  fluid  examination 
should  be  done  in  every  case  of  latent  syphilis 
before  treatment  is  terminated.  Where  neurosyph- 
ilis is  diagnosed,  the  spinal  fluid  examination 
should  be  repeated  in  three  months  after  com- 
pletion of  each  course  of  treatment.  In  interpreting 
the  spinal  fluid  examination  findings,  the  following 
results  are  significant:  a cell  count  done  immedi- 
ately after  a blood-free  spinal  tap  showing  more 
than  four  lymphocytes;  total  protein  of  more  than 
40  mg  per  100  ml;  a reactive  vdrl.’  Titration  of 
a reactive  vdrl  should  be  obtained.  In  contrast  to 
blood  serum,  a false-positive  reactive  vdrl  in 
spinal  fluid  is  rare. 

Diagnosis:  In  differential  diagnosis  between 
early  latent  and  late  latent  syphilis,  the  two-year 
period  without  signs  or  symptoms  of  this  disease, 
as  specified  by  the  California  State  Department  of 
Public  Health  in  its  Confidential  Morbidity  Report 
(Form  243-102),  has  been  followed  by  the  au- 
thors. However,  this  is  arbitrary.  The  World 
Health  Organization  divides  early  latent  and  late 
latent  syphilis  stages  at  four  years.® 

Treatment:  Antibiotics  have  supplanted  all  pre- 
vious agents  in  treatment.  After  26  years,  peni- 
cillin, given  parenterally,  remains  the  antibiotic  of 
choice.  The  importance  of  adequate  duration  as 
well  as  intensity  of  treatment  with  this  antibiotic 
cannot  be  overemphasized.  Anyone  who  has 
watched  the  spirochete  of  syphilis  moving  actively 
in  a concentrated  solution  of  penicillin  for  hours 
under  the  microscope  cannot  help  being  impressed 
with  the  importance  of  the  time  factor  in  destroy- 
ing the  organism.  Recent  reports  by  Smith  and 
others  of  the  detection  of  live  spirochetes  in  pa- 
tients with  latent  syphilis  after  treatment  with 
apparently  adequate  doses  of  penicillin  further 
suggest  the  importance  of  duration  as  well  as  in- 
tensity.^ Optimal  treatment  of  latent  syphilis  as 
recommended  by  the  U.S.  Public  Health  Service 
is  quoted  herewith  as  a general  guide’ : 

With  non-reactive  spinal  fluid  examination: 

Rx:  Benzathine  Penicillin  G:  (Bicillin,  Per- 
mapen)  2.4  million  units  total  hy  intra- 
muscular injection  at  one  clinic  session. 
Without  spinal  fluid  examination: 

Rx:  Benzathine  Penicillin  G:  (Bicillin,  Per- 


•Some  clinicians  withhold  doing  a spinal  fluid  examination  on 
patients  with  early  latent  syphilis  before  treatment  and  arbitrarily  re- 
frain from  doing  such  test  on  these  patients  who  are  under  40  years 
of  age,  until  after  treatment  is  completed. 
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PEREYRA-VOLLER  LUETIC  RECORD  FORM 


Date  0/W  2 4 8 16  32  64  FTA  Medication 


Started: Ended: R.  N. 


DIAGNOSIS:  Primary  ( ) 


Secondary  ( ) Early  Latent  ( ) 


Late  Latent  ( ) 


Other 

Name: 


Reported  to  Health  Department 
No 


Date 

Birth  Date 


M.  D. 
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INSTRUCTIONS  FOR  USE  OF  PEREYRA-VOLLER  LUETIC  RECORD  FORM 


PRCKEDURE 

RECORDING 

1 . Serologic  test  reported  VDRL 
"Reactive  or  “Weak”. 

VDRL  TEST 

1 . Open  Luetic  Record  Form  as  follows: 

a.  Enter  name,  number  and  birth  date  of  patient  at  bottom  of  fonn. 

b.  Circle  VDRLjj^  or[^  at  top  left  of  form. 

c.  Enter  date  of  test  in  1st  space  to  right  of  I VDRL  I R|  W . 

d.  Enter  VDRL  titer  in  succeeding  squares  in  2nd  titer  block,  if  reported 

e.  If  previously  investigated,  obtain  prior  VDRL/FTA,  date  of  tests, 
titer  and  treatment.  Enter  data  in  1st  titer  block  at  top  of  form. 

f.  Check  appropriate  diagnosis  at  bottom  of  form. 

Record  date  reported  to  Public  Health  Dept. 

2.  Submit  5cc  of  blood  to  laboratory. 
Request  FTA  test. 

g.  List  antibiotic  drug  sensitivites  under  DRUG  SENSITIVITIES  at 
top  riglit  of  form. 

2.  Enter  date  blood  drawn  for  FTA  in  1st  square  of  3rd  titer  box 
FIRST  FTA  TEST 

3.  First  FTA  reported  "R”. 

(VDRL  may  be  reported  by 
laboratory  together  with  ETA 
test  requested). 

4.  begin  First  Treatment  - OR  - 

5.  Do  SPINAL  fluid  examination, 
fhen  give  First  Treatment. 

b.  First  FTA  reported  “NEC”. 

7.  First  FTA  reported  “W”.  Wait 

2 weeks,  then  submit  See  of  blood 
to  laboratory.  Request  repeat  FTA. 

3.  CircleCB]  below  1st  1 FTaI  . Enter  VDRL  titer  in  3rd  titer  box,  if 
reported. 

4.  Circle  1 FIRST  TREATMENT  1.  Enter  medication  ordered.  Clinician 
initials  order.  Show  date  treatment  STARTED  and  ENDED.  Nurse 
initials  on  completion  of  treatment. 

5.  Circle  | SPINAL  |.  Enter  date  and  results  of  spinal  tluid  examination 
to  right  of  ISPINALI  . Then  proceed  as  under  No.  4 above. 

6.  Circle  [^G]  below  1st  |FTA|  . Enter  "No  further  observation  or 
treatment  indicated”  under  REMARKS.  Clinician  signs  order. 

7.  Circle  2nd  iFTA  |.  Enter  date  blood  drawn  for  2nd  FTA  in  1st 
square  of  4th  titer  box. 

SECOND  FTA  TEST 

8.  Second  FTA  test  reported  "R”. 
Treat  - proceed  as  under  No.  4 
or  No.  5 above. 

9.  Second  FTA  test  reported  “NECi”. 

8.  Circle  2nd  to  left  of  2nd  |FTa!  . Enter  VDRL  titer  in  4th  titer 

box,  if  reported. 

9.  Proceed  as  under  No.  6 above. 

10.  Circle  fwl  below  2nd  1 FfA|.  Circle  ! tlTI . Enter  date  blood  draw  n 

0.  Second  FTA  test  reported  “W”.  for  I PI  test  in  1st  square  of  5tli  titer  box 

Wait  two  (2)  months,  fill  out  required 
I'orms  and  submit  lOcc  of  blood  to 


laboratory  with  request  for  TPl  test. 

TPl  TE_ST 

If  TPl  test  reported  “NEG”. 

2.  TPl  test  reported  “R”  or  “W”. 
Treat  - proceed  as  under  No.  4 
or  No.  5 . 

1 1 . Circle  3rd  [nE^  then  proceed  as  under  No.  6 above. 

12.  ('ircle  [rT  or  [W.l  below  FtPI  1.  Enter  VDRL  titer  in  5th  titer  box, 

if  reported.  Make  entries  as  under  No.  4 or  No.  5 above. 

Explanations:  The  graph  on  the  obverse  conforms  to  time-sequence  schedules  for  serologic  testing 

of  California  State  Public  Health  Laboratories  The  PROCEDURES  listed  above  should  be  cor- 
related with  their  numerical  equivalents  under  RECORDINC. 

Definitions:  ETA  Fluorescent  Treponemal  Antibody  Absorption  test. 

TPl  Treponema  Pallidum  Immobilization  test. 

VDRL  — Venereal  Disease  Research  Laboratory  nontreponema!  antigen  test. 

Diagnosis;  Primary.  — chancre  present,  serology  positive  or  negative. 

Secondary  — skin,  mucosal  or  other  general  manifestations  present. 

Early  Latent  — asymptomatic  infection  of  less  than  two  years  duration. 

Late  latent  — asymptomatic  infection  of  two  or  more  years  duration. 

Other  — Specify  type,  e.  g..  Neurosyphilis,  Cardiovascular,  Congenital. 
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mapen  ) 6.0  million  units  intramuscularly, 
total. 

Initial  injection  3.0  million  units 

Then  1.5  million  units  at  T and  14  days^ 

after  initial  injeetion. 

Or:  PAM  (Proeaine  Penieillin  G with  2 percent 
aluminum  monostearatel  : (Depo-Penicil- 
lin,  Lentopen,  Wycillin) 

4.8  million  units  total  hy  intramuscular 
injection. 

2.4  million  units  initial  injection 
1.2  million  units  in  each  of  two  subsequent 
injections  three  days  apart 
Or : Aqueous  Procaine  Penicillin  G : 

4.8  million  units  total  hy  intramuscular  in- 
jection 

600,000  units  daily  for  eight  days 
^ hen  penicillin  is  contraindicated,  oral  Tetra- 
cycline or  Er\-thromyein,  in  250  mgni  capsules  is 
recommended,  as  follows : 

Tetracycline  or  Erythromycin  30  to  40  grams 
in  10  to  15  days,  as  follows: 

1.000  mgiii  (four  capsules)  four  times  daily. 
In  neurosyphilis,  cardiovascular  syphilis  and 
late  benign  syphilis,  treatment  should  be  more  in- 
tense and  more  prolonged.  Three  million  units  of 
benzathine  penicillin  G should  be  given  at  weekly 
intervals  for  three  doses  or  a total  of  nine  million 
units.  For  further  information  regarding  treat- 
ment, the  U.S.  Public  Health  Service  Publication 
number  1660  of  January  1968,  entitled  “Syphilis, 
A Synopsis,”  should  be  consulted. 

Stereotyped  treatment,  however,  has  no  place 
in  the  management  of  syphilis.  Therapy  must  be 
individualized.  This  is  true  particularly  in  the 
management  of  late  latent  syphilis.  Not  only  is 
the  duration  of  treatment  important,  but  also  the 
avenue  of  penicillin  administration  may  be  crucial 
in  assuring  efficacy  of  treatment  in  these  patients. 
While  the  mucocutaneous  lesions  of  early  syphilis 
can  be  eradicated  readily  even  by  orally  adminis- 
tered treponemicidal  antibiotics,  the  destruction  of 
spirochetes  in  some  of  the  internal  less  vascular 
tissues  of  the  body  in  patients  with  the  late  latent 
disease  may  not  be  accomplished  even  by  intra- 
muscularly administered  antibiotic.  In  such  pa- 
tients, sometimes  only  continuous  massive  intra- 
venous penicillin  therapy  can  provide  the  high 
concentration  of  penicillin  in  the  blood  necessary 
to  penetrate  and  sustain  treponemicidal  levels  of 
the  antibiotic  in  these  relatively  avascular  tissues. 

Morbidity:  Syphilis  is  a reportable  communica- 
ble disease.  The  reporting  of  patients  serves  the 
dual  purpose  of  giving  information  for  contact 
investigation  to  prevent  further  spread  and  of 
providing  statistical  data  for  determining  prev- 


alence of  the  disease.  Because  of  the  illicit  avenues 
of  transmission  and  the  social  stigma  attached  to 
syphilis,  private  physicians  often  are  constrained 
in  exposing  patients  to  investigation.  In  conse- 
quence, according  to  Webster'®  nine  out  of  ten 
patients  with  syphilis  are  not  reported.  Even 
though  recognizing  the  importance  of  immediate 
treatment  of  patients  with  infectious  syphilis  and 
the  need  to  investigate  the  source  of  infection,  the 
average  physician  today  is  not  seeing  or  not  recog- 
nizing the  disease  at  that  early  stage.'  The  major- 
ity of  syphilitic  patients  reported  have  latent  dis- 
ease and  have  little  knowledge  or  recollection  of 
the  source  of  their  infection.  Hence,  the  tenuity  of 
epidemiological  investigations. 

Statistics  obtained  from  eight  major  cities  in  the 
United  States  confirm  the  preponderance  of  latent 
syphilis  in  the  population."  The  number  of  infec- 
tious cases  reported  in  1968  by  these  cities  was 
2,843  or  26  percent,  while  the  patients  reported 
with  latent  syphilis  totaled  8,082  or  74  percent. 
According  to  Webster,  these  figures  would  have  to 
be  multiplied  by  ten  to  include  the  total  number  of 
patients  with  S3q?hilis  treated  but  unreported  by 
physicians.  How  many  remain  unrecognized  and 
nonspecifically  treated  in  this  hit-and-run  anti- 
biotic age  can  only  be  conjectured.  The  routine 
serologic  screening  of  selected  groups,  such  as 
county  hospital  patients,  inmates  of  correctional 
institutions  and  prisons,  migrant  labor  popula- 
tions would  appear  indicated.  This  should  be 
facilitated  by  automation  such  as  the  recently 
introduced  art  (Automated  Reagin  Test  for  syph- 
ilis) system.'- 
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CASE  REPORTS 


Median  Cerebrofacial 
Dysgenesis 

Donald  R.  Laub,  M.D., 

Donald  J.  Prolo,  M.D., 

Wes  Whittlesey,  M.D.,  and 
Harry  Buncke,  Jr.,  M.D.,  Stanford 

The  congenital  cleft  lip  deformity  is  usually 
considered  a severe  cosmetic  defect,  and  there  is 
general  agreement  that  repair  should  be  under- 
taken within  the  first  several  months  of  age.  Par- 
ticularly if  the  deformity  is  not  bilateral  (or  “dou- 
ble”) the  prognosis  is  generally  good,  and  usually 
there  are  no  other  severe  deformities  associated 
with  the  condition.  The  rare  midline  cleft  lip, 
however,  is  often  accompanied  by  severe  brain 
dysgenesis,  and  it  is  therefore  most  important  to 
recognize  these  cases  of  arhinencephalia,  for  the 
patient  is  likely  not  to  survive  infancy. 

To  those  familiar  with  the  syndrome,  children 
with  midline  cleft  lip  and  palate  present  an  easily 
recognized  and  characteristic  appearance.  Al- 
though cases  of  this  kind  are  sporadic  in  occur- 
rence, they  are  of  sufficient  frequency  to  justify  an 
awareness  of  their  quite  typical  clinical  course. 
Complex  interrelationships  between  the  patient 
and  his  family  demand  of  the  attending  physician 
a knowledge  of  the  patient’s  capacity  for  develop- 
ment, the  likelihood  of  recurrence  in  the  family, 
and  a reasoned  approach  to  therapy.  The  following 
case  underscores  these  considerations. 

Report  of  a Case 

The  patient,  a 2.08  kg  boy,  was  bom  to  a 30- 
year-old  gravida  8 para  8 woman  at  37  weeks  of 
gestation.  Arhinencephaly  was  diagnosed  at  birth. 


From  the  Department  of  Surgery  (Dr.  Laub,  Dr.  Prolo,  Dr.  Buncke) 
and  the  Department  of  Pediatrics  (Dr.  Whittlesey) , Stanford  Univer- 
sity School  of  Medicine,  Stanford,  and  the  San  Mateo  County  Hospi- 
tal, San  Mateo. 

Reprint  requests  to:  Department  of  Surgery,  Stanford  University 
Medical  Center.  Stanford,  Ca.  94305  (Dr.  Laub). 


Review  of  the  pregnancy  showed  no  complica- 
tions. Family  history  included  diabetes  mellitus. 
Two  of  the  patient’s  siblings  had  died  of  nausea, 
vomiting  and  dehydration,  one  at  8 months  and 
the  other  at  18  months  of  age. 

At  birth  the  patient  showed  a wide  midline 
complete  cleft  of  the  lip,  alveolar  ridge  and  palate, 
and  absence  of  the  prolabium,  columella,  premax- 
illa and  nasal  septum.  There  were  no  evident 
extracranial  anomahes  except  undescended  testes 
and  a small  penis.  X-ray  films  of  the  skull  showed 
midline  defects  of  the  sphenoid  and  maxillary 
bones,  hypotelorism  and  absence  of  nasal  bones. 

Within  the  first  month  of  life,  the  patient  was 
noted  to  have  apneic  spells,  for  which  pheno- 
barbital  was  given.  He  was  discharged  at  29  days 
weighing  5 pounds  13  ounces.  He  did  poorly  at 
home  and  at  age  7 months  was  put  into  hospital 
for  pneumonia.  He  had  only  gained  1 pound  3 
ounces  in  the  first  6 months  of  life,  although  the 
mother  obviously  loved  the  child  very  much  and 
was  taking  excellent  care  of  him. 

Because  of  the  attention  focused  on  this  child 
by  the  family  and  their  dissatisfaction  with  gavage 
feedings,  he  was  readmitted  at  8 months  for  repair 
of  the  cleft  lip.  At  this  time  he  was  hydrocephalic 
and  he  had  a high-pitched  cry.  Through  the  an- 
terior fontanel,  which  was  6 cm  wide,  intracranial 
contents  were  bulging.  The  head  transilluminated 
brilliantly  (Figure  1).  The  patient  lay  motionless 
with  no  prehensile  capability,  with  occasional  weak 
active  movements,  and  with  increased  tone  in  all 
extremities.  Generally  hyperactive  stretch  re- 
sponses were  noted  and  Babinski’s  sign  was  evoked 
bilaterally.  He  reacted  to  noxious  stimuli  only. 
Cranial  nerve  examination  revealed  unequal  and 
poorly  reactive  pupils,  horizontal  and  vertical 
nystagmoid  movements  at  rest,  absence  of  doll’s- 
eye  responses,  and  bilateral  deafness.  An  electro- 
encephalogram showed  diffuse  excessive  back- 
ground slowing.  No  spinal  fluid  abnormality  was 
noted.  A ventriculogram  showed  only  a thin 
mantle  of  cerebral  cortex,  a large  single  ventricle, 
and  non-communicating  hydrocephalus.  Chromo- 
some studies,  done  twice,  showed  a normal  karyo- 
type. 
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Figure  1. — Photograph  showing  transillumination  of  the 
head. 


To  enable  the  parents  to  feed  the  child  more 
satisfactorily  and  to  improve  his  appearance,  a 
straight-hne  closure  of  the  midline  cleft  lip  was 
done  at  8 months.  There  were  no  complications 
of  anesthesia.  The  patient’s  temperature  was  care- 
fully monitored  during  the  procedure,  a large  silk 
suture  was  placed  in  the  tongue  and  traction  was 
placed  on  it  on  several  occasions  in  the  postopera- 
tive period  to  relieve  obstruction  of  the  upper  air- 
way. The  wound  healed  without  complication  and 
the  patient  was  discharged  on  the  tenth  day.  He 
was  able  to  suck  from  a premature  infant  nipple, 
and  improvement  in  appearance  made  him  more 
acceptable  within  the  family.  Suddenly  at  age  9 
months  his  pulse  rate  slowed  to  30  per  minute  and 
he  died  shortly  thereafter. 

At  autopsy  the  brain,  which  weighed  200  grams, 
showed  massive  internal  hydrocephalus.  The 
cerebral  cortex,  2 to  3 mm  thick,  was  stretched  into 
a thin  undivided  single  ventricle  or  holosphere, 
which  represented  both  lateral  and  third  ventricles 
and  communicated  with  the  fourth  ventricle  by 
way  of  the  patent  cerebral  aqueduct.  Posteriorly, 
the  ventricular  cavity  was  roofed  over  by  a thin 
membrane.  Olfactory  bulbs  and  tracts  and  cribri- 
form plate  of  the  ethmoid,  corpus  callosum,  for- 
nix, septum  pellucidum,  cerebral  peduncles  and 
medullary  pyramids  were  conspicuously  absent. 
Cranial  nerves  II  to  XII  were  identified.  Ana- 
tomical diagnosis  included  alobar  holoprosen- 
cephaly  in  association  with  a midline  facial  defect; 
hypoplasia  of  thymus,  adrenals,  testes,  and  pitui- 
tary; bi-lobed  right  lung  with  pulmonary  conges- 


tion; cardiac  dilation  and  acute  bronchial  pneu- 
monia. 

Comment 

Although  Rudius'  first  observed  and  recorded 
a description  of  similar  conditions  in  1588,  not  un- 
til 1882  did  Kundrat  identify  the  teratologic  spec- 
trum which  extends  by  degrees  from  cyclopia,  the 
most  extreme  example  of  midline  face  and  brain 
anomaly,  to  the  relatively  mild  absence  of  the  cor- 
pus callosum.^-^-"*  Kundrat  coined  the  term  arhinen- 
cephaly  because  he  felt  that  absence  of  the  olfac- 
tory bulb  and  tract  were  the  cardinal  features  of 
this  disorder.  It  has  been  shown  by  Yakovlev’  that 
the  common  denominator  of  these  malformations 
is  the  failure  of  evagination  of  the  secondary 
telencephalic  vesicles  and  of  cleavage  of  the  pro- 
sencephalon. The  supralimbic  frontal  lobes  in 
front  of  the  gigantopyramidal  cortex  fail  to  de- 
velop, the  olfactory  vesicles  fail  to  evaginate  and 
the  prosencephalon  fails  to  cleave.  Therefore 
Holoprosencephaly  has  been  advanced  as  a more 
accurate  term  than  arhinencephaly  for  this  mal- 
formation, inasmuch  as  not  all  rhinencephalic 
structures  are  absent.^ 

The  typical  appearance  of  median  facial  anom- 
alies should  immediately  alert  the  clinician  that 
dysgenetic  intracranial  states  may  coexist.  Me- 
dian cleft  lip  or  bilateral  cleft  lip  with  absence  of 
median  philtrum  and  premaxilla  and  prolabium 
anlage,  associated  with  orbital  hypotelerism,  flat 
nose,  microcephaly  and  sometimes  trigonocephaly 
together,  signal  the  presence  of  holoprosencephaly 
with  all  its  attendant  implications  for  impairment 
of  function  and  threat  to  life.’-^  Thus  the  terms 
median  cleft  Up,  cebocephaly,  ethmocephaly  and 
cyclopia  describe  variants  of  these  median  facial 
anomalies  which  are  virtually  pathognomic  of 
holoprosencephaly. 

It  must  be  emphasized,  however,  that  not  all 
median  facial  anomalies  reflect  an  underlying  brain 
abnormality.  Median  cleft  nose  and  median  cleft 
prolabium  and  premaxilla  may  occur  in  combina- 
tion with  cranium  bifidum  occultum  frontalis.  Pa- 
tients with  this  condition  have  orbital  hypertelor- 
ism and,  unlike  those  with  midline  facial  anomalies 
associated  with  hypotelorism,  are  usually  not  re- 
tarded.’ 

When  holoprosencephaly  occurs  with  extra- 
cephalic  abnormalities,  the  literature  suggests  the 
affected  patient  is  likely  to  have  13-15  (Di)  tri- 
somy.*-^ This  trisomy  state,  first  reported  in  1960, 
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may  include  cardiac  anomalies,  abdominal  visceral 
abnormalities,  anomalies  of  the  hands,  feet  and 
skin,  in  association  with  cleft  lip  and  palate,  and 
holoprosencephaly.  Although  all  patients  with  Di 
trisomy  are  mentally  retarded  and  all  have  gross 
cerebral  defects,®  not  all  have  agenesis  of  the  olfac- 
tory bulbs,  tracts  and  trigone.^  The  likelihood  of 
recurrence  in  the  same  family  of  both  this  trisomy 
state  and  normal  karyotype  holoprosencephaly  is 
not  yet  known  but  is  probably  remote. 

In  holoprosencephaly  apneic  spells  or  seizures, 
intra-  and  extra-uterine  growth  retardation,  poiki- 
lothermia,  spasticity  and  deficient  psychomotor 
progress  are  common.  These  physiological  abnor- 
malities together  with  the  structural  anomalies  such 
as  cleft  lip  and  palate  direct  the  course  of  therapy. 
Although  patients  with  alobar  holoprosencephaly 
usually  die  within  the  first  year,  others  with  less 
severe  variants  of  this  spectrum  may  have  a normal 
life  expectancy. 

Diagnosis  is  based  on  a careful  general  examina- 
tion which  includes  transillumination  of  the  cal- 
varia (Figure  1).  Patients  with  classical  alobar 
holoprosencephaly  have  characteristic  facies  (Fig- 
ure 2).  If  orbital  hypotelorism  and  trigonocephaly 
are  demonstrated  on  skuU  films,  defects  of  the 
rhinencephalon  and  forebrain  are  probable.  Pneu- 
moencephalography shows  a large  single  holo- 
sphere  which  represents  common  lateral  and  third 
ventricles.  Chromosome  studies  occasionally  show 
abnormalities. 

Therapeutic  efforts  beyond  the  attempt  to  main- 
tain body  temperature  and  nutrition  depend  on 
parental  attitudes.  Where  forces  of  parental  love 
are  compelling,  efforts  to  facilitate  feeding  and  to 
improve  the  infant’s  appearance  by  repair  of  the 
median  cleft  of  lip  and  palate  seem  indicated. 
Surgical  repair  must  be  done  only  with  full  under- 
standing of  the  overall  prognosis  for  the  infant. 
These  considerations  dictated  operative  interven- 
tion in  the  case  here  reported. 

Summary 

A case  of  alobar  holoprosencephaly  is  described 
and  nosological,  embryological,  diagnostic  and 


Figure  2.  — Typical  appearance  of  patient  with  alobar 
holoprosencephaly. 


therapeutic  implications  are  reviewed.  Surgical 
correction  of  facial  defects,  decried  as  futile  by 
some  physicians,  may  well  facilitate  care  of  infants 
with  this  condition  in  certain  circumstances. 
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Secondary  Syphilis 
Misdiagnosed  as  Lymphoma 

D.  R.  Goffinet.  M.D.,  C.  Hoyt,  M.D.,  and 
J.  R.  Eltringham.  M.D.,  Stanford 

In  1968  Symmers  reviewed  the  histologic  material 
of  600  patients  with  an  initial  biopsy  diagnosis  of 
Hodgkin's  disease  and  found  that  three  of  the  pa- 
tients actually  had  either  primary  or  tertiary 
syphilis  as  the  correct  diagnosis.'  However,  25 
years  have  elapsed  since  the  generalized  lymph- 
adenopathy  of  secondary  syphilis  was  last  reported 
to  have  been  misdiagnosed  as  one  of  the  lympho- 
mas, in  particular  giant  follicle  lymphoma.^ 

Since  1944  a new  generation  of  physicians  has 
been  trained,  some  of  whom  have  never  seen  a 
case  of  secondary  syphilis.  Therefore,  attention  is 
again  called  to  the  fact  that  syphilis  is  still  a com- 
mon disease  that  should  be  considered  in  the 
differential  diagnosis  of  generalized  lymphadenop- 
athy.  This  report  describes  two  patients  seen 
recently,  both  of  whom  had  syphilis,  misdiagnosed 
in  one  case  as  giant  follicle  lymphoma  and  in  the 
other  confused  with  Hodgkin’s  disease. 

Report  of  First  Case 

Case  1.  A 31 -year-old  Negro  man  noted  tender 
right  inguinal  lymphadenopathy  in  January  1968, 
but  no  penile  lesions  were  present  and  a vdrl 
report  was  negative.  Erythromycin  was  given  oral- 
ly for  five  days  with  prompt  disappearance  of  all 
palpable  lymph  nodes. 

The  patient  was  then  well  until  October  1968 
when  a slightly  pruritic  widespread  papular  skin 
eruption  appeared,  followed  in  about  two  weeks  by 
generalized  lymphadenopathy.  The  skin  lesions 
were  treated  with  cornstarch  soaks.  Biopsy  of 
material  from  axillary  and  inguinal  nodes  in  No- 
vember was  interpreted  as  giant  follicle  lymphoma, 
and  the  patient  was  subsequently  referred  to  the 
Division  of  Radiation  Therapy  at  Stanford  Uni- 
versity Medical  Center  for  further  evaluation  and 
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treatment.  He  was  taking  no  medications,  had 
not  used  Dilantin®  and  had  no  history  of  mono- 
nucleosis, cat  scratches,  sweats,  or  fevers. 

The  patient,  who  was  healthy-appearing,  had 
generalized  lymphadenopathy,  including  palpable 
epitrochlear  nodes,  all  less  than  2.5  cm  in  size. 
There  was  a generalized  papulo-squamous  erup- 
tion, most  prominent  on  the  palms  and  trunk.  The 
remainder  of  the  examination,  including  neurologi- 
cal, disclosed  no  abnormality. 

The  Venereal  Disease  Research  Laboratory  Test 
(vdrl)  was  reactive  to  1:128  dilution  and  the 
Fluorescent  Treponema  Antibody  Test  (afta) 
was  also  positive.  The  Stanford  surgical  pathol- 
ogists were  of  the  opinion  that  the  lymph  node 
biopsy  sections  showed  reactive  hyperplasia. 

The  patient  was  sent  back  to  the  referring  phy- 
sician with  a diagnosis  of  secondary  syphilis.  A 
Jarisch  - Herxheimer  reaction  developed  during 
penicillin  therapy,  and  palpable  adenopathy  dis- 
appeared within  three  weeks.  A repeat  vdrl  was 
nonreactive  within  three  months. 

Report  of  Second  Case 

Case  2.  A 41 -year-old  single  white  man  was 
well  until  January  1968  when  he  first  noted  small, 
painless,  slowly  enlarging  masses  on  both  sides  of 
the  neck.  A generalized,  erythematous  and  pruritic 
skin  eruption  was  also  noted.  It  cleared  complete- 
ly, without  treatment,  in  a few  days.  There  was 
no  history  of  fevers,  night  sweats,  diphenylhydan- 
toin  (Dilantin®)  intake,  cat  scratches,  mono- 
nucleosis, or  penile  lesions.  A vdrl  test  had  been 
negative  in  1966,  but  the  patient  admitted  to 
having  both  homosexual  and  heterosexual  rela- 
tions since  that  time. 

After  a March  1969  cervical  lymph  node  biopsy 
was  interpreted  as  showing  Hodgkin’s  disease,  the 
patient  was  transferred  to  the  Palo  Alto  Veterans 
Administration  Hospital  for  consideration  of  radi- 
ation therapy. 

Except  for  generalized  lymphadenopathy,  in- 
cluding palpable  epitrochlear  nodes,  no  abnormal- 
ity was  noted  on  physical  examination.  All  nodes 
were  less  than  2 cm  in  diameter.  The  liver  and 
spleen  were  not  palpable,  and  there  were  no  skin 
lesions. 

Results  of  blood  cell  count,  urinalysis,  determi- 
nation of  blood  urea  nitrogen,  SGOT  and  electrolyte 
contents,  and  an  x-ray  film  of  the  chest  were  all 
within  normal  limits.  A vdrl  test  was  reactive  at 
1:128  dilution  and  an  fta  test  was  also  positive. 
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The  reviewing  pathologists  interpreted  the  biop- 
sy material  as  showing  only  lymphoid  hyperplasia 
and  not  Hodgkin’s  disease.  At  that  time,  the  vdrl 
results  became  available,  and  the  clinical  diagnosis 
of  lymphadenopathy  due  to  secondary  syphilis  was 
confirmed. 

On  March  30,  1969,  2.4  million  units  of  Bicil- 
lin®  were  given,  followed  by  a Jarisch-Herxheimer 
reaction  within  24  hours.  One  month  later,  the 
patient  was  asymptomatic,  no  lymph  nodes  were 
palpable,  and  the  vdrl  was  reactive  only  to  1 : 4 
dilution. 

Discussion 

These  two  cases  filustrate  the  fact  that  syphilis 
is  still  a common  although  often  overlooked  dis- 
ease which  must  be  considered  in  the  differential 
diagnosis  of  generalized  lymphadenopathy.  The 
VDRL  remains  an  important  routine  screening  test, 
particularly  when  epitrochlear  nodes  are  palpable 
and  a skin  eruption  involving  the  palms  and  soles 
is  present,  as  in  Case  1.  If,  as  in  both  of  these 
patients,  the  vdrl  is  positive,  then  the  diagnosis  of 


syphilis  can  be  confirmed  by  obtaining  a positive 
FTA  test.  When  skin  lesions  are  present,  particu- 
larly in  the  patient  with  a history  of  many  sexual 
contacts  who  has  generalized  adenopathy,  ap- 
propriate expert  dermatologic  consultation  should 
be  obtained  and  lesions  or  pathologic  specimens 
examined  for  spirochetes. 

That  lymph  node  material  from  patients  with 
secondary  syphilis  can  be  confused  with  lymphoma 
on  biopsy  is  well  shown  by  these  two  cases. 

Summary 

Two  case  histories  are  described  in  which  the 
generalized  lymphadenopathy  of  secondary  syph- 
ilis was  present,  lymph  node  biopsy  was  per- 
formed, and  referral  was  made  with  the  erroneous 
diagnosis  of  lymphoma  in  each  case. 
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INTR\CTABLE  ASCITES 

“Abdominal  paracentesis  ...  as  an  initial  procedure  in  the  management  of  intrac- 
table ascites  does  have  distinct  value.  It  has  diagnostic  value  and  will  effect  an 
immediate  reduction  in  ascites  and,  perhaps  more  important  in  some  of  these 
patients,  a reduction  in  portal  hypertension.  Given  a patient  with  massive  ascites 
and  bleeding  varices  as  he  enters  the  emergency  room,  I do  feel  a very  reason- 
able and  helpful  adjunct  to  therapy  is  to  remove  the  ascitic  fiuid  as  soon  as  pos- 
sible in  order  to  reduce  portal  hypertension.  The  use  of  paracentesis  as  a chronic 
measure,  I think,  is  contraindicated.  It  merely  depletes  the  patient  of  already 
sorely  needed  protein  sources  and  is  relatively  ineffective.  It’s  associated  with  an 
incidence  of  infection  and  other  complications.  So  as  a chronic  measure,  paracen- 
tesis should  not  be  considered  in  the  therapeutic  regimen.” 

— Fenton  Schaffner,  M.D.,  New  York  City 
Extracted  from  Audio-Digest  Surgery,  Vol.  16, 
No.  6,  in  the  Audio-Digest  Foundation’s  sub- 
scription series  of  tape-recorded  programs. 
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Graves’  Disease  in 
Non-Identical  Twins 

Joseph  A.  Volpe,  Major,  MC,  USA,  San 
Francisco;  Eugene  T.  Morita,  Major,  MC, 
USA,  Denver,  and  Gerald  S.  Johnston, 
ETC,  MC,  USA,  San  Francisco 

There  have  been  several  reports  of  Graves’  dis- 
ease (diffuse  toxic  goiter)  in  identical  twins.’  ® The 
following  report  of  its  occurrence  in  a set  of  non- 
identical twins  of  opposite  sex  appears  unique  in 
the  literature. 

Case  1:  Beginning  in  January  1969,  the  patient, 
a 22-year-old  white  man,  had  gradual  onset  of 
weight  loss,  excessive  appetite,  weakness,  palpita- 
tion, sweating,  diarrhea,  and  prominence  of  the 
eyes.  In  August  1969,  his  pulse  rate  was  100  per 
minute.  There  was  a prominent  stare,  tremor, 
warm  moist  skin  and  brisk  reflexes.  The  thyroid 
gland  was  diffusely  enlarged,  and  a bruit  could 
be  heard.  The  I‘^‘  uptake  was  49  percent  (normal 
15  to  45  percent),  serum  T4  11.8  micrograms  per 
100  ml  (normal  3 to  6.5  micrograms)  and  the  T3 
resin  uptake  43  percent  (normal  29  ± 5 percent). 
The  patient  improved  with  propylthiouracil  ther- 
apy. 

Case  2:  The  patient,  a twin  sister  of  the  patient 
in  Case  1,  suffered  anoxia  and  brain  injury  at  birth 
and  now  spends  nine  months  a year  in  an  institu- 
tion for  retarded  persons.  In  May  1969  she  be- 
came extremely  nervous  and  irritable  and  had  a 
20-pound  loss  in  weight.  The  pulse  rate  was  140 
per  minute  and  the  blood  pressure  180/70  mm  of 
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mercury.  The  thyroid  gland  was  diffusely  enlarged. 
Protein-bound  iodine  was  12.2  micrograms  per 
100  ml  and  the  Tj  uptake  was  43  percent.*  She 
responded  to  propylthiouracil. 

Discussion 

It  has  been  recognized  that  hereditary  predispo- 
sition to  the  development  of  Graves’  disease  exists 
and  it  is  postulated  that  the  gene  is  transmitted  as 
a multifactorial  genetic  inheritance.^”  The  familial 
incidence  of  Graves’  disease  has  been  as  high  as 
60  percent  in  some  series.’”  Martin  and  Fisher 
found  a higher  incidence  among  siblings  than 
among  parents  in  the  families  of  90  propositi  with 
Graves’  disease — 16  of  160  siblings  as  against  1 
of  180  parents.’®  The  simultaneous  occurrence 
(concordance)  of  Graves’  disease  in  both  members 
of  non-identical  twins  has  been  reported  rarely. 
In  an  extensive  survey  of  Danish  twins,"*  58  sets 
were  found  in  which  at  least  one  member  of  the 
pair  had  Graves’  disease  (thyrotoxicosis  and 
goiter).  Twenty-one  were  identical  twins  and 
37  were  non-identical.  The  incidence  of  concord- 
ance among  the  identical  twins  was  76  percent 
(16  of  21).  Only  10  percent  of  the  non-identical 
twins  were  concordant  for  Graves’  disease  (4  of 
37).  It  is  interesting  that  the  four  non-identical 
twins  concordant  for  the  disease  were  of  the  same 
sex. 


•Performed  at  another  instimtion.  Normals  unknown. 
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Medical  Progress 


Recent  Advances  in  Surgery  of 
Congenital  Heart  Disease 

Frank  Gerbode,  M.D.,  and  Giridhari  Sharma,  M.D.,  San  Francisco 


■ In  the  cyanotic  group  palliative  procedures  for  transposition  of  the 
great  arteries  are  frequently  life-saving  in  infancy,  and  the  definitive 
operations  such  as  the  atrial  baffle,  and  the  Rastelli  procedure  for  those 
with  ventricular  septal  defect  and  pulmonic  stenosis,  are  now  firmly 
established.  In  tetralogy  of  Fallot  shunting  procedures  continue  to  be 
employed  in  infancy  and  early  childhood,  and  the  complete  repair  is 
usually  done  after  the  age  of  five.  Corrective  operations  for  total  anom- 
alous venous  return  may  have  to  be  staged,  and  the  results  are  more 
satisfactory  in  older  children.  T he  various  forms  of  endocardial  cushion 
defects  can  usually  be  recognized  accurately  preoperatively,  and  where 
the  normal  anatomical  relationships  can  be  restored,  excellent  results 
obtained.  Brilliant  operative  success  can  now  be  had  in  some  forms  of 
truncus  arteriosus  and  double  outlet  right  ventricle. 

It  is  quite  common  to  find  congenital  heart  disease  in  adults,  fre- 
quently after  many  years  of  having  been  treated  as  rheumatic  heart 
disease.  The  operative  risk  in  this  group  is  less  than  10  percent,  and  in 
most  instances  such  patients  are  restored  to  their  normal  physiological 
age  after  operation. 


Remarkable  advances  have  been  made  in  the 
surgical  treatment  of  congenital  cardiac  malfor- 
mations in  the  past  decade.  Many  of  the  old  pro- 
cedures have  established  a permanent  place  in 
surgical  therapy,  while  new  operations  are  being 
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devised  for  hitherto  uncorrectable  complex  lesions. 
If  the  1940s  are  to  be  remembered  for  the  be- 
ginning of  surgical  correction  of  extracardiac 
lesions  (patent  ductus  arteriosus  and  coarctation) 
and  the  1950s  for  the  introduction  of  extracor- 
poreal circulation,  the  past  decade  wUl  be  re- 
membered for  the  improvement  in  mortality  sta- 
tistics as  surgeons  continue  to  learn  more  about 
preoperative,  intraoperative,  and  postoperative 
care  of  the  patient  with  congenital  heart  disease. 

Healthy  development  in  this  field  is  noted  in 
attempts  to  establish  classification,  nomenclature, 
criteria  for  diagnosis  (New  York  Heart  Associa- 
tion, 1964)  • development  of  a method  of  coding 
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TABLE  1. — Procedures  Used  in  Treatment 
of  Transposition  of  the  Great  Arteries 


Palliative: 

1.  Creation  of  atrial  septal  defect  (Blalock  and  Hanlon,.. 
1949). 

2.  Baffes’ operation  (1956). 

3.  Balloon  septostomy  (Rashkind  et  al,  1966). 

4.  Edwards’ procedure  ( 1966). 

Corrective: 

1.  Correction  at  the  atrial  level  (Senning,  1959  and 
Mustard,  1964). 

2.  Correction  at  the  arterial  level  (Kay,  1955). 

3.  Correction  at  the  ventricular  level  (Rastelli,  et  al, 
1969). 


T.ABLE  2. — Results  of  Mustard  Operation" 

Type  III 

i Transposition, 

Transposition  Type  11  VSD  and 

with  with  VSD  Pulmonary 

Intact  Septum  Transposition  Stenosis 


Author 

Patients 

Mortality 
( Percent) 

Patients 

Mortality 

(Percent) 

Patients 

Mortality 

(Percent) 

Aberdeen 

35 

14 

13 

15 

1 

100 

Cooley 

9 

28 

5 

80 

8 

75 

Kirklin 

6 

16 

13 

30 

2 

50 

Mustard 

18 

29 

6 

84 

4 

100 

for  data  processing  systems  (Kerth  et  al)^  and 
cooperative  studies  involving  various  centers  (Kit- 
tle, 1968)^  regarding  “categorizing  and  defining 
quantitatively  the  preoperative  observations  which 
are  predictive  of  risk  and  quality  of  survival.” 

The  purpose  of  this  communication  is  to  review 
briefly  the  new  developments  in  the  surgical  ther- 
apy of  congenital  heart  disease  and  also  to  analyze 
the  results  of  operation  for  common  congenital 
cardiac  defects  from  various  centers  including  our 
own.  The  shortness  of  this  review  necessitates  ex- 
clusion of  many  excellent  series.  Adequate  de- 
scription of  the  procedures  or  acknowledgement 
of  the  contributions  from  many  distinguished  con- 
tributors is  impossible  for  the  same  reason. 

Cyanotic  Group 
Transposition  of  the  Great  Arteries 

Transposition  of  the  great  arteries  is  the  com- 
monest cause  of  mortality  in  infants  born  with 
congenital  heart  disease.  Eighty-six  percent  of 
these  children  die  during  the  first  six  months  of 
life.  As  the  operations  for  this  anomaly  have  to 
be  performed  in  very  small  infants,  the  surgical 
risk  is  extremely  high.  In  recent  years,  a number 
of  palliative  and  corrective  procedures  have  been 
available  since  the  creation  of  an  atrial  septal  de- 
fect was  suggested  by  Blalock  and  Hanlon.’'  (See 
Table  1.) 


Among  the  palliative  procedures,  the  Blalock- 
Hanlon  operation  has  been  the  most  commonly 
employed,  even  though  the  lowest  mortality  figure 
reported  with  this  operation  is  18  percent  (Ochs- 
ner  et  al).’  In  the  future,  however,  balloon  sep- 
tostomy, as  described  by  Rashkind,®  will  be  used 
more  frequently  because  of  the  low  mortality 
associated  with  it. 

Until  recently,  the  reports  of  successful  total 
correction  of  transposition  of  the  great  arteries 
were  few  and  isolated  (Senning,’  Kirklin*).  In 
1964,  Mustard’’  described  a method  of  correction 
at  the  atrial  level,  using  a pericardial  baffle  on  a 
principle  described  originally  by  Albert.'®  Subse- 
quent use  of  this  procedure  by  other  surgeons 
was  very  prompt  and  their  results  are  compared 
in  Table  2."  For  transposition  with  pulmonic 
stenosis  and  ventricular  septal  defect,  the  results 
of  the  Mustard  operation  are  not  so  satisfactory. 
Rastelli  et  al,  1969”  recently  devised  a new 
method  of  correction  at  the  ventricular  level  and 
used  it  successfully  in  several  children.  The  reader 
is  referred  to  their  excellent  paper  for  the  details 
of  the  correction,  which  basically  consists  in 
using  a prosthetic  baffle  between  the  ventricular 
septal  defect  and  the  aortic  orifice  so  as  to  divert 
the  flow  of  blood  from  the  left  ventricle  to  aorta. 
An  aortic  homograft  or  autologous  fascia  lata 
graft  is  used  to  reconstruct  a new  right  ventricular 
outflow  tract  from  the  anatomic  right  chamber. 

Tetralogy  of  Fallot 

Surgical  treatment  for  tetralogy  of  Fallot  is  25 
years  old,  a quarter  century  having  passed  since 
Blalock  and  Taussig  devised  a method  of  systemic- 
pulmonary  anastomosis  for  this  anomaly  which 
comprises  30  percent  of  the  cyanotic  group  and 
1 1 percent  of  all  congenital  cardiac  malformations. 
Table  3 lists  a number  of  palliative  and  corrective 
procedures  in  use  for  tetralogy.  The  variation  in 
the  degree  of  outflow  obstruction  of  the  right 
ventricle  in  tetralogy  accounts  for  such  a variety 
of  surgical  procedures  and  the  need  for  surgery 
at  the  different  levels. 

Early  palliative  shunting  procedures  are  re- 
quired for  many  of  the  severely  cyanotic  infants. 
In  the  infants  who  have  anoxic  difficulties  before 
the  age  of  two  months,  the  outlook  may  be  poor 
because  of  atretic  pulmonary  vessels;  however,  it 
is  frequently  possible  to  perform  a systemic-pul- 
monary artery  anastomosis  even  in  small  infants. 
It  is  usually  technically  more  satisfactory  to  use 


26  MAY  1970  • 112  • 5 


TABLE  3. — Surgical  Procedures  in  Use 
for  T etralogy  of  Fallot 


Palliative:  Corrective: 

Systemic-Pulmonary  shunts  • Lillehei  (1955) 

• Blalock-Taussig  ( 1945) 

• Potts  (1946) 

• Glenn  (1956) 

• Waterston  (1962) 

Direct  attack  on  pulmonic  valve 

• Brock  (1948) 


TABLE  4. — Surgical  Mortality  of  Blalock-Taussig 
Operation 


A/f/jhor 

Number  of  Cases 

Mortality 

(Percent) 

Taussig-Bauersfeld  (1953) 

857 

15.0 

Moller  (1962) 

148 

14.9 

Hallman-Cooley  (1963) 

205 

8.3 

Gerbode  (1963) 

132 

8.5 

Shumacker-Mandelbaum  (1960) 

115 

4.3 

Sulamma  (1964) 

51 

3.9 

the  subclavian  artery  arising  from  the  innominate.'^ 
The  results  of  this  operation  are  summarized  in 
Table  4.  The  Potts type  of  anastomosis  and  the 
Glenn  procedure  are  not  as  frequently  used  be- 
cause of  the  technical  difficulty  at  the  time  of  total 
correction.  Some  surgeons  prefer  the  Waterston 
type  of  shunt,  between  the  ascending  aorta  and 
right  pulmonary  artery.'^ 

Most  surgeons  prefer  not  to  operate  for  total 
correction  in  children  less  than  five  years  of  age, 
although  others  are  ready  to  lower  this  age  limit  to 
three.  The  surgical  mortality  for  total  correction 
has  improved  considerably  since  Lillehei’s'"'  first 
attempt  under  cross  circulation.  This  certainly  can 
be  attributed  to  better  understanding  of  the  an- 
atomic features  of  the  lesion  and  the  conduction 
system  of  the  heart,  and  to  greatly  improved  meth- 
ods of  perfusion  and  postoperative  care.  (See 
Tables.) 

Anomalous  Pulmonary  Venous  Drainage 

This  anomaly,  which  frequently  is  fatal  during 
the  first  year  of  life,  consists  of  all  the  pulmonary 
veins  opening  into  the  right  atrium  by  means  of 
a left  superior  vena  cava  or  various  other  partial 
or  total  venous  return  to  the  right  atrium,  coro- 
nary sinus,  or  inferior  vena  cava.  In  total  anom- 
alous venous  return,  the  systemic  distribution  of 
blood  occurs  through  a patent  foramen  ovale. 
Often  in  this  condition  congestive  failure  develops 
in  early  infancy.  The  corrective  operation  for  this 
abnormality  consists  of  the  anastomosis  of  the  left 


TABLE  5. — Surgical  Mortality  of  Total  Correction 
of  Tetralogy  of  Fallot 


Author 

Number  of  Cases 

Mortality 
{ Percent) 

Kirklin  (1965) 

509 

7.0 

Kimoto  (1965) 

72 

19.0 

Zenker  (1964) 

216 

24.0 

Zerbini  (1965) 

221 

13.5 

Gerbode  (1963) 

75 

13.0 

Kay  (1959) 

50 

18.0 

Barnard  & Schrire  ( 1961 ) 

42 

17.0 

Mustard  ( 1962) 

188 

13.0 

Shumway  ( 1965) 

44 

Malm  (1963) 

41 

atrium  to  the  common  pulmonary  vein  which  lies 
behind  it,  and  ligation  of  the  left  superior  vena 
cava.  As  some  of  the  patients  have  a hypoplastic 
left  heart.  Mustard’*  suggested  delaying  closure  of 
the  atrial  septal  defect  in  these  cases.  Another 
method  we  have  used  is  delayed  ligation  of  the  left 
superior  vena  cava.  Pulmonary  edema  is  the 
leading  cause  of  death  in  such  patients  after  sur- 
gical repair.  The  results  of  operation  for  partial 
anomalous  venous  return  are  excellent.  The  mor- 
tality rate  for  surgical  operation  in  total  anomalous 
return  in  infants  is  53  percent,'^  whereas  in  the 
older  age  group  the  prognosis  is  much  bettei . Oc- 
casionally, one  finds  adults  who  have  escaped  diag- 
nosis of  total  anomalous  venous  return  during 
childhood,  but  who  can  be  operated  upon  success- 
fully. One  of  these  had  served  in  the  infantry  in 
the  last  European  war. 

Rare  Anomalies 

Among  the  less  common  cyanotic  conditions, 
new  methods  of  corrections  have  been  suggested 
for  tricuspid  and  pulmonary  atresia,  and  Ebstein’s 
malformation  of  tricuspid  valve.  The  superior 
vena  cava  to  right  pulmonary  artery  anastomosis'^ 
has  provided  good  temporary  palliation  in  these 
cases. 

Tricuspid  atresia.  Patients  with  tricuspid  atresia 
are  cyanotic,  have  left  ventricular  hypertrophy, 
and  a heart  of  relatively  normal  size  because 
of  the  atretic  tricuspid  valve  and  hypoplastic  right 
ventricle.  Operation  is  usually  required  early  in 
infancy  because  of  the  high  mortality  during  the 
first  year  of  life  in  untreated  cases.  Excellent  pal- 
liation can  be  obtained  by  systemic-pulmonary 
artery  shunt  or  the  Glenn  operation,  but  recently 
Rams  et  al  (1966)^°  suggested  an  operation  which 
seems  quite  imaginative.  They  described  a three- 
stage  correction  for  this  condition:  Glenn  opera- 
tion in  the  first  stage,  an  anastomosis  between  right 
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atrial  appendage  and  main  pulmonary  artery  as 
the  second  stage  and  closure  of  the  atrial  septal 
defect  in  the  third  and  final  stage. 

Pulmonary  atresia.  Pulmonary  atresia  with  nor- 
mal aortic  root  is  another  uncommon  but  chal- 
lenging anomaly  because  of  the  mortality  rate  of 
80  percent  during  the  first  year  of  life.  In  this  con- 
dition the  pulmonary  valve  and  artery  are  hypo- 
plastic and  the  right  ventricle  rudimentary.  Life 
is  maintained  by  a patent  ductus  arteriosus,  closure 
of  which  accounts  for  the  shortened  life  span. 
Shunting  procedures  are  feasible  but  mortality  is 
high.  Campbell^'  collected  reports  of  27  cases 
and  noted  good  results  in  only  25  percent.  Four 
patients  in  his  own  purview  went  on  to  survive  to 
the  ages  of  three,  five,  eight,  and  ten  years  with 
shunt  operations.  Sometimes  it  is  better  to  do  both 
caval  and  systemic  shunts  in  these  patients. 

Ebstein’s  anomaly.  In  this  malformation  there 
is  abnormal  displacement  of  tricuspid  valve  into 
the  right  ventricle.  In  correcting  it,  one  has  to  take 
into  consideration  the  conditions  of  valve  leaflets 
and  atrialized  right  ventricle  distal  to  the  valve.  If 
the  valve  is  fairly  normal,  it  is  possible  to  return 
the  valve  and  its  annulus  to  the  annulus  fibrosis 
with  the  excision  of  atrialized  portion  of  right 
ventricle,  as  done  by  Hardy  and  his  associates. 
However,  if  the  valve  leaflets  are  severely  de- 
formed they  have  to  be  removed  and  a prosthetic 
valve  inserted.^’ 

Acyanotic  Group 
Septal  Defects 

Ventricular  septal  defect.  Ventricular  septal  de- 
fects with  pulmonary  hypertension  constitute  a 
major  challenge  during  infancy,  whereas  mortality 
for  operating  upon  defects  with  normal  pulmonary 
artery  pressure  is  approaching  zero.  Most  infants 
with  ventricular  septal  defects  can  be  managed  by 
medical  regimen  during  the  first  year  of  life,  while 
some  may  require  pulmonary  artery  banding  be- 
cause of  high  pulmonary  flow.  This  procedure  car- 
ries an  acceptably  low  mortality  and  allows  the  sur- 
geon a period  of  two  to  three  years  for  definitive 
open  heart  repair.^'*  In  the  presence  of  severe  left 
ventricular  failure,  progressive  pulmonary  vascular 
disease  and  severe  growth  failure,  an  early  intra- 
cardiac repair  of  the  ventricular  septal  defect  may 
be  preferable  to  pulmonary  artery  banding.  An 
ideal  candidate  for  intracardiac  repair,  however, 
is  a child  more  than  five  years  old  with  large  left- 


TABLE  6. — Surgical  Mortality:  Endocardial  Cushion 
Defects — Partial  A-V  Canal 


Author 

Number  of  Cases 

Mortality 

(Percent) 

Scott  (1962) 

32 

19 

Mustard  (1965) 

61 

16 

McGoon  (1959) 

35 

6 

Barnard  (1968) 

28 

7 

Gerbode  (1967) 

39 

5 

TABLE  7. — Surgical  Mortality:  Endocardial  Cushion 
Defects — Complete  A-V  Canal 


Author 

Number  of  Cases 

Mortality 

(Percent) 

Mustard  (1965) 

23 

73 

McGoon  (1959) 

15 

73 

Scott  (1962) 

12 

67 

Barnard  (1968) 

6 

33 

Gerbode  (1967) 

29 

30 

to-right  shunt  with  a slight  to  moderate  elevation  of 
right  ventricular  pressure.  We  believe  that  virtual- 
ly all  ventricular  septal  defects  with  shunts  above 
2 to  1 should  be  closed  by  the  age  of  ten,  since  the 
chances  of  spontaneous  closure  beyond  that  age 
are  minimal. 

Atrial  septal  defects.  Closure  of  an  atrial  septal 
defect  of  secundum  type  is  one  of  the  most  gratify- 
ing operations  in  cardiac  surgery.  The  mortality 
is  less  than  2 percent.^^-^®  We  recommend  opera- 
tion in  all  children  five  years  of  age  or  older  who 
have  shunts  greater  than  1.5  to  1. 

Endocardial  cushion  defects.  This  term  was 
introduced  by  Watkins  and  Gross. In  includes  a 
group  of  defects  previously  called  partial  or  com- 
plete atrioventricular  canal.  Our  preference  is, 
however,  for  the  classification  of  PauP*:  ostium 
primum  defect,  with  cleft  mitral  valve,  with  cleft 
tricuspid  and  mitral  valves,  and  atrioventricular 
communis  with  ventricular  septal  defect  and  mitral 
and  tricuspid  valves  appearing  as  common  valve. 
Our  preferred  method  of  repair  of  the  different 
types  is  described  elsewhere. The  mortality  asso- 
ciated with  operating  upon  patients  with  complete 
A-v  canal  is  understandably  high  because  of  the 
anatomical  complexities,  and  low  in  the  partial 
A-v  canal  group.  The  high  mortality  in  the  former 
group  (Tables  6 and  7)  is  mainly  due  to  the  lack 
of  satisfactory  cusp  tissue  (as  a result  of  which 
neither  the  valves  nor  the  defect  can  be  repaired ) , 
surgical  heart  block,  and  frequent  association  of 
other  anomalies.  Patients  who  survive  operation 
are  generally  greatly  improved  or,  in  fact,  com- 
pletely cured. 
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Stenotic  Valve  Lesions 

Valvular  pulmonic  stenosis  with  intact  ventricu- 
lar septum  represents  about  10  percent  of  con- 
genital abnormalities.  In  infancy,  it  constitutes  a 
major  threat  to  life  if  not  recognized  and  treated 
early.  Infants  with  one  anoxic  episode  or  in  con- 
gestive failure  require  immediate  operation,  while 
older  children  with  gradients  across  the  pulmonary 
valve  can  be  operated  upon  electively.  The  opera- 
tive approach  is  either  transventricular  or  trans- 
arterial  via  pulmonary  artery.  Although  blind 
valvotomy  and  the  open  operation  utilizing  inflow 
occlusion  and  hypothermia  have  been  employed, 
it  is  our  preference  to  perform  the  open  procedure 
with  the  aid  of  extracorporeal  circulation  in  nearly 
all  instances,  as  the  operative  risk  is  less  and  the 
result  more  satisfactory. 

Congenital  Aortic  Stenosis 

This  condition  may  be  valvular,  subvalvular, 
supravalvular  or  a combination  of  these.  Severe 
valvular  stenosis  can  be  the  cause  of  sudden  death 
in  childhood,  but  the  usual  symptoms  are  fa- 
tiguability,  exertional  dyspnea,  angina  pectoris  and 
syncope.  Though  the  valvular  stenosis  is  the  most 
common,  muscular  subaortic  stenosis  is  the  lesion 
which  has  been  the  subject  of  recent  clinical  curi- 
osity and  investigation. The  results  of  surgical 
treatment  in  muscular  subaortic  stenosis  are  very 
satisfactory.  Although  several  methods  of  relieving 
the  obstruction  have  been  suggested  we  have  found 
that  very  satisfactory  results,  with  no  mortality, 
have  been  obtained  with  a method  similar  to  that 
described  by  Trimble”  and  Morrow.”  For  valvular 
stenosis,  careful  commissurotomy  is  necessary  and 
residual  gradients  are  common.  For  supravalvular 
stenosis  a prosthetic  gusset  is  used  for  widening  the 
orifice.  At  present  there  is  no  acceptable  operation 
for  hypoplastic  aortic  annulus. 

Miscellaneous  Congenital  Anomalies 
Persistent  Tr uncus  Arteriosus 

In  recent  years  there  have  been  brilliant  reports 
of  successful  operations  for  correction  of  complex 
anomalies  which  were  previously  considered  un- 
treatable.  Persistent  truncus  arteriosus  is  a condi- 
tion in  which  a pulmonary  artery  arises  from  a 
single  aortic  vessel,  the  truncus,  where  it  leaves  the 
base  of  the  heart.  Also  there  is  a high  ventricular 
septal  defect.  This  single  trunk  supplies  the  coro- 
nary and  the  systemic  and  pulmonary  circulation. 


TABLE  8. — Results  of  Operation  in  Infants 
with  Congenital  Heart  Disease 
Under  the  Age  of  Two  Years 


Au//fOr 

Number  of  Cases 

Mortality 

(Percertt) 

Zerbini  ( 1964) 

71 

41 

Thorkelsen  (1964) 

200 

33 

Cooley  (1964)* 

500 

27 

Gerbode  (1964) 

147 

25 

Aberdeen  (1968)* 

835 

32 

* Under  one  year  of  age. 


TABLE  9. — Mortality  During  the  First  Year  of  Life — 
(From  Various  Autopsy  Series) 


Congenital  Cardiac  Lesion 

Percentage  Dying  Under  One 
Year  of  Age — (Percent) 

Pulmonary  atresia 

100 

Transposition  of  great  vessels 

85 

Tricuspid  atresia 

83 

Total  anomalous  pulmonary 

venous  drainage 

80 

Pulmonary  stenosis 

70 

Coarctation  of  aorta 

75 

Tetralogy  of  Fallot 

45 

Ventricular  septal  defect 

42 

TABLE  10. — Results  of  Operation  in  Adults  Over  21 
with  Congenital  Cardiac  Lesions 


No.  patients 

Hospital  Mortality 

Open  Heart  Operations 
Atrial  septal  defect 
(secundum) 

126 

6 ( 4.7%) 

Endocardial  cushion  defects 

16 

2 (12.4%) 

Tetralogy  of  Fallot 

28 

6 (21%) 

Ventricular  septal  defects 

21 

1 ( 5%) 

Pulmonary  Stenosis 

18 

0 

Ruptured  aneurysms  of  the 
sinus  of  Valsalva 

9 

1 (11%) 

Left  ventricular  outflow  tract 
obstruction  other  than 
valvular  aortic  stenosis 

12 

2 (16.6%) 

Miscellaneous 

10 

4 

Subtotal 

240 

22  ( 9.1%) 

Closed  Procedures 

Patent  ductus  arteriosus 

29 

0 

Coarctation  of  the  aorta 

33 

2 ( 6%  ) 

Congenital  heart  block 

1 

0 

Subtotal 

63 

2 ( 3.2% ) 

Total 

303 

24  ( 8%) 

Fifty  percent  of  the  children  born  with  this  anom- 
aly are  dead  within  the  first  six  months  of  life  and 
survival  up  to  early  adult  life  is  possible  only  if 
the  pulmonary  arteries  are  small.  Pulmonary 
artery  banding  is  used  as  temporary  palliation  but 
the  results  are  not  satisfactory.  Recently  Wallace 
et  al  (in  1968)”  and  Weldon  (in  1968)”  devised 
a method  of  successful  total  correction.  This  con- 
sists of  the  closure  of  the  ventricular  septal  defect 
and  the  reconstruction  of  a new  right  ventricular 
outflow  tract  and  main  pulmonary  artery,  utilizing 
a honiograft  ascending  aorta  with  its  aortic  valve. 
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TABLE  11. — Surgical  Classification  of  Congenital  Heart  Disease  According  to  Operability 


I.  Operable  or  Surgically  Correctable  Lesions 

A.  Acyanotic  Group 

1.  Lesions  With  Abnormal  Pulmonary-Systemic 
Shunts 

(a)  Excellent  results  as  surgery  is  low  risk 

Patent  ductus  arteriosus 
Atrial  septal  defect 
Ventricular  septal  defect 
Aorto-pulmonary  window 
Pulmonic  stenosis  with  asd 
Pulmonic  stenosis  with  vsd  (acynotic 
tetrology) 

Coronary  arteriovenous  fistula 
Ruptured  aortic  sinuses  of  Valsalva 
Partial  atrioventricular  canal 
Ebstein’s  anomaly  with  asd  and  left  to  right 
shunt 

Left  ventricle-right  atrial  communications 
Aberrant  pulmonary  artery 

(b)  High  risk  associated  with  operation 

Complete  atrioventricular  canal 
Large  ventricular  septal  defect  with 

pulmonary  hypertension  during  infancy 
Preductal  coarctation  of  aorta 

2.  Lesions  Without  Abnormal  Pulmonary- 
Systemic  Shunts 

(a)  Excellent  results  as  operation  is  low  risk 

Coarctation  of  aorta 
Pulmonic  stenosis  (isolated) 

Congenital  aortic  stenosis 
Anomalies  of  the  aortic  arch 
Anomalies  of  the  coronary  arteries 

(b)  High  risk  associated  with  operation 

Tricuspid  stenosis  and  atresia  without  asd 
Ebstein’s  malformation  without  asd 
Congenital  mitral  stenosis 
Cor  triatriatum 
Ectopia  cordis 

Congenital  diverticulum  of  the  left  ventricle 

B.  Cyanotic  Group 

1.  Lesions  Resulting  in  Decreased  Pulmonary 
Blood  Flow 

(a)  Excellent  results  as  operation  is  low  risk 

Pulmonic  stenosis  as  with  asd  with  right-to- 
left  shunt 

Tetralogy  of  Fallot 
Pentalogy  of  Fallot 

Abnormalies  of  cava:  ivc  or  svc  to  left 
atrium 


(b)  High  risk  associated  with  operation 
Pulmonary  atresia 
Tricuspid  atresia 
Persistent  truncus  arteriosus  with 
hypoplastic  pulmonary  arteries 
Ebstein’s  anomaly  with  asd  and  right-to-left 
shunt 

2.  Lesions  Resulting  in  Increased  Pulmonary 
Blood  Flow 

(a)  Excellent  results  as  operation  is  low  risk 

Partial  anomalous  pulmonary  venous  return 
Total  anomalous  pulmonary  venous  return 
with  normal  pulmonary  vascular 
resistance 

Transposition  of  great  vessels  with  intact 
ventricular  septum 

Congenital  pulmonary  arteriovenous  fistula 

(b)  High  risk  associated  with  operation 

Truncus  arteriosus 
Double  outlet  right  ventricle 
Transposition  of  great  arteries  with  vsd  or 
pulmonic  stenosis 

II.  Nonoperable  or  Surgically  Uncorrectable  Lesions 
Single  ventricle 

Hypoplastic  left  heart  syndrome 
Mitral  atresia 
Aortic  atresia 
Atresia  of  aortic  arch 
Hypoplasia  of  the  aorta 
Complete  atrioventricular  canal  with  severe 
deficiency  of  valve  tissue 

Tricuspid  and  pulmonary  atresia  with  transposition 
of  great  arteries 

Truncus  arteriosus  with  severely  hypoplastic 
pulmonary  arteries 
Taussig-Bing  anomaly 

HI.  Lesions  In  Which  Operation  Is  Contraindicated 
Endocardial  fibroelastosis 
Primary  pulmonary  hypertension 
Eisenmenger’s  syndrome:  any  lesion  or 
combination  of  lesions  in  which  shunt  is 
reversed  due  to  pulmonary  circulatory 
obstruction 
Von  Gierke’s  disease 

Idiopathic  hypertrophy  of  heart  (Familial 
cardiomyopathy ) 

IV.  Lesions  In  Which  Operation  Is  Usually  Not  Necessary 
Dextrocardia 
Dextro-rotations 
Corrected  transpositions 


Double  Outlet  Right  Ventricle 

Double  outlet  right  ventricle,  a rare  but  inter- 
esting anomaly,  was  formerly  considered  inoper- 
able. In  essence  it  is  a variety  of  incomplete 
transposition  in  which  the  anterior-posterior  rela- 
tion of  the  great  arteries  may  be  normal  but  the 
aorta  originates  from  the  right  ventricle.  The  only 
outlet  to  the  left  ventricle  is  through  the  ventricu- 
lar septal  defect.  The  correction  described  by 
Redo  et  al  in  1963^’"  and  Kirklin  in  1964^*  consists 
in  the  use  of  a prosthetic  or  tissue  baffle  so  as  to 
provide  a tunnel  between  the  ventricular  septal 
defect  and  the  aortic  orifice.  Usually  the  ventricu- 
lar septal  defect  needs  enlarging.  With  operation 

• I 1 2 • 


the  outlook  is  quite  encouraging,  for  the  life  ex- 
pectancy is  poor  in  infancy.  (In  aU  13  cases  in  the 
autopsy  series  from  Johns  Hopkins  the  patients 
were  under  six  months.) 

Cardiac  Surgery  in  Infants 

Although  the  surgical  mortality  in  the  first  two 
years  of  life  was  very  high  in  early  days  of  cardiac 
surgery  there  has  been  steady  improvement  due 
not  only  to  advancements  in  technique  and  post- 
operative care,  but  equally  to  the  current  accuracy 
in  diagnosis.  (See  Table  8.)  Today  it  is  customary 
to  perform  cardiac  catheterization  and  angiography 
at  any  hour  on  an  emergency  basis.  It  must  be 
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emphasized  also  that  the  first  year  of  life  is  ex- 
tremely critical  for  these  infants.  Table  9 gives 
the  percentage  of  cause  of  death  of  infants  lost 
under  the  age  of  12  months. 

Congenital  Heart  Disease  in  Adults 

Until  fairly  recently  surgical  treatment  for  the 
lesions  of  congenital  heart  disease  often  was  de- 
layed in  adults  in  the  belief  that  the  patient  had 
rheumatic  heart  disease.  Greater  use  of  laboratory 
diagnostic  aids  and  more  widespread  recognition 
of  clinical  signs  has  changed  this.  Table  10  shows 
our  operative  experience  in  patients  with  congenital 
heart  disease  over  the  age  of  21  years. From  the 
surgical  results,  it  would  be  fair  to  conclude  that 
in  the  absence  of  categorical  contraindications,  an 
adult  with  congenital  heart  disease  is  a proper 
candidate  for  surgical  correction.  Most  of  those 
who  have  complete  repair  are  restored  to  approx- 
imately their  normal  physiological  age. 

On  reviewing  the  experience  in  the  past  30 
years,  it  is  possible  to  propose  a classification  on  a 
surgical  basis.  The  only  possible  use  for  such  a 
classification  is  to  outline  what  has  been  done  and 
what  remains  to  be  done  for  the  surgeon  in  this 
field.  (See  Table  11.) 

In  conclusion,  the  results  of  surgical  repair  for 
congenital  heart  disease  have  improved  significant- 
ly in  the  past  decade  and  many  new  procedures 
have  become  established  for  the  correction  of 
complex  congenital  abnormalities  of  heart  for 
which  only  palliative  operation  was  formerly 
available.  In  general,  outlook  for  the  future  in 
this  field  is  quite  hopeful  and  one  can  safely  pre- 
dict further  improvement  in  the  results  of  opera- 
tion because  of  our  better  understanding  of  the 
physiologic  and  anatomic  features  involved,  as 
well  as  improvements  in  extracorporeal  circulation 
and  postoperative  care. 
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■ It  is  now  clear  that  the  various  hyperlipidemias  represent  a hetero- 
genous group  of  disorders,  each  having  various  clinical  and  laboratory 
characteristics,  prognosis  and  treatment.  The  three  disorders  commonly 
associated  with  premature  atherosclerotic  vascular  disease  are  Type  II 
(hyperbetalipoproteinemia).  Type  III  (“broad  beta”  or  “floating  beta” 
disease)  and  Type  IV  (hyper prebetalipoproteinemia  or,  endogenous 
hypertriglyceridemia ) . 

The  diagnosis  of  each  of  these  three  disorders  can  be  suggested  by 
the  fasting  serum  cholesterol  level  and  the  appearance  of  the  fasting 
serum  after  it  has  remained  overnight  in  a refrigerator.  Type  II  disease 
is  characterized  by  a clear  serum  and  a pronounced  to  moderate  hyper- 
cholesterolemia. It  is  treated  by  reducing  dietary  cholesterol  and  satu- 
rated fats,  increasing  dietary  polyunsaturated  fats,  and  cholestyrmine. 
Type  IV  disease  is  characterized  by  a turbid  serum  indicating  hyper- 
triglyceridemia and  a normal  or  only  slightly  elevated  serum  cholesterol 
level.  It  is  treated  with  weight  reduction,  a low  carbohydrate  diet  and 
clofibrate.  Type  III  disease  is  characterized  by  both  a turbid  serum  and 
increased  cholesterol  levels.  It  is  treated  with  weight  reduction,  a low 
cholesterol  diet  and  clofibrate. 

IVith  the  treatment  of  all  disorders  the  lipid  values  should  improve; 
however,  with  the  treatment  of  Type  III  disorder  both  triglyceride  and 
cholesterol  levels  return  to  normal,  xanthoma  resorb  and  there  is  an 
improvement  in  the  peripheral  blood  flow,  indicating  that  there  has 
been  amelioration  of  the  atherosclerotic  process. 
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Although  it  has  been  long  recognized  that  the 
level  of  serum  cholesterol  is  a good  indicator  of 
the  risk  of  developing  premature  coronary  vascular 
disease,'-^  this  determination  alone  does  not  pro- 
vide the  physician  with  enough  information  for 
the  rational  approach  to  the  therapy  of  the  patient 
with  hyperlipidemia.  Over  the  past  decade,  many 
investigators  have  contributed  significantly  to  our 
understanding  of  this  heterogeneous  group  of 
disorders. The  classification  system  of  Fred- 
rickson, Levy  and  Lees  based  on  the  mobility  of 
the  various  lipoprotein  fractions  provides  us  with 
the  simplest  approach  to  the  understanding,  diag- 
nosis and  treatment  of  the  hyperlipoprotein- 
emias.^-'' 

It  is  not  the  purpose  of  this  paper  to  provide  a 
complete  review  of  this  complicated  field.  Rather, 
on  the  basis  of  what  has  been  learned  about  the 
typing  system  from  lipoprotein  electrophoresis  and 
ultracentrifugation  techniques,  we  would  like  to 
present  a simple  office  approach  to  the  diagnosis 
(Table  1 ) and  management  (Table  2)  of  these 
problems  for  practicing  physicians. 

It  has  been  suggested  that  two  pieces  of  infor- 
mation wiU  provide  the  physician  with  an  initial 
approach  to  the  classification  of  the  type  of  lipo- 
protein abnormality  with  which  an  individual  pa- 
tient may  be  afflicted.''  These  are  the  serum 
cholesterol  after  a 14-hour  fast  and  the  appearance 
of  this  serum  after  it  has  remained  in  the  refrige- 
rator overnight. 

Types  1 and  V 

The  appearance  of  the  serum  after  standing 
overnight  in  a refrigerator  wiU  be  either  clear, 
turbid  or  creamy.  If  there  is  a definite  cream 
layer  which  has  separated  from  a turbid  layer 
below,  this  indicates  the  presence  of  chylomicrons. 
Following  a 14-hour  fast,  the  only  patients  with 
hyperchylomicronemia  are  those  with  Type  I or 
Type  V hyperlipoproteinemia.  Both  of  these  dis- 
orders are  characterized  by  a decreased  tolerance 
to  dietary  fat  which  is  not  cleared  from  the  blood. 

Type  I disease  is  rare,  appears  during  chUd- 
hood,  associated  with  recurrent  attacks  of  abdom- 
inal pain,  and  is  caused  by  a deficiency  in  one  or 
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more  lipoprotein  lipase.  It  is  not  associated  with 
premature  vascular  disease  and  is  treated  by  severe 
dietary  fat  restrictions. 

On  the  other  hand.  Type  V disease  is  charac- 
terized by  endogenous  as  well  as  exogenous  hyper- 
triglyceridemia and  usually  is  secondary  to  other 
disorders,  namely,  pancreatitis,  diabetic  acidosis, 
alcoholism,  nephrosis  and  hypothyroidism.  The 
familial  nature  of  the  primary  form  of  this  disease 
is  not  clear  since  the  Type  IV  disorder  will  often 
occur  in  these  families  as  well. 

Both  Type  V and  Type  I disease  are  associated 
with  attacks  of  severe  abdominal  pain,  which 
usually  respond  well  to  marked  restriction  of  the 
dietary  fat  intake.  Treatment  of  Type  V disease 
further  consists  of  weight  reduction  and  controlling 
the  primary  disorder  when  one  is  present.  The 
association  of  coronary  artery  disease  with  Type  V 
hyperlipoproteinemia  is  unclear. 

Type  II 

We  would  now  like  to  turn  to  Types  II,  III  and 
IV  hyperlipoproteinemia  with  which  the  associa- 
tion of  premature  coronary  artery  disease  is  quite 
clear.  A recent  study  of  patients  with  angiograph- 
ically  proved  coronary  artery  disease  demonstrated 
that  80  percent  under  the  age  of  50  years  had  Type 
II  or  Type  IV  disease,  with  about  half  of  the  pa- 
tients in  each  group.’  Although  Type  III  disease 
is  much  less  common,  it  is  important  to  recognize 
it,  since  it  is  associated  with  generalized  vascular 
disease  and  is  exquisitely  sensitive  to  treatment. 

The  determination  of  the  Type  II  hyperlipo- 
proteinemia abnormality  in  an  office  practice  is 
quite  simple  (Table  1).  The  basic  defect  in  this 
disorder  is  hyperbetalipoproteinemia  probably  sec- 
ondary to  decreased  betalipoprotein  catabolism,® 
resulting  in  elevation  of  serum  cholesterol  above 
280  mg  per  100  ml,  usually  without  an  associated 
rise  in  serum  triglycerides.  Therefore,  the  over- 
night serum  of  these  patients  is  clear.  Although 
tendinous  and  tuberous  xanthoma  are  sometimes 
seen,  in  most  patients  with  Type  II  disease  the 
diagnosis  will  be  missed  if  one  depends  upon 
finding  xanthoma.  When  primary  Type  II  disease 
is  suspected,  it  is  important  to  rule  out  the  secon- 
dary forms.  Hyperbetalipoproteinemia  can  be 
produced  by  excess  dietary  intake  of  cholesterol 
rich  foods,  hypothyroidism,  myeloma,  macroglobu- 
linemia,  liver  disease  and  nephrosis. 

Once  it  is  suspected  that  Type  II  hyperlipopro- 
teinemia is  primary,  it  is  most  important  to  screen 
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77 


III 


IV 


Cholesterol* 

TT 

TT 

N1  (T) 

Serum 

Clear 

Turbid 

Turbid 

Triglycerides 

N1  (T) 

T 

TT 

TABLE  1.— 

Electrophoresis 

T Beta 

Broad  Beta 

T Pre-Beta 

Hyperlipoproteinemia — 
Diagnosis 

Ultracentrifugation 

<1.006 

No  Beta 

Beta  (TG/C<2:1) 

Pre-Beta  (TG/C> 

>1.006 

t Beta 

N1  Beta 

N1  Beta 

CHO  Induction 

0 

— 

4- 

Xanthoma 

0 (Tendinous) 

Palmar 

0 (Eruptive) 

•Note;  All  determinations  of  serum  cholesterol  and  triglyceride  are  performed  on  blood  drawn  after  a 
14-16-hour  fast,  and  the  serum  examined  after  being  chilled  24  hours.  Types  I and  V are  distinguished  by  the 
presence  of  a cream  layer  on  top  of  the  chilled  fasting  serum,  indicating  the  presence  of  chylomicrons. 

N1  = normal.  TG/C  = triglyceride  to  cholesterol  ratio,  CHO  = carbohydrate. 


77 

III 

IV 

Weight 

i 

i 

TABLE  2.— 

Diet 

Balanced 

Cholesterol<300  mg 
t u/s  fat 

Same  as  II 

Low  CHO 
T u/s  fat 

Hyperlipoproteinemia — 
Treatment 

Drugs 

Cholestyramine 
(Questran,  Cuemid) 
16-32  gm/day 

Clofibrate 
(Atromid-S) 
2 gm/day 

(±  Clofibrate) 

Family  screening 

Adults — 

children  mandatory 

Adults 

Adults 

u/s  = unsaturated  to  saturated  fat  ratio,  CHO  = carbohydrate. 


Other  family  members  since  there  is  a high  proba- 
bility that  relatives  will  be  affected  by  this  auto- 
somal dominant  disease.  Indeed,  the  demonstra- 
tion of  a serum  cholesterol  greater  than  90  mg  per 
100  ml  or  a beta-cholesterol  greater  than  45  mg 
per  100  ml  in  cord  blood  will  make  the  diagnosis 
in  a newborn.  After  one  year  of  age,  the  deter- 
mination in  a child  of  serum  cholesterol  greater 
than  260  mg  per  100  ml  or  beta-cholesterol  greater 
than  220  mg  per  100  ml  provides  the  diagnosis. 
The  demonstration  of  this  disorder  in  children 
gives  a more  helpful  prognosis  since  they  are  often 
easier  to  treat  by  dietary  alterations  than  are 
adults.  Treatment  of  adults  is  difficult  since  the 
hyperlipidemia  often  responds  poorly  to  dietary 
alterations  and  drugs  (Table  2).  Weight  reduction 
is  usually  ineffective  in  reducing  the  level  of  serum 
cholesterol.  Generally,  a diet  low  in  cholesterol 
(less  than  300  mg  per  day),  low  in  saturated  fat 
and  high  in  unsaturated  fat  will  produce  a 20 
to  25  percent  reduction  in  the  serum  cholesterol. 
The  American  Heart  Association  diet  is  suitable 
for  this,  provided  egg  yolks  are  completely  ex- 
cluded. 

The  drug  of  choice  for  this  disorder  is  choles- 
tyramine in  doses  from  16  to  32  grams  per  day. 
It  is  poorly  tolerated  by  many  patients,  who  com- 
plain of  symptoms  of  nausea  and  constipation.  But 


if  it  is  tolerated,  an  additional  reduction  in  serum 
cholesterol  can  always  be  expected  from  it.  The 
drug  will  frequently  lower  serum  cholesterol  to 
the  normal  range.  Less  effective  forms  of  therapy 
are  beta-sitosterol,  nicotinic  acid  and  D-thyroxine. 
Nicotinic  acid  often  causes  flushing  in  clinically 
useful  doses  and  D-thyroxine  often  causes  an 
exacerbation  of  angina  pectoris  in  susceptible  pa- 
tients secondary  to  its  metabolic  effects.  Clofibrate 
has  been  reported  to  provide  only  a slight  reduc- 
tion in  serum  cholesterol,  averaging  about  9 per- 
cent.^ 

Type  IV 

Type  IV  hyperlipoproteinemia  is  probably  a 
heterogeneous  group  of  disorders  about  which 
there  is  no  universal  accord. Quite  simply, 
this  disease  can  be  thought  of  as  resulting  from 
excess  triglyceride  production  by  the  liver  from 
dietary  carbohydrates  or  under  utilization  of  tri- 
glycerides by  peripheral  tissue.  It  is  recognized  by 
the  finding  of  a turbid  serum,  which  indicates 
hypertriglyceridemia,  and  a relatively  normal  or 
only  slightly  elevated  serum  cholesterol  (Table  1 ). 

On  lipoprotein  electrophoresis  patients  with  this 
disease  characteristically  will  be  found  to  have 
particles  of  pre-beta  mobility.  Pre-beta  particles 
are  a complex  of  triglyceride  with  alpha  and  beta- 
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lipoproteins.  This  disease,  likewise,  may  be  a 
secondary  manifestation  of  diabetes  mellitus,  pan- 
creatitis, alcoholism,  nephrotic  syndrome,  hypo- 
thyroidism, progestational  hormones,  weight  gain 
or  emotional  stress.  Further,  since  serum  triglycer- 
ides rise  after  an  acute  myocardial  infarction  con- 
comitant with  a fall  in  serum  cholesterol,  pheno- 
typing  is  best  deferred  for  two  months  until  the 
serum  lipids  have  stabilized. 

Unlike  Type  II  disease,  when  the  Type  IV  dis- 
order is  familial,  it  will  be  clinically  manifest  in 
less  than  5 percent  of  the  propositi  before  20  years 
of  age.  Familial  screening  for  this  disorder,  there- 
fore, is  best  limited  to  relatives  beyond  the  second 
decade. 

One  of  the  difficulties  in  making  the  diagnosis 
of  Type  IV  hyperlipoproteinemia  is  that  the  level 
of  serum  triglycerides  fluctuates  widely  from  day 
to  day.  It  is,  therefore,  imperative  before  this 
diagnosis  is  deflnitely  established  to  have  demon- 
strated a persistent  hypertriglyceridemia,  above 
180  mg  per  100  ml,  on  more  than  one  fasting 
blood  specimen.  Likewise,  response  to  treatment 
can  only  be  definitely  ascertained  by  the  demon- 
stration of  a sustained  reduction  in  the  serum 
triglycerides.  Since  patients  will  show  a decided 
increase  in  the  level  of  the  serum  triglycerides 
with  weight  gain  or  with  feeding  of  an  isocaloric 
high  carbohydrate  diet  (7  grams  of  carbohydrate 
per  kilogram  of  body  weight),  treatment  of  this 
disorder  is  quite  clear  and  consists  of  sharp  reduc- 
tion in  total  calories  to  achieve  ideal  body  weight 
and  restriction  of  the  dietary  carbohydrate  intake. 
Dietary  carbohydrate  should  be  replaced  with 
polyunsaturated  fats.  For  this  purpose,  a modified 
diet  such  as  might  be  prescribed  for  a patient  with 
adult  onset  diabetes  is  usually  quite  adequate. 
Indeed,  the  distinction  between  the  Type  IV  patient 
with  abnormal  glucose  tolerance  and  the  patient 
who  has  mild  diabetes  with  hyperlipidemia  is 
pragmatically  nonessential.  Both  types  of  patients 
should  be  treated  similarly,  with  weight  reduction 
and  carbohydrate  restriction.  With  this  therapy 
there  is  usually  a significant  number  of  patients 
who  respond  with  a return  of  the  serum  triglycer- 
ides to  near  normal  levels.  For  patients  resistant 
to  dietary  management,  clofibrate  may  be  quite 
useful  in  a dose  of  2 grams  per  day.  Although  clofi- 
brate does  not  seem  to  prevent  the  hypertriglycer- 
idemia which  occurs  with  high  carbohydrate  feed- 
ing,^ it  is  still  effective  in  patients  who  are  unable 
to  follow  an  appropriate  diet. 


Type  III 

Type  III  hyperlipoproteinemia  is  a unique,  un- 
common, familial,  recessive  disorder  which  is  char- 
acterized by  the  production  of  an  abnormal  beta- 
lipoprotein  with  an  unusually  high  affinity  for 
triglycerides.  Because  of  the  high  triglyceride  con- 
tent, this  betalipoprotein  will  float  on  ultracentrifu- 
gation. In  the  preparative  ultracentrifuge,  the 
betalipoprotein  of  the  serum  will  normally  gravitate 
to  the  bottom  of  the  test  tube  as  the  low  density 
lipoprotein  fraction.  The  abnormal  betalipoprotein 
formed  in  patients  with  Type  III  disease,  however, 
floats  to  the  top  of  the  tube  and  imparts  to  the  very 
low  density  lipoprotein  fraction  an  unusually  high 
concentration  of  cholesterol.  This  characteristic  has 
caused  this  disorder  to  be  occasionally  referred  to 
as  “floating  beta  disease.”  On  lipoprotein  electro- 
phoresis the  abnormal  betalipoprotein  displays  a 
broad  band  of  migration  tending  to  overlap  both 
the  normal  beta  and  pre-beta  bands  and  has  caused 
this  disease  also  to  be  referred  to  as  “broad  beta 
disease.” 

This  disorder  cannot  be  diagnosed  with  certain- 
ty in  an  office  practice,  since  ultracentrifugation 
techniques  are  necessary.  However,  the  finding  of 
an  elevated  serum  cholesterol  of  400  to  600  mg 
per  100  ml  and  a turbid  serum  suggests  that  it  may 
be  present  (Table  1).  An  elevated  serum  tri- 
glyceride of  roughly  equal  magnitude  to  the  serum 
cholesterol  increases  the  suspicion  that  the  patient 
has  this  disorder.  Clinically,  one  can  be  more  cer- 
tain of  the  diagnosis  by  the  finding  of  palmar 
xanthoma  which  appear  as  yellow  streaks  in  the 
palmar  creases.  This  is  highly  characteristic  of 
this  disorder.  One  often  sees  tuberoeruptive  xan- 
thoma on  the  extensor  surfaces  of  the  extremities 
as  well. 

Although  Type  III  hyperlipoproteinemia  is  un- 
common, it  is  extremely  important  that  patients 
so  affected  be  recognized  since  treatment  invari- 
ably produces  dramatic  results.  Weight  reduction 
and  a low  cholesterol,  balanced  diet  can  be  actively 
combined  with  clofibrate  therapy  to  reduce  the 
serum  cholesterol  and  triglyceride  values  to  nor- 
mal. Moreover,  the  sustained  reductions  in  plasma 
lipid  values  often  result  in  resorption  of  xanthoma 
and  improvement  in  symptoms  of  intermittent 
claudication  and  angina  pectoris.’® 

Although  Type  III  disease  is  an  uncommon  dis- 
order, it  has  provided  a useful  model  to  answer 
an  important  question  which  arose  soon  after  the 
association  between  elevated  serum  cholesterol 
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MINUTES  OF  ARTERIAL  OCCLUSION 


Chart  1. — Peak  reactive  hyperemia  blood  flow  following 
release  of  various  durations  of  arterial  occlusion  in  23 
normal  subjects  (closed  circles)  (±SEm)  and  in  a patient 
with  Type  III  hyperlipoproteinemia  before  (open  circles) 
and  after  (open  triangles)  three  months  of  treatment  with 
diet  and  clofibrate. 

and  coronary  artery  disease  was  recognized.  That 
question  was:  Can  one  affect  the  course  of  vas- 
cular disease  by  altering  the  levels  of  serum  choles- 
terol? Although  population  studies  have  tended 
to  answer  this  question  in  the  affirmative, the 
results  of  prospective  studies  have  not  been  strik- 
ing and  there  has  been  one  study  which  did  not 
show  increased  longevity  with  the  treatment  of 
hyperlipidemia.'^ 

Population  studies,  of  necessity,  require  that 
large  numbers  of  subjects  be  examined  for  a long 
period.  Controlling  all  the  variables  in  such  an 
investigation  often  proves  difficult.  It  would  seem 
that  examining  the  changes  which  take  place  in  an 
isolated  vascular  bed  in  a single  individual  during 
treatment  of  the  hyperlipidemia  would  provide  a 
more  direct  answer.  Since  serial  evaluation  of  the 
coronary  circulation  is  difficult  and  since  it  is  diffi- 
cult to  predictably  maintain  the  serum  lipids  of 
patients  with  the  more  common  Type  II  and  Type 
IV  disorders  within  normal  limits  for  prolonged 
periods,  it  was  decided  to  look  elsewhere  for  an 
answer  to  this  problem. 

Specifically,  it  was  noted  that  patients  with  Type 
III  hyperlipoproteinemia  have  peripheral  as  well 
as  coronary  vascular  disease.  Functional  evalua- 
tion of  the  peripheral  circulation,  unlike  that  of  the 


coronary  circulation,  is  fairly  easily  accomplished 
by  means  of  venous  occlusion  plethysmogra- 
phy.It  has  been  previously  noted  that  the 
peak  reactive  hyperemia  blood  flow  seen  after  re- 
lease of  five  to  ten  minutes  of  arterial  occlusion  is 
a good  indicator  of  the  degree  to  which  the  periph- 
eral circulation  is  affected  by  vascular  disease.”” 

As  can  be  seen  in  Chart  1,  when  the  duration 
of  arterial  occlusion  is  prolonged  beyond  five  min- 
utes, there  is  no  further  increase  in  the  peak  blood 
flow  response  on  restoration  of  the  circulation. 
This  has  been  considered  the  maximal  ability  of 
the  blood  vessels  to  dilate.  It  will  be  noted  in  the 
one  patient  shown  with  Type  III  disease  before 
treatment  that  there  was  a decided  limitation  of 
the  dilator  capacity  of  the  peripheral  blood  vessels 
secondary  to  peripheral  atherosclerosis.  However, 
after  three  months  of  therapy  with  diet  and  clofi- 
brate which  maintained  the  serum  lipids  at  a nor- 
mal level,  the  peak  reactive  hyperemia  blood  flow 
response  returned  to  normal  levels.  This  response 
to  treatment  was  typical  of  the  six  patients  studied 
with  Type  III  disease  and  peripheral  vascular  dis- 
ease. The  average  increase  in  peak  blood  flow 
was  55  percent  in  their  most  severely  affected 
extremity. 

Recent  anatomic  evidence  helps  to  confirm  our 
suggestion  that  the  cholesterol  in  the  atheroma  of 
Type  III  patients  is  particularly  labile.'®  We  would 
further  suggest  that  in  patients  with  the  Type  II 
and  Type  IV  disorders,  in  which  the  cholesterol 
in  the  lipid-rich  plaques  appears  to  be  much  less 
labile  and  for  which  the  treatment  is  less  satis- 
factory, perhaps  with  prolonged  therapy  there  may 
be  at  least  retardation  of  the  progression  of  the 
vascular  disease  as  well. 

Conclusion 

From  these  observations  it  can  be  seen  that  the 
examination  of  the  fasting  serum  cholesterol  alone 
is  not  sufficient  to  diagnose  and  treat  the  various 
disorders  of  lipoprotein  metabolism.  However, 
with  the  simple  expedient  of  examining  the  fasting 
serum  after  it  has  been  allowed  to  remain  in  the 
refrigerator  overnight,  one  can  discover  patients 
with  lipoprotein  abnormalities  who  would  be 
missed  by  serum  cholesterol  determination  alone. 
Furthermore,  this  procedure  provides  an  initial 
approach  to  the  classification  and  rational  manage- 
ment of  the  particular  type  of  disorder  with  which 
the  patient  is  affected.  It  is  only  with  proper 
classification  that  these  various  disorders  can  be 
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properly  treated.  In  addition,  recent  research  has 
suggested  that  with  the  proper  treatment  of  these 
atherogenic  disorders  there  may  be  not  only  an 
arresting  of  the  atherosclerotic  process  but  a re- 
versal of  the  process  as  well. 


Trade  and  Generic  Names  of  Drugs 

Questran®,  Cuemid®  cholestyramine 

Atromid-S® clofibrate 
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CORTICOSTEROID  EFFECT  ON  THE  EYE 
“Our  laboratory  assays  of  corticosteroid  effect  on  the  eye  are  crude  and  poor  and 
approximate;  and  yet  our  own  work,  and  particularly  the  work  of  David  Brown, 
would  indicate  that  taking  an  ordinary  drop  of  dexamethasone  (trade  named  Deca- 
dron)  and  diluting  it  approximately  1,000  times  gives  you  topically  in  an  experi- 
mental graft  rejection  system  about  the  same  kind  of  corticosteroid  effect  that  you 
expect  in  a man  taking  35  mg  of  prednisone  daily.  So  that  the  effective  steroid 
concentration  you  get  in  the  cornea  from  oral  corticosteroids  seems  incredibly  less, 
at  least  in  the  system  we  used,  than  we  get  from  topical  corticosteroids.  Or  put 
another  way,  we  can  get  enormously  effective  concentrations  of  corticosteroids  in 
the  cornea  from  topical  administration  — something  you  can’t  get  when  you  con- 
sider kidney  transplants,  heart  transplants,  and  things  of  that  sort.” 

— Herbert  E.  Kaufman,  M.D.,  Gainesville,  Ga. 
Extracted  from  Audio-Digest  Ophthalmology, 
Vol.  6,  No.  23,  in  the  Audio-Digest  Founda- 
tion’s subscription  series  of  tape-recorded  pro- 
grams. 
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MEDICAL  STAFF  CONFERENCE 


Technique,  Rationale,  and  Usefulness  of 
Bedside  Right  Heart  Catheterization 
In  Critically  lU  Cardiac  Patients 


Those  discussions  are  selected  from  the  weekly  staff  conferences  in  the  Depart- 
ment of  Medicine,  University  of  California,  San  Francisco.  Taken  from  tran- 
scriptions, they  are  prepared  by  Drs.  Martin  J.  Cline  and  Hibbard  E.  W illiams. 
Associate  Professors  of  Medicine,  under  the  direction  of  Dr.  Lloyd  H.  Smith,  Jr., 
Professor  of  Medicine  and  Chairman  of  the  Department  of  Medicine. 


Dr.  Crawford:*  This  is  the  first  Medical  Center 
admission  for  this  61 -year-old,  white  man,  who  was 
referred  for  evaluation  of  severe  congestive  heart 
failure  following  a myocardial  infarction.  The  pa- 
tient had  been  in  good  health  until  four  years 
before  admission,  when  hypertension  was  discov- 
ered on  routine  physical  examination.  He  was 
treated  with  methyldopa  and  hydrochlorothiazide 
(Aldoril®).  Eighteen  days  before  admission,  the 
patient  experienced  severe  anterior,  crushing  chest 
pain  radiating  to  the  left  arm.  The  pain  was  partial- 
ly relieved  by  application  of  an  ointment.  Because 
of  persistence  of  the  pain  the  patient's  physician 
had  him  admitted  to  hospital  next  morning. 

Physical  examination  demonstrated  evidence  of 
mild,  congestive  heart  failure,  and  an  apical  sys- 
tolic ejection  murmur  was  heard  on  auscultation 
of  the  chest.  Electrocardiogram  revealed  evidence 
of  an  anterior  septal  myocardial  infarction.  On 
the  14th  hospital  day  severe  dyspnea  suddenly 
developed.  At  that  time  an  increase  in  the  intensity 
of  the  systolic  ejection  murmur  was  noted  and 
signs  of  congestive  failure  worsened.  An  electro- 
cardiogram showed  persistent  ST  segment  eleva- 
tion. The  congestive  heart  failure  could  not  be 
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controlled  with  digoxin  and  diuretics  and  the 
patient  was  referred  to  the  Medical  Center. 

On  admission  he  was  observed  to  be  overweight, 
tachypneic,  pale,  diaphoretic.  The  pulse  was  100 
beats  per  minute;  blood  pressure,  100  mm  of  mer- 
cury systolic  and  60  mm  diastolic;  respirations,  26 
per  minute;  and  temperature  38°C  (100.4°F). 
The  jugular  venous  pressure  was  elevated  to  the 
angle  of  the  jaw  at  45°,  and  the  carotid  pulsations 
were  full.  A flat  percussion  note  was  heard  at  the 
lung  bases,  with  decreased  breath  sounds  and 
rales  above  the  flat  percussion  note  area.  Exam- 
ination of  the  heart  revealed  a right  ventricular 
heave,  a systolic  thrill  at  the  left  sternal  border,  a 
normal  first  heart  sound,  a wide  but  physiologically 
split  second  heart  sound,  and  a left  ventricular 
gallop.  A 4/6  systolic  ejection  murmur  w’as  heard 
to  be  loudest  at  the  left  sternal  border  but  could 
also  be  heard  at  the  right  sternal  border  and  axilla. 
At  the  lower  left  sternal  border  the  murmur  seemed 
to  increase  with  respiration.  A three  component 
friction  rub  was  heard  at  the  left  sternal  border. 
The  liver  edge  was  felt  8 cm  below  the  right  costal 
margin.  The  extremities  were  cool  and  pale,  with 
good  pulses  and  no  edema. 

The  patient  was  treated  vigorously  with  digoxin, 
diuretics,  and  fluid  restriction  until  multiple  uni- 
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focal,  ventricular  premature  contractions  devel- 
oped. He  was  then  transferred  to  the  coronary 
care  unit  and  digitalis  was  withheld.  Several  days 
later,  results  of  bedside  right  heart  catheterization, 
performed  by  means  of  a small,  flow-directed 
catheter,  were  diagnostic  of  ventricular  septal  de- 
fect. This  diagnosis  was  confirmed  by  preoperative 
angiography.  The  patient’s  condition  was  stabilized 
on  a vigorous  medical  management  until  the  69th 
day  following  myocardial  infarction.  On  this  day 
left  ventriculotomy  was  carried  out,  with  excision 
of  a large  aneurysm  of  the  anterior  left  ventricular 
wall  and  repair  of  a 3 cm  ventricular  septal  defect. 
The  postoperative  course  has  been  uncomplicated 
and  the  patient  is  feeling  quite  well. 

Dr.  Smith:  * Thank  you  very  much.  Dr.  Crawford. 

Dr.  Gold,  may  we  see  the  radiographic  Aims? 

Dr.  Gold;!  The  initial  chest  radiograph  taken  at 
the  time  of  hospital  admission  demonstrated  prom- 
inent pulmonary  veins,  suggesting  moderate  con- 
gestive heart  failure  with  cardiomegaly  and  bi- 
lateral pleural  effusions.  Several  days  later  signs 
of  congestive  heart  failure  appeared  to  be  increased 
almost  to  the  point  of  pulmonary  edema.  On  later 
radiographs  very  prominent  pulmonary  arterial 
vessels  appeared  which  looked  like  shunt  vessels 
related  to  the  presence  of  the  interventricular  septal 
defect. 

Dr.  Smith:  The  patient  is  not  actually  here  for 
personal  presentation  this  morning,  although  I 
gather  he  is  doing  quite  well.  We  have  asked  Dr. 
Melvin  Scheinman  and  Dr.  Joseph  Abbott  to  dis- 
cuss this  patient  and  the  diagnostic  approach  of 
bedside  right  heart  catheterization. 

Discussion  by  Dr.  Scheinmant  and  Dr.  Abbott§: 

Rupture  of  the  intraventricular  septum  is  a rare 
and  frequently  fatal  complication  of  acute  myo- 
cardial infarction. ''2  This  complication  is  most 
likely  to  occur  within  the  first  two  weeks  when  the 
area  of  infarction  is  softest.  The  diagnosis  is  sug- 
gested by  the  abrupt  appearance  of  signs  and 
symptoms  of  both  left  and  right  heart  failure  to- 
gether with  a loud  holosystolic  murmur  in  a patient 
with  a recent  myocardial  infarction.  The  electro- 
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cardiogram  usually  shows  evidence  of  a recent 
transmural  myocardial  infarction  and  may  reveal 
intraventricular  conduction  delays.  The  chest 
roentgenogram  is  characterized  by  an  enlarged 
cardiac  silhouette  and  pulmonary  vascular  con- 
gestion. Approximately  25  percent  of  these  pa- 
tients die  within  the  first  24  hours  and  over  81 
percent  succumb  within  eight  weeks. ^ Postmortem 
examination  shows  extensive  infarction  of  both 
the  muscular  septum  and  the  free  wall  of  the  left 
ventricle. 

The  clinical  presentation  of  postinfarction  ven- 
tricular septal  defect  often  resembles  that  of  acute 
mitral  insufficiency  resulting  from  rupture  of  a 
papillary  muscle.^  Correct  diagnosis  is  more  than 
an  academic  exercise  because  successful  repair  of 
septal  perforations  is  possible. ■'  The  case  presented 
this  morning  aptly  demonstrates  the  value  of  bed- 
side right  heart  catheterization  for  both  diagnosis 
and  quantitation  of  an  acquired  left-to-right  ven- 
tricular shunt.  In  addition,  the  technique  is  of 
great  value  in  monitoring  critically  ill  cardiac 
patients. 

Commonly  used  methods  of  hemodynamic 
monitoring  are  designed  to  determine  whether  left 
ventricular  filling  pressure  and  systemic  flow  are 
adequate  to  meet  tissue  needs.  Left  ventricular 
filling  pressure  can  best  be  determined  by  direct 
measurement  of  left  ventricular  end-diastolic  pres- 
sure (lvedp).  This  can  be  carried  out  at  the 
bedside  by  percutaneous  insertion  of  a stiff,  rela- 
tively large-bore  catheter  into  a peripheral  artery 
with  retrograde  passage  into  the  left  ventricle. 

A recent  collaborative  study®  documented  the  inci- 
dence of  various  complications  (arterial  throm- 
bosis, hemorrhage,  arrhythmia,  and  ventricular 
perforation ) in  patients  undergoing  left  heart  study 
in  a cardiac  catheterization  laboratory.  One  can 
reasonably  predict  a significantly  higher  incidence 
of  complications  and  death  in  critically  ill  patients 
studied  at  the  bedside.  Measurement  of  central 
venous  pressure  (cvp)  is  a more  popular  method 
of  assessing  left  ventricular  filling  pressure. Our 
studies,  together  with  those  of  Loeb  and  cowork- 
ers,’ show  that  CVP  may  in  fact  be  a misleading 
index  of  lvedp,  especially  in  patients  with  acute 
myocardial  infarction  treated  with  inotropic  or 
vasopressor  agents. 

Therefore,  we  use  an  alternative  method  of  as- 
sessing both  left  ventricular  filling  pressure  and 
systemic  flow  — namely,  bedside  flow-directed 
catheterization  of  the  pulmonary  artery.  One  end 
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Chart  1. — A phasic  tracing  of  the  pulmonary  arterial 
pressure  wave  recorded  from  the  miniature  catheter.  The 
simultaneously  registered  electrocardiogram  (upper  trac- 
ing) allows  correlation  of  electrical  and  mechanical 
events. 

of  a 100  cm-long  nylon  catheter*  (outside  diam- 
eter, 0.37  inch;  wall  thickness,  0.07  inch)  is  flared 
to  fit  an  adapter.  The  adapter  is  connected  to  a 
pressure  transducer,  and  permanent  records  are 
obtained  by  recording  simultaneously  both  the 
pressure  waves  and  the  electrocardiogram.  The 
catheter,  connected  to  the  transducer,  has  a reso- 
nant frequency  of  40  cycles  per  second  with  a 
damping  coefficient  of  0.40  at  98.6°F  (37°C). 
Underdamped  phasic  pressure  waves  are  recorded 
and  are  comparable  in  contour  to  those  obtained 
from  the  larger  and  stiffer  catheters  used  in  the 
cardiac  diagnostic  laboratory  (Chart  1).  No  pre- 
medication is  required.  The  right  or  left  antecubital 
fossa  is  scrubbed  with  hexachlorophene  (pHiso- 
Hex®)  and  thimerosal  (Merthiolate®)  and  draped 
appropriately.  An  18-gauge,  thin-walled  needle  is 
inserted  into  a medial  antecubital  vein,  and  the 
catheter  is  advanced  through  the  needle  into  the 
vein.  The  catheter  is  flushed  with  a dilute  heparin 
sodium  solution  and  gently  advanced  into  the  pul- 
monary artery  under  electrocardiographic  and 
pressure  monitoring.  Fluoroscopy  is  not  employed. 
Abduction  or  external  rotation  of  the  limb  usually 
overcomes  any  resistance  to  passage  at  the  axilla. 
When  the  catheter  is  in  the  right  atrium  (judged  by 
the  length  of  catheter  passed  and  the  contour  of 
the  pressure  record),  introduction  into  the  right 
ventricle  and  pulmonary  artery  is  often  facilitated 
by  having  the  patient  inspire  deeply  or  rotate  to 
either  a right  or  left  lateral  decubitus  position. 

Pulmonary  artery  pressure  is  determined  by  the 
pulmonary  blood  flow,  the  resistance  and  compli- 
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HEART  RATE 

Chart  2. — The  effect  of  change  in  heart  rate  on  pul- 
monary artery  diastolic  and  left  ventricular  end-diastolic 
pressures.  The  values  represent  averages  of  the  control 
state  in  five  canine  experiments  wherein  heart  rate  was 
varied  hy  atrial  or  ventricular  pacing  after  sino-atrial 
heart  block  was  induced.  No  increase  in  pulmonary  artery 
diastolic  pressure  was  produced  by  the  tachycardia.  With- 
in the  range  cf  the  heart  rates  studied,  the  pulmonary 
artery  diastolic  pressure  accurately  mirrored  left  ventri- 
cular end-diastolic  pressure.  (LVEDP=left  ventricular  end- 
diastolic  pressure.) 

ance  of  the  pulmonary  vascular  bed,  and  the  level 
of  intra-alveolar,  intrathoracic,  and  left  atrial  pres- 
sures.*’ In  general,  for  any  given  left  atrial 
pressure,  changes  in  pulmonary  artery  systolic 
pressure  reflect  changes  in  stroke  volume,  while 
changes  in  diastolic  pressure  are  indicative  of 
changes  in  pulmonary  vascular  resistance.’^  Nor- 
mally, the  pulmonary  capacitance  is  so  great  and 
its  resistance  so  low  that  pulmonary  artery  diastolic 
pressure  would  be  expected  to  be  equal  to  or  slight- 
ly greater  than  the  pulmonary  venous,  left  atrial 
or  left  ventricular  pressures  at  diastasis. 

Recently  we  studied  the  relationship  between 
pulmonary  artery  and  lved  pressures  over  a wide 
range  of  heart  rates  and  left  ventricular  filling  pres- 
sures in  the  open-chest,  anesthetized  dog.  Cathe- 
ters were  inserted  into  the  pulmonary  artery,  the 
left  atrium,  and  the  left  ventricle  while  heart  rate 
was  controlled  by  sino-atrial  node  block  and  atrial 
or  ventricular  pacing.  Using  this  preparation,  heart 
rate  was  varied  from  50  to  200  beats  per  minute. 
At  the  slowest  heart  rates,  the  difference  between 
diastolic  pulmonary  and  left  ventricular  pressures 
varied  from  0 to  5 mm  of  mercury  and  graded 
increases  in  heart  rate  produced  little  change  in 
the  diastolic  gradient  (Chart  2).  Similarly,  when 
LVEDP  was  raised,  either  by  increasing  afterload 
(by  mechanical  aortic  constriction  or  after  admin- 
istration of  methoxamine  hydrochloride)  or  pre- 
load (by  rapid  infusion  of  saline  solution),  both 
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Chart  3. — The  effect  of  change  in  heart  rate  on  pul- 
monary artery  diastolic  and  left  ventricular  end-diastolic 
pressures  after  increases  in  afterload  or  preload  had  in- 
duced an  elevated  left  ventricular  end-diastolic  pressure 
(arrow).  The  values  represent  averages  of  five  canine  ex- 
periments wherein  heart  rate  could  be  controlled  by  sino- 
atrial block  and  cardiac  pacing.  The  gradient  between  the 
pulmonary  artery  diastolic  and  left  ventricular  end-dias- 
tolic pressures  is  abolished  by  elevation  in  left  ventricular 
pressure.  The  identity  between  the  diastolic  pressures  is 
maintained  from  the  slowest  to  the  fastest  rate.  (lvedp= 
left  ventricular  end-diastolic  pressure.) 

diastolic  pressures  were  identical  over  a wide  range 
of  heart  rates  (Chart  3).  Thus,  although  the 
diastolic  period  was  significantly  shortened  by  ac- 
celeration of  heart  rate,  the  pulmonary  artery 
diastolic  pressure  remained  a sensitive  indicator 
of  LVEDP  and  this  relationship  was  constant  over 
a wide  range  of  left  ventricular  filling  pressures 
(0  to  25  mm  of  mercury). 

Similar  results  have  been  reported  in  normal 
subjects  studied  over  a wide  range  of  heart  rates 
and  levels  of  cardiac  output.'^  Kaltman  and  co- 
workers showed  a close  correspondence  between 
pulmonary  artery  and  lved  pressures  in  patients 
with  acquired  heart  disease:  lvedp  varied  from  6 
to  18  mm  of  mercury  and  heart  rate  ranged  from 
60  to  140  beats  per  minute.  Thus,  pulmonary 
artery  diastolic  pressure  appears  to  be  a reasonable 
index  of  left  ventricular  filling  pressures  over  a 
wide  range  of  heart  rates  and  ventricular  end- 
diastolic  pressures  in  both  dog  and  man. 

Certain  limitations  in  the  use  of  pulmonary 
artery  diastolic  pressure  as  a measure  of  lvedp  are 
apparent.  First,  patients  with  obstruction  to  pul- 
monary flow  (either  at  the  levels  of  pulmonary 
artery,  capillary,  or  vein,  or  of  left  atrium  or 


mitral  valve  orifice)  have  a gradient  of  pressure  at 
the  end  of  diastole.  Although  pulmonary  artery 
diastolic  pressure  is  an  invalid  measure  of  the  ab- 
solute level  of  LVEDP  in  these  patients,  changes  in 
pulmonary  artery  diastolic  pressure  probably  re- 
flect changes  in  lvedp.  Patients  with  pulmonary 
hypertension  secondary  to  chronic  obstructive 
bronchopulmonary  disease,  for  example,  show 
parallel  rises  in  pulmonary  artery  diastolic  and 
pulmonary  capillary  wedge  pressures  following 
rapid  intravenous  infusions  of  dextran.'^  In  addi- 
tion, acidosis  and  hypoxia  have  important  effects 
on  pulmonary  artery  diastolic  pressure  independent 
of  left  ventricular  filling  pressure  and  therefore 
must  be  corrected  before  estimations  of  left  ven- 
tricular competence  are  made  on  the  basis  of 
pulmonary  artery  diastolic  pressure.’^  Finally, 
LVEDP  can  actually  exceed  pulmonary  artery  dias- 
tolic pressure  in  patients  with  congestive  heart 
failure  or  with  inflow  obstruction  secondary  to 
severe  left  ventricular  hypertrophy.'^-'’  Augmenta- 
tion of  the  atrial  contraction  results  in  a large  “a” 
wave  in  the  left  ventricular  pressure  pulse  with 
consequent  elevation  of  the  lvedp.  The  “reversed” 
gradient  is  small  in  magnitude  and  probably  of 
little  clinical  significance. 

Our  own  experience  has  shown  the  pulmonary 
artery  diastolic  pressure  to  be  a more  sensitive 
index  of  lvedp  than  cvp.  For  example,  one-third 
of  our  patients  with  acute  myocardial  infarction 
complicated  by  pulmonary  edema  had  a normal 
CVP  at  a time  when  pulmonary  diastolic  pressure 
was  decidedly  elevated.'*  A more  significant  find- 
ing was  the  poor  correlation  between  changes  in 
CVP  and  changes  in  pulmonary  artery  diastolic 
pressure.'’’  Thus,  the  cvp  often  is  an  inaccurate 
reflection  of  left  ventricular  filling  pressure. 

We  initially  emphasized  the  desirability  of  moni- 
toring systemic  flow  in  critically  ill  patients.  How- 
ever, it  is  apparent  that  the  critical  factor  in 
determining  survival  of  patients  in  shock,  for 
example,  is  not  the  level  of  systemic  pressure  per 
se,  but  rather  the  adequacy  of  the  cardiac  output 
to  meet  tissue  needs.  Goldman  and  coworkers’"-’' 
recently  described  the  clinical  usefulness  of  mea- 
surements of  central  venous  oxygen  saturation 
(cvOa)  in  monitoring  patients  with  acute  myo- 
cardial infarction.  They  found  that  patients  with 
CVO2  saturations  of  60  percent  or  less  tend  to  show 
evidence  of  either  heart  failure  or  shock  or  a com- 
bination of  the  two.  This  finding  is  not  surprising 
since  diminished  cardiac  output  would  be  expected 
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to  result  in  greater  extraction  of  oxygen  by  periph- 
eral tissues  and  therefore  an  abnormally  low 
oxygen  saturation  in  blood  returning  to  the  heart. 
Furthermore,  it  is  apparent  from  the  Pick  equation 
oxygen  consumption 

(cardiac  output  — ) 

arterial-mixed  venous 
oxygen  content 

that  cardiac  output  varies  directly  with  mixed 
venous  oxygen  content  when  the  oxygen  consump- 
tion and  arterial  oxygen  content  remain  constant. 
Although  the  CVO2  tends  to  be  slightly  lower  than 
the  mixed  venous  oxygen  saturation  (MVO2)-" 
(because  of  the  large  contribution  of  highly-satu- 
rated renal  venous  effluent  returning  via  the  inferior 
vena  cava^^),  the  CVO2  is  still  a reasonably  valid 
reflection  of  MVO,  in  normal  subjects  or  in  seriously 
ill  patients  without  evidence  of  heart  failure  or 
shock.  However,  in  patients  in  cardiogenic  shock 
we  found  a reversal  of  the  normal  relationship  in 
that  CVO2  was  consistently  higher  than  mv02.^"' 
These  findings  are  compatible  with  the  thesis  that 
low  output  states  are  attended  by  redistribution  of 
blood  flow  away  from  the  splanchnic,  renal,  and 
mesenteric  beds  toward  the  cerebral  circulation, 
accounting  for  the  disparity  between  CVO2  and 
MVO2.  These  results  do  not  negate  the  usefulness 
of  serial  CVO2  measurements  in  patients  with  severe 
low  output  states,  since  changes  in  CVO2  are  far 
more  important  than  the  absolute  levels  and  cor- 
relate w'ell  with  corresponding  changes  in  MVO2 
in  these  patients.-'* 

In  addition  to  measuring  right  heart  pressures 
and  MVO2,  the  flow-directed  catheter  technique 
allows  for  measurement  of  cardiac  output  by  the 
Pick  method  when  arterial  blood  and  expired  air 
are  collected.  Blood  samples  can  also  be  obtained 
from  chambers  in  the  right  side  of  the  heart  to 
establish  or  eliminate  the  presence  of  a significant 
left-to-right  shunt.  In  addition,  catheterization  of 
the  pulmonary  artery  allows  quantitation  of  right- 
to-left  shunts.^’  Depending  on  the  clinical  indica- 
tions, the  catheter  may  be  left  in  place  for  hours 
or  days.  In  this  instance,  the  introducing  needle 
is  withdrawn  from  the  vein  and  the  catheter  is 
taped  directly  to  the  skin  and  kept  patent  by  a 
continuous  dilute  heparin  drip. 

In  the  past  two  and  a half  years  we  have  at- 
tempted catheterization  of  the  right  heart  at  the 
bedside  in  114  patients  and  succeeded  in  entering 
the  pulmonary  artery  in  96  patients  and  only  the 
right  ventricle  in  18  patients.  The  time  necessary 
for  completion  of  the  procedure  varied,  but  most 


studies  were  performed  within  30  minutes.  There 
were  no  instances  of  lost  or  knotted  catheters, 
phlebitis,  emboli,  infection,  or  death.  Ventricular 
premature  beats  occurred  commonly  as  the  cathe- 
ter entered  the  right  ventricle,  but  in  only  three 
instances  did  a serious  arrhythmia  occur:  Ventricu- 
lar tachycardia  developed  in  two  patients  and 
transient  atrial  fibrillation  in  the  third  patient. 
Ventricular  tachycardia  stopped  spontaneously  on 
removal  of  the  catheter  in  one  patient,  although 
the  other  patient  required  a single  200  joule  direct 
current  countershock  to  the  chest.  These  instances 
were  unusual,  however,  for  the  catheter  was  well 
tolerated  by  most  patients  and  has  been  left  in  the 
pulmonary  artery  for  as  long  as  six  days. 

The  procedure  is  safe,  provided  certain  precau- 
tions are  followed: 

• Catheterization  should  not  be  performed  dur- 
ing the  early  phases  of  acute  myocardial  infarction, 
especially  if  the  patient  shows  pronounced  ven- 
tricular irritability.  The  two  catheter-induced 
ventricular  arrhythmias  occurred  in  patients  with 
acute  myocardial  infarction  and  premature  ven- 
tricular beats  who  were  studied  within  12  hours 
of  hospital  admission. 

• Patients  with  ventricular  irritability  should  be 
treated  with  the  appropriate  antiarrhythmic  agents 
before  catheterization.  The  procedure  should  then 
be  performed  in  an  intensive  care  area  with  access 
to  lidocaine  and  a direct  current  defibrillator. 
Since  the  establishment  of  these  precautions,  no 
serious  arrhythmia  has  occurred  in  the  patients 
studied. 

In  summary:  The  procedure  is  safe  and  easily 
mastered;  in  fact,  most  studies  were  performed  by 
house  officers  under  the  supervision  of  the  authors. 
Use  of  the  pulmonary  artery  diastolic  pressure  as 
a measure  of  left  ventricular  filling  pressure  is  valid 
in  principle.  In  addition,  the  technique  allows  for 
serial  measurements  of  MVO2  saturation  or  cardiac 
output  and  is  thus  extremely  valuable  in  assessing 
hemodynamic  dysfunction  and  the  response  to 
various  therapeutic  interventions  in  critically  ill 
patients. 

Dr.  Smith:  Before  discussing  these  interesting 
suggestions  and  this  technique,  we  should  call  on 
Dr.  Benson  Roe  to  comment  more  specifically 
about  this  patient  and  the  findings  at  operation. 

Dr.  Roe:*  I would  like  to  stress  the  immense 
value  derived  from  the  routine  use  of  the  left 
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atrial  catheter  in  postoperative  management  of 
the  valve  replacement  patient  with  low  output 
syndrome.  The  inability  to  monitor  the  left  side 
of  the  heart  is  a serious  handicap  in  the  manage- 
ment of  left-sided  functional  abnormalities.  We 
feel  that  the  surgical  opportunities  in  the  treatment 
of  patients  with  these  severe  consequences  of  acute 
myocardial  infarction  have  not  really  been  ade- 
quately utilized.  All  patients  who  are  in  shock  or 
with  very  low  cardiac  output  as  a result  of  myo- 
cardial infarction  should  be  monitored  by  this 
modality,  their  hemodynamic  abnormality  carefully 
assessed,  and  the  opportunity  for  surgical  inter- 
vention properly  planned. 

We  felt  it  desirable  to  manage  this  patient  con- 
servatively so  long  as  possible  in  the  hope  that  the 
surgical  techniques  could  be  facilitated  by  the  avail- 
ability of  scar  tissue  rather  than  dead  myocardium. 
At  a surgical  meeting  last  week,  the  group  from 
the  Chicago  Presbyterian  Hospital  reported  six 
patients  operated  on  following  acute  decompensa- 
tion after  myocardial  infarction  with  five  survivors. 
Three  of  these  patients  were  operated  on  within 
two  and  a half  weeks  of  their  initial  infarction  and 
all  survived.  I feel  that  today’s  patient  demon- 
strates an  opportunity  which  is  perhaps  being 
neglected  frequently  in  patients  with  severe  myo- 
cardial infarction. 

Dr.  Sokolov/:*  I would  like  to  reemphasize  the 
importance  of  doing  bedside  cardiac  catheteriza- 
tion in  a patient  of  this  sort,  particularly  in  view  of 
the  difficulty  in  delineating  a ruptured  ventricular 
septum  from  mitral  insufficiency  secondary  to 
malfunction  of  the  papillary  muscle.  The  murmurs 
are  identical  and  cardiac  failure  may  develop  in 
both  situations.  Differentiation  is  important  be- 
cause mitral  insufficiency  can  be  corrected  early 
in  the  course  of  the  disease,  whereas  a ventricular 
septal  defect  requires  ideally  a period  of  one  to 
three  months  before  the  repair  can  be  made.  In 
this  patient  the  important  factor  in  making  the 
diagnosis  was  the  oxygen  content  of  the  right  ven- 
tricle. When  failure  develops  in  patients  with 
myocardial  infarction,  one  should  employ  these 
newer  techniques  in  order  to  establish  the  diagnosis 
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SO  that  surgical  treatment  can  be  instituted.  I think 
everyone  considered  the  possibility  of  ruptured 
ventricular  septum  in  this  patient,  but  differentia- 
tion from  mitral  insufficiency  could  not  be  made 
until  the  catheter  data  became  available. 
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Interdepartmental  Conference 


FROM  THE  riVIVERSITY  OF  CALIFOR^A,  LOS  A1\GELES,  SCHOOL  OF  MEDICIISE 


Diagnosis  of  Obstructive  Jaundice 

Moderator:  James  S.  Clarke,  M.D. 

Discussants:  Peter  Barrett,  M.D.,  Eric  W.  Fonkalsrud,  M.D.,  John  N.  Johnson,  M.D., 
William  P.  Longmire,  Jr.,  M.D.,  Martin  A.  Pops,  M.D.,  Joseph  Rosch,  M.D., 
Richard  J.  Steckel,  M.D.,  and  Milo  M.  Webber,  M.D. 


This  is  the  edited  transcription  of  an  Interdepart- 
mental Clinical  Case  Conference  arranged  by  the 
Department  of  Surgery,  University  of  California,  Los 
Angeles,  School  of  Medicine. 


M The  diagnosis  of  obstructive  jaundice  remains  difficult  yet  vital,  since 
operative  decompression  may  relieve  extrahepatic  blockage,  but  opera- 
tion can  only  harm  patients  with  intrahepatic  block  or  parenchymal  cell 
inflammation  or  necrosis.  Three  new  diagnostic  methods  (liver  scanning, 
angiography,  and  transjugular  transhepatic  cholangiography)  are  re- 
viewed, as  is  bilirubin  metabolism,  so  important  in  the  diagnosis  of 
jaundice.  Three  clinical  problems  are  discussed:  extrahepatic  obstruc- 
tion due  to  canoer  of  the  pancreas,  biliary  atresia  causing  jaundice  iti 
the  newborn,  and  the  diffuse  ductal  obstruction  known  as  sclerosing 
cholangitis. 

An  accurate  diagnosis  can  usually  be  made  ivith  standard  diagnostic 
techniques,  such  as  history,  physical  examination  and  biochemical  tests, 
and,  when  appropriate,  gastrointestiiud  x-ray  studies,  cholecystography 
and  cholangiography,  liver  biopsy,  observation  of  the  patient’s  course, 
and  the  three  neiv  radiological  approaches  mentioned  above.  Extra- 
hepatic obstructive  jaundice  is  an  indication  for  surgical  treatment,  ex- 
cept perhaps  in  cases  of  sclerosing  cholangitis. 


44  MAY  19  70  • 112  • 5 


Dr.  John  N.  Johnson  (Department  of  Medicine) : 
The  patient  was  a 24-year-old  Caucasian  male 
welder  who  was  admitted  to  UCLA  on  October  11, 
1966  with  chief  complaint  of  easy  fatigability, 
weight  loss,  and  some  abdominal  pain  approxi- 
mately two  and  a half  months  before  admission.  He 
had  been  well  until  that  time.  These  symptoms 
were  progressive,  and  approximately  two  and  a half 
weeks  before  admission  were  accompanied  by 
nausea,  vomiting  and  the  passing  of  light-colored 
stools.  About  a week  before  admission  the  pa- 
tient’s complexion  became  yellow  and  he  noticed 
a lightening  in  the  color  of  his  stools  and  a deep 
yellow  color  in  his  urine. 

His  past  history  was  relatively  uncomplicated. 
On  physical  examination  the  positive  findings  in- 
cluded pronounced  scleral  icterus.  The  heart  and 
lungs  were  within  normal  limits;  the  abdomen  was 
soft;  the  liver  was  palpable  approximately  3.5  cm 
from  the  right  costal  margin  and  was  very  tender. 
No  other  masses  or  organomegaly  were  noted. 
Bowel  sounds  were  normoactive.  A stool  was 
noted  to  be  light-clay  colored.  There  was  no 
ascites.  With  the  exception  of  the  jaundice,  the 
remainder  of  physical  examination  was  within  nor- 
mal limits. 

Leukocytes  numbered  12,000  per  cu  mm,  the 
hematocrit  was  45,  and  hemoglobin  was  15.4 
grams  per  ml.  Other  pertinent  laboratory  data  in- 
cluded an  alkaline  phosphatase  value  of  21,  bili- 
rubin of  7.4,  SCOT  of  240,  sgpt  of  272.  Prothrom- 
bin time  was  85  percent,  heterophile  1 : 7,  negative 
ANA.  An  upper  gastrointestinal  x-ray  series  sug- 
gested effacement  of  the  second  portion  of  the 
duodenum. 

The  initial  diagnosis  was  infectious  hepatitis. 
After  an  appropriate  period  of  hospitalization,  it 
became  evident  that  the  response  was  not  of  infec- 
tious hepatitis,  but  more  suggestive  of  an  obstruc- 
tive type  of  jaundice. 

On  November  22,  a transjugular  cholangiogram 
showed  a dilated  common  bile  duct.  Because  of 
this  finding,  an  exploratory  laparotomy  was  per- 
formed, and  a hard  tumor  mass  was  found  at  the 
head  of  the  pancreas.  The  liver  was  noted  to  be 
studded  with  metastatic  lesions.  Pathology  report 
verified  adenocarcinoma  of  the  pancreas. 

Cholecystojejunostomy  and  jejunojejunostomy 
were  performed,  and  the  patient’s  postoperative 
course  was  uncomplicated.  However,  his  enzymes 

Reprint  requests  to:  Department  of  Surgery,  UCLA  School  of  Medi- 
cine, Center  for  the  Health  Sciences,  Los  Angeles,  Ca.  90024  (Dr. 
Clarke). 


continued  to  increase  and  bilirubin  to  rise.  He 
was  discharged  in  December  of  that  year  to  a 
nursing  home. 

Dr.  James  S.  Clarke  (Department  of  Surgery): 
Moynihan  said  in  1926  that  “no  one  living  is  in- 
fallible in  the  differential  diagnosis  of  obstructive 
jaundice.’’®  Today,  this  statement  stands  as  a ques- 
tion— is  it  still  true,  or  only  an  interesting  historical 
relic? 

By  way  of  giving  some  perspective  to  the  pre- 
sentations which  follow  I wish  to  comment  briefly 
on  the  selectivity  exercised  in  developing  the  pro- 
gram of  this  conference.  Of  the  many  ways  of  ap- 
proaching the  diagnosis  of  a patient  with  jaundice, 
we  have  chosen  only  a few  of  the  newer  ones  for 
discussion.  While  other  methods,  such  as  the 
history  and  physical  examination,  are  still  the  cor- 
nerstone of  accurate  diagnosis,  they  cannot  be 
reviewed  in  detail  here.  A history  compatible  with 
gallstones,  cancer  of  the  pancreas,  a recent  opera- 
tion on  the  biliary  tract,  alcoholism,  recent  blood 
transfusions,  or  ingestion  of  drugs  known  to  cause 
cholestatic  jaundice  would  be  of  great  help  in  the 
differential  diagnosis  of  jaundice.  Physical  exam- 
ination is  likewise  of  primary  importance,  espe- 
cially regarding  the  size  of  the  liver  and  spleen,  the 
palpability  of  the  gallbladder,  and  the  stigmata  of 
cirrhosis  of  the  liver.  These  aid  in  diagnosing  and 
in  the  choice  of  proper  tests  for  greater  accuracy 
in  the  diagnosis. 

Biochemical  tests  depend  on  the  many  synthetic 
and  excretory  functions  of  the  liver  and  on  the 
release  of  enzymes  that  occurs  during  cell  destruc- 
tion. Dr.  Barrett  will  discuss  those  related  to  bili- 
rubin metabolism.  Unfortunately,  biochemical 
tests  are  often  confusing  because  of  the  mixture 
of  bile  duct  obstruction  and  damage  to  the  liver 
cells  that  is  frequently  the  case  in  the  jaundiced 
patient. 

A liver  biopsy  specimen  may  be  obtained  at 
operation  under  direct  vision,  or  by  the  transcu- 
taneous route  or  a transjugular  transhepatic  route. 
The  value  and  risks  of  obtaining  specimens  will 
not  be  discussed  today. 

Radiological  examination  includes  the  well- 
established  upper  gastrointestinal  series  and  oral  or 
intravenous  cholecystography  and  cholangiogra- 
phy. Because  of  current  great  interest  in  the  new 
radiological  methods,  our  presentations  will  cover 
liver  scanning,  angiography,  and  transjugular  trans- 
hepatic cholangiography. 
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Chart  1. — The  major  steps  in  monopyrrole  biosynthesis. 
The  (lots  indicate  the  positions  of  the  isotopic  carhon 
atoms  when  glycine-2-C“  is  used  as  a precursor. 
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Chart  2. — The  major  steps  in  hemoglobin  metabolism. 
Isotopic  carbon  atoms  indicated  by  dots. 


In  addition  to  the  case  of  cancer-derived  ob- 
structive jaundice  presented  by  Dr.  Johnson,  we 
shall  discuss  two  difficult  problems  in  the  field  of 
obstructive  jaundice;  biliary  atresia  and  sclerosing 
cholangitis. 

Bilirubin  Metabolism 
In  Obstructive  Jaundice 

Dr.  Peter  Barrett  (Division  of  Gastroenterol- 
ogy) : 1 he  presence  of  jaundice  has  attracted  man’s 
interest  for  centuries,  an  interest  reflected  by 
the  fact  that  two  of  the  four  humours  of  classical 
Greek  medicine  were  bile,  yellow  and  black.  Today 
our  approach  is  a little  more  sophisticated,  but 
many  questions  remain  and  one  of  the  most  inter- 
esting concerns  the  disposition  of  bilirubin  in  ob- 
structive jaundice.  It  is  well  known  that,  in  the 
presence  of  complete  obstruction  (which  the  pa- 
tient presented  probably  had)  the  serum  bilirubin 


seldom  exceeds  20  mg  per  100  ml,  yet  it  continues 
to  be  produced  at  a normal  or  even  increased  rate. 
I will  return  to  this  aspect  of  bilirubin  metabolism 
presently. 

In  order  to  discuss  bilirubin  metabolism  in  the 
presence  of  extrahepatic  obstruction,  it  is  flrst 
necessary  to  review  very  briefly  some  aspects  of 
normal  bilirubin  metabolism. 

Charts  1 and  2 summarize  the  steps  involved 
in  the  production  of  bilirubin.  Hemoglobin  is  the 
best  known  hemoprotein,  but  the  heme  moiety  is 
a critical  portion  of  a variety  of  different  enzymes, 
myoglobin,  and  the  cytochromes.  When  these  com- 
pounds are  degraded,  the  iron  is  plucked  from  the 
cyclic  molecule,  and  scission  of  the  ring  occurs  at 
the  alpha  bridge  carbon  position,  resulting  in  the 
release  of  carbon  monoxide.  It  is  worth  empha- 
sizing that  one  mole  of  carbon  monoxide  is  pro- 
duced for  each  mole  of  heme  which  is  degraded, 
and  the  measurement  of  the  rate  of  carbon  mon- 
oxide production  has  proved  to  be  a useful  index 
of  heme  turnover. 

Bilirubin  is  the  major  degradation  product  of 
heme  in  the  body,  and  this  pigment  is  rapidly 
cleared  from  the  serum  by  the  liver.  For  example, 
if  a tracer  dose  of  C' ■‘-bilirubin  is  given  to  a normal 
person,  less  than  10  percent  remains  in  the  serum 
at  the  end  of  four  hours.  ‘ Once  the  bilirubin  enters 
the  hepatocyte,  it  is  probably  bound  to  a specific 
protein  during  its  journey  to  the  endoplasmic  re- 
ticulum, where  conjugation  of  the  molecule  oc- 
curs.'' Conjugated  bilirubin  is  subsequently  ex- 
creted into  the  bile  canaliculus  and  then  into  the 
intestine. 

The  sequence  of  pathologic  changes  which  oc- 
cur in  extrahepatic  obstructive  jaundice  has  been 
well  described.  In  a typical  case,  the  initial  changes 
consist  of  cholestasis,  infiltration  of  polymorpho- 
nuclear neutrophils  and  edema  in  the  portal  triads. 
With  prolonged  obstruction,  the  portal  areas  be- 
come enlarged  with  proliferating  bile  ducts,  fibrous 
tissue,  inflammatory  cells,  and  histiocytes.  Bile 
infarcts  are  pathognomonic  of  this  condition,  but 
are  relatively  uncommon  and  therefore  of  little 
assistance  in  the  differential  diagnosis  of  jaundice. 

Using  cytochemical  techniques,  an  increased 
amount  of  alkaline  phosphatase  has  been  demon- 
strated in  the  bile  canaliculi  shortly  after  the  onset 
of  experimental  obstruction,  and  the  serum  content 
of  this  enzyme  begins  to  rise.  It  is  of  note  that 
ligation  of  only  one  major  hepatic  bile  duct  will 
produce  a rise  in  the  serum  alkaline  phosphatase. 


46  MAY  1970  • 112  • 5 


By  contrast,  in  the  presence  of  an  otherwise  normal 
liver,  the  same  procedure  will  not  lead  to  an  eleva- 
tion of  the  serum  bilirubin,  for  there  is  adequate 
clearance  by  the  non-obstructed  liver.  This  con- 
cept is  essential  for  an  understanding  of  the  dis- 
parity between  the  serum  alkaline  phosphatase  and 
bilirubin  which  may  be  observed  in  the  presence  of 
focal  metastatic  disease  or  in  the  occasional  case  of 
blockage  of  the  right  or  left  hepatic  duct  by  tumor 
or  stone." 

The  serum  alkaline  phosphatase  determination 
is  very  useful  in  the  differential  diagnosis  of  jaun- 
dice, but  there  is  a moderate  amount  of  overlap 
between  parenchymal  and  obstructive  disease 
states.  Consequently,  one  cannot  be  dogmatic 
about  the  presence  or  absence  of  obstruction  on 
the  basis  of  this  test  alone. 

In  the  presence  of  common  bile  duct  obstruc- 
tion the  intraductal  pressure  rises,  and  above  a 
level  of  23  mm  of  mercury  the  production  of  bile 
ceases  and  the  serum  bilirubin  concentration  begins 
to  rise.  The  precise  pathway  by  which  bilirubin 
returns  to  the  serum  is  still  unsettled.  It  has  been 
suggested  that  conjugated  bilirubin  might  make 
its  way  from  the  bile  canaliculus  to  the  lymphatic 
system.  However,  experiments  in  dogs  have  shown 
that,  although  there  is  a sharp  rise  in  the  thoracic 
duct  bilirubin  concentration  immediately  following 
the  ligation  of  the  common  bile  duct,  this  elevation 
persists  for  only  a few  hours  and  then  returns  al- 
most to  normal  despite  persistent  obstruction.^ 
This  suggests  that  lymphatic  outflow  is  not  a sig- 
nificant pathway  for  the  return  of  bilirubin  from 
the  liver  to  the  serum.  Two  possibilities  remain: 
The  conjugated  bilirubin  may  return  to  the  serum 
directly  from  the  hepatocyte  or,  alternatively,  it 
may  be  excreted  into  the  bile  canaliculus  and  then 
travel  between  the  cells  back  to  the  sinusoid.  This 
issue  must  still  be  considered  controversial." 

Attempts  have  been  made  to  differentiate  paren- 
chymal from  obstructive  jaundice  on  the  basis  of 
the  ratio  of  direct  to  indirect  bilirubin  (that  is, 
conjugated  to  unconjugated  bilirubin);  however, 
the  two  fractions  are  generally  found  to  rise  to- 
gether in  both  types  of  jaundice  and  the  ratio 
offers  no  assistance  in  the  differential  diagnosis." 
The  only  situations  in  which  this  ratio  is  useful 
occur  in  patients  with  jaundice  due  to  increased 
bilirubin  production,  as  in  hemolytic  anemia,  or  in 
patients  with  metabolic  defects  such  as  Gilbert’s 
syndrome,  in  which  an  elevation  of  the  unconju- 
gated fraction  of  bilirubin  predominates. 


Bilirubinuria  occurs  in  patients  with  obstructive 
jaundice.  The  excreted  pigment  is  the  conjugated, 
water-soluble  fraction  and  is  thought  to  be  excreted 
chiefly  by  a process  of  glomerular  filtration."  How- 
ever, as  the  amount  which  can  be  measured  in  the 
urine  in  the  presence  of  extrahepatic  obstruction 
usually  represents  less  than  20  percent  of  the  daily 
bilirubin  production,  it  is  necessary  to  invoke 
other  pathways  and  mechanisms  for  the  disposal 
of  the  remaining  80  percent.  This  leaves  us  with  a 
perplexing  situation:  In  a patient  with  complete 
obstruction,  the  bilirubin  cannot  be  delivered  into 
the  gut,  and  only  a small  fraction  can  be  found  in 
the  urine. 

Recent  studies  in  mutant  rats  that  cannot  conju- 
gate and  excrete  bilirubin  normally  have  shown 
that,  after  the  infusion  of  radioactive  bilirubin, 
most  of  the  radioactivity  appears  in  the  bile,  but 
as  unidentified  water-soluble  compounds;  very 
little  material  can  be  identified  as  bilirubin  itself." 
This  demonstrates  that  alternate  pathways  of  bili- 
rubin degradation  are  present,  at  least  in  this 
species,  and  it  is  possible  that  similar  mechanisms 
account  for  the  disposition  of  bilirubin  in  the  pres- 
ence of  obstructive  jaundice  in  man. 

It  has  been  proposed  that  alternate  pathways 
for  bilirubin  degradation  occur  in  the  endoplasmic 
reticulum,  the  site  of  many  drug  detoxification  re- 
actions. In  this  regard  it  is  of  note  that  in  jaun- 
diced patients  the  administration  of  glucocorticoids 
(compounds  known  to  induce  certain  drug  metab- 
olizing enzymes)  usually  results  in  a fall  in  the 
serum  bilirubin  concentration.  The  decrease  in  the 
serum  bilirubin  is  most  pronounced  in  patients  with 
hepatitis,  and  this  fact  has  been  utilized  as  an  aid 
in  the  differential  diagnosis  of  parenchymal  and 
obstructive  jaundice.  In  practice,  however,  the 
reliability  of  this  test  is  uncertain,  and  it  is  seldom 
used. 

Further  research  will  provide  a better  under- 
standing of  the  pathophysiology  of  obstructive 
jaundice  and  will  allow  improvement  in  the  care 
of  patients  with  this  problem. 

Angiography  in  Differential  Diagnosis 

Drs.  Joseph  Rosch*  and  Richard  J.  Steckel 
(Department  of  Radiology):  Angiography  is  a 
valuable  technique  in  the  differential  diagnosis  of 
obstructive  jaundice. ^ It  gives  detailed  information 
about  pathologic  processes  involving  the  liver  and 

•Visiting  Professor,  Docent  of  Charles  University,  Prague,  Czecho- 
slovakia. 
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Figure  1. — Obstructive  jaundice  caused  by  pancreatic 
carcinoma.  Hepatic  arteriography;  tumor  infiltration  of 
the  gastroduodenal  artery  (arrows)  and  small  pancreatic 
branches. 


Figure  2. — Obstructive  jaundice  caused  by  carcinoma  of 
the  gallbladder  spreading  into  the  hepatic  hilus.  Superior 
mesenteric  arteriography;  arrows  indicate  tumor  neovas- 
cularity occupying  the  entire  gallbladder  region  and  tu- 
mor infiltration  of  an  aberrant  hepatic  artery. 


individual  organs  in  the  subhepatic  area,  and  often 
results  in  direet  visualization  of  the  lesion  causing 
biliary  obstruction.  It  is  useful  in  demonstrating 
tumors  of  the  pancreas,’  gallbladder,  bile  ducts 
and  liver  (both  primary  and  metastatic),  and 
serves  to  differentiate  them  from  non-neoplastic 
lesions.  By  determining  the  extent  of  a tumor  and 
the  secondary  involvement  of  surrounding  organs 
and  vessels,  angiography  also  contributes  greatly 
to  evaluation  of  tumor  operability. 

Selective  studies  of  the  celiac  artery  comple- 
mented by  selective  superior  mesenteric  studies,  are 
the  basic  examinations  used.'°  These  procedures 
result  in  visualization  of  all  organs  in  the  upper 
abdomen  and  give  a good  impression  of  the  portal 
circulation  in  the  venous  phase  of  the  angiogram. 
For  better  evaluation  of  individual  organs  and  in- 
creased diagnostic  accuracy,  superselective  arteri- 
ography should  be  performed  in  questionable  cases. 
Direct  hepatic  artery  injection  gives  a good  survey 
of  the  liver  and  gallbladder.  Direct  (superselec- 
tive) gastroduodenal,  dorsal  pancreatic  or  inferior 
pancreaticoduodenal  contrast  injections  are  most 
suitable  for  diagnosis  of  disease  in  the  pancreas  or 
the  duodenal  papilla.’’ 

Obstructive  jaundice,  whatever  its  cause,  exhib- 
its certain  typical  angiographic  changes  in  the 
liver  as  a result  of  the  cholestasis:  because  of  the 
enlarged  intrahepatic  bile  ducts,  the  hepatic  vascu- 
lar branches  are  narrowed  and  stretched,  and  the 
opacity  of  the  liver  in  the  capillary  phase  is  irregu- 
lar, with  ribbon-shaped  negative  defects.”  These 


liver  changes,  combined  occasionally  with  faint 
visualization  of  an  enlarged  gallbladder,  are  usually 
the  only  pathologic  angiographic  findings  in  cases 
without  tumor.  By  contrast,  biliary  obstruction 
caused  by  tumors  exhibit  certain  additional  angio- 
graphic changes,  which  are  of  crucial  importance. 

Pancreatic  carcinoma  (Figure  1)  is  diagnosed 
principally  by  tumor  infiltration  of  vessels.  The 
smaller  pancreatic  arteries  are  affected  first.  They 
become  irregular  and  narrowed  with  indented  out- 
lines, and  may  even  appear  amputated.  Later  on, 
an  enlarging  tumor  will  also  infiltrate  the  adjaeent 
major  vascular  trunks — the  gastroduodenal,  hepat- 
ic and  superior  mesenteric  arteries,  and  the  portal 
vein.  Tumor  neovascularity  is  usually  not  striking, 
consisting  only  of  very  fine  vessels,  and  neovascu- 
larity usually  is  absent  in  the  scirrhous  type  of 
carcinoma.  The  infiltrative  changes  in  the  vessels 
are  of  greatest  importance  in  the  differential  diag- 
nosis: in  inflammatory  enlargement  of  the  pan- 
creas, there  is  only  displacement  and  mild  deform- 
ity of  the  pancreatic  branches  or  surrounding 
arterial  trunks,  but  never  signs  of  tumor  invasion 
of  the  vessels. 

Cancer  of  the  duodenal  papilla,  particularly  in 
its  infiltrative  form,  also  invades  the  nearby 
arteries.  Only  the  small  branches  of  the  pancre- 
aticoduodenal arcades  are  usually  affected,  ap- 
pearing irregularly  narrowed  or  amputated.  Super- 
selective  injection  techniques  are  essential  for 
evaluating  these  small  branches. 
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Figure  3. — Obstructive  jaundice  caused  by  carcinoma  of 
the  bile  ducts  in  the  liver  hilus.  Superior  mesenteric  ar- 
teriography; tumor  infiltration  of  the  aberrant  hepatic 
artery  and  its  main  branches  in  the  hilus  (arrows). 

Cancer  of  the  gallbladder  (Figure  2)  exhibits 
tumor  neovascularity  as  the  main  pathologic  find- 
ing on  angiography.  The  tumor  vessels  are  irregu- 
lar and  sometimes  straightened,  and  in  other  cases 
are  tortuous  and  may  form  “vascular  lakes.”  They 
are  supplied  primarily  by  the  cystic  artery  and  its 
branches.  In  cases  with  tumor  infiltration  into 
surrounding  organs,  the  tumor  vessels  may  acquire 
additional  supply  from  the  intrahepatic,  duodenal 
or  right  colic  arteries.  A large  tumor  usually  in- 
vades the  adjacent  vascular  trunks,  and  the  hepatic 
artery  and  the  portal  vein  are  most  often  affected. 

Cancer  of  the  extrahepatic  bile  ducts  (Figure  3) 
is  diagnosed  by  tumor  infiltration  of  adjacent 
arteries,  with  the  proper  hepatic  artery  and  its 
bifurcation  usually  affected.  These  arteries  are 
irregularly  narrowed  and  are  often  tortuous.  With 
hepatic  spread  of  the  tumor,  similar  infiltrative 
changes  are  noted  in  the  intrahepatic  branches 
close  to  the  liver  hilus.  There  is  also  sometimes 
slight  tumor  neovascularity  and  tumor  staining 
around  the  infiltrated  vessels. 

Primary  hepatoma  leading  to  obstructive  jaun- 
dice (Figure  4)  usually  presents  in  a massive  soli- 
tary form  with  perihilar  localization.  It  is  highly 
vascular  and  supplied  by  an  enlarged  hepatic 
artery.  The  tumor  vessels  are  large  and  tortuous, 
forming  bizarre  vascular  networks.  Arteriovenous 
shunts  may  also  be  present,  with  filling  of  irregular 
vascular  lakes.  There  is  prominent  “tumor  stain- 
ing,” with  the  hepatoma  becoming  densely  opaci- 
fied in  the  capillary  phase.  Portal  vein  thrombosis 


Figure  4. — Obstructive  jaundice  caused  by  primary  hep- 
atoma. Celiac  arteriography;  extensive  tumor  neovascu- 
larity in  the  hepatic  hilus  (arrows);  infiltration  of  right 
hepatic  branch,  displacement  of  enlarged  left  hepatic 
branch. 

is  frequently  visualized  late  in  the  angiogram,  along 
with  retrograde  filling  of  a collateral  venous  circu- 
lation. 

Liver  metastases  may  have  varying  angiographic 
appearances,  depending  on  their  vascularity.  Met- 
astases from  hypernephromas,  thyroid  or  islet-cell 
carcinomas,  hemangiosarcomas,  and  occasionally 
even  colon  carcinomas,  may  be  highly  vascular  and 
may  present  with  many  irregular  tumor  vessels  in 
the  arterial  phase,  and  with  tumor  “staining”  of 
the  metastatic  deposits  in  the  capillary  phase  of 
hepatic  angiography.  The  angiographic  diagnosis 
of  poorly  vascular  or  avascular  metastases  is  based 
principally  on  deformity  of  the  surrounding  intra- 
hepatic branches,  and  on  filling  defects  in  the  liver 
parenchyma  visible  in  the  capillary  phase. 

In  summary,  angiography  aids  preoperatively  in 
the  differential  diagnosis  of  obstructive  jaundice  of 
neoplastic  origin.  It  demonstrates  the  tumor  as 
well  as  its  extent,  and  is  of  great  assistance  in  evalu- 
ating potential  operability. 

Liver  and  Pancreatic  Scanning 

Dr.  Milo  M.  Webber  (Department  of  Radiol- 
ogy) : As  far  as  definition  of  the  images  is  con- 
cerned, what  I have  to  show  here  is  going  to  be 
a poor  second  to  the  radiographic  procedures. 
However,  the  entire  principle  is  relatively  new  and, 
I think,  measured  against  radiography  and  the  ad- 
vances we  have  seen  in  the  past  60  or  70  years 
is  equivalent  to  radiography  back  in  the  1910s  or 
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TABLE  1. — Liver  Scanning  Agents 


Agent  Tracer 


Radiogold  Au'®®  .. 

Rose  bengal 

Human  serum  albumin  (microaggregates) 

Human  serum  albumin  (microaggregates)  . . Tc®®™ 

Radiotechnetium-sulfur  colloid  Xc®®™ 

Indium  colloid  Ini^® 


1920s.  I think  we  have  a long  way  to  go,  but 
the  future  is  there. 

Two  procedures,  liver  scanning  and  pancreatic 
scanning,  were  of  special  importance  in  the  case 
presented  earlier.  Before  discussing  them  briefly, 
I would  like  to  mention  that  liver  scanning  is  in  a 
broad  sense  a UCLA  development,  in  that  the  first 
papers  published  on  the  subject  were  those  of  Dr. 
Stirrett  and  his  associates  back  in  the  early  1950s.’’ 

The  technique  of  scanning  is  different  from  the 
technique  of  x-ray  radiology  in  that  the  patient 
himself,  rather  than  an  x-ray  tube,  is  emitting  the 
photons.  We  attempt  to  make  radioactive  the  part 
of  the  patient  that  we  are  interested  in  visualizing. 
In  liver  scanning  we  are  limited  to  a few  agents; 
Table  1 lists  some  of  the  most  commonly  used. 
Radiogold- 198,  in  use  throughout  the  world,  is 
listed  first.  Rose  bengal  attracted  originally  a great 
deal  of  interest  and  is  still  used  to  some  extent; 
in  fact,  it  has  a unique  application  (to  be  discussed 
later)  in  cases  of  obstructive  jaundice. 

The  earliest  liver  scanning  was  done  with  serum 
albumin  tagged  with  radioiodine-131,  not  in  a 
particulate  form  at  all,  which  collected  to  a minimal 
extent  in  areas  of  tumor  activity.’'  The  type  of 
scan  obtained  in  the  early  days  was  unsatisfactory 
in  comparison  with  what  we  are  capable  of  obtain- 
ing today.  Small  particles  of  serum  albumin, 
prepared  by  heating  and  shaking,  when  given 
intravenously  are  concentrated  by  the  reticulo- 
endothelial system  throughout  the  liver  and  spleen. 
When  the  scan  is  made,  the  liver  and  the  spleen 
are  visualized.  The  albumin  particles  can  be  tagged 
with  radioiodine,’*  as  they  are  in  most  places,  or 
with  radiotechnetium-99m,  a relatively  new  tracer 
which  permits  the  use  of  much  more  radioactivity 
with  much  less  radiation  damage. 

Radiotechnetium-99m-sulfur  colloid  is  a rela- 
tively new  agent  which  consists  of  small  particles 
of  sulfur  that  include  technetium  sulfide;  it  is  also 
localized  within  the  reticuloendothelial  system  of 
the  liver.^  And,  finally.  Indium- 1 13m,  a new  tracer 
which,  like  radiotechnetium-99m,  has  a very  short 
half-life  (approximately  90  minutes),  can  be  used 


in  large  doses  and  yields  many  photons  yet  delivers 
little  destructive  irradiation  to  the  patient.’  With 
these  two  agents  the  scan  images  appear  to  have 
fine  detail,  and  we  see  things  that  we  were  unable 
to  see  with  the  older  types  of  scanning  techniques. 

By  the  use  of  the  techniques  which  involve  up- 
take of  tracer  within  the  reticuloendothelial  system 
we  see  the  collection  of  cells  that  represent  the 
active  phagocytes  of  this  system.  Several  patterns 
can  be  present  in  a normal  person,  and  it  is  very 
difficult  to  say  that  one  pattern  is  normal  and  an- 
other abnormal.  In  fact,  there  are  probably  15  or 
so  usual  patterns;  of  those  most  commonly  seen, 
we  have  selected  four,  shown  in  Figure  5,  which 
represent  what  the  liver  scanning  technique  might 
be  expected  to  show  in  a normal  person. 

Note  that  in  some  instances  the  left  lobe  is  more 
prominent  than  in  others;  in  Figure  5 B it  is  almost 
separate — in  fact,  in  some  cases  an  actual  cleft  can 
be  seen  between  the  two  lobes.  The  spleen  shows 
up  well  at  times,  as  in  Figure  5C,  where  it  is  much 
more  apparent  than  in  5A;  the  difference  is  due  to 
the  agent  used  (technetium-sulfur  suspension  in 
5C,  gold- 198  in  A).  Another  possible  source  of 
confusion  is  a Riedel’s  lobe  extending  from  the 
tip  of  the  right  lobe. 

In  addition  to  the  wide  variation  in  the  normal 
appearance  of  the  liver,  there  is  the  problem  of 
loss  of  detail  due  to  the  patient’s  breathing  during 
the  many  minutes  needed  to  perform  a scan.  There 
is  also  a limit  to  the  size  of  the  lesion  that  can  be 
seen  in  the  liver  scan:  it  must  be  at  least  2 to  3 cm 
in  diameter  (depending  upon  its  location  within 
the  liver)  for  it  to  be  discerned  with  certainty.  If 
there  are  many  small  metastases  scattered  through- 
out the  liver,  we  will  be  unable  to  see  them.  On 
the  other  hand,  we  can  be  sure  to  see  large  enough 
metastases,  cysts  or  abscesses,  even  though  we 
cannot  really  distinguish  these  processes  from  one 
another  but  see  them  all  as  areas  of  decreased 
tracer  uptake.  If  they  are  too  small,  however, 
we  may  easily  miss  them. 

Figure  6 is  a good  example  of  what  might  be 
seen  in  a patient  with  a tumor  at  the  head  of  the 
pancreas,  as  in  the  case  here  presented.  Note  a 
light  area,  rather  large,  extending  up  from  the  hilar 
region  of  the  liver,  representing  destruction  of 
functioning  reticuloendothelial  cells  throughout  the 
liver  in  the  region  of  the  porta  hepatis. 

Figure  7 also  shows  the  possible  result  of  a 
tumor  in  the  pancreas.  The  left  lobe  cannot  be 
seen;  its  absence  could  represent  that  a tumor  has 
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Figure  5. — Commonly  encountered  scanning  configurations  of  the  normal  liver  and  spleen.  Note  that  the  spleen  is 
usually  not  seen  clearly.  A;  Gold-198  scan.  B,  C,  D;  Technetium-sulfur  suspension  scans;  note  prominent  left  lobe  in  B 
and  clearly  visualized  spleen  in  C. 


involved  and  destroyed  it,  especially  if  the  presence 
of  a mass  in  this  region  were  confirmed  radio- 
graphically or  by  physical  examination. 

Rose  bengal  can  yield  unique  information  for 
the  diagnosis  of  obstructive  jaundice.  Upon  in- 
gestion, rose  bengal  is  picked  up  by  the  paren- 
chymal cells  of  the  liver,  excreted  in  the  gallblad- 
der, and  then,  if  all  is  normal,  passes  out  into  the 
gastrointestinal  tract  to  the  duodenum.  This  ex- 
cretion sequence  is  prevented  by  an  obstruction. 
The  rose  bengal  will  be  picked  up  by  the  liver,  if 
the  liver  still  has  this  capacity,  but  then  the  agent 
will  gradually  be  released  by  the  liver  into  the 
bloodstream,  to  be  eventually  excreted  through 
the  kidneys. 

Figure  8 illustrates  the  usefulness  of  the  rose 
bengal  liver  scan.  There  is  essentially  no  uptake  of 
technetium-sulfur  colloid  (Figure  8A)  in  the 
Kupfer  cells  of  the  liver.  In  the  particular  case 


illustrated  the  liver  function  was  so  impaired  be- 
cause of  obstructive  disease  that  most  of  the  colloid 
is  picked  up  in  the  spleen,  the  bone  marrow,  some 
in  the  liver,  and  some  in  the  phagocytes  of  the  lungs. 
Figure  8B  shows  a rose  bengal  scan  in  the  same 
patient.  The  tracer  is  picked  up  initially  in  the 
liver  and  in  the  gallbladder,  which  is  seen  clearly; 
much  of  the  tracer  is  then  passed  into  the  gastro- 
intestinal tract,  and  a good  deal  of  it  can  be  seen 
in  the  bowel.  This  is  a diseased  liver,  but  there  is 
no  evidence  of  actual  obstruction,  although  there  is 
no  question  that  the  capacity  to  pick  up  a tracer 
such  as  technetium-sulfur  colloid  is  much  impaired. 

Pancreatic  scanning,  in  practice  since  about 
1962,  is  based  on  the  labeling  of  methionine  (a 
precursor  to  pancreatic  enzymes)  with  radiose- 
lenium-75. An  uptake  in  the  pancreas  (Figure  9) 
can  be  seen  in  about  50  percent  of  the  cases  given 
the  labeled  methionine.  If  an  uptake  looks  rela- 
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Figure  6.  Liver  scan  (technetium-sulfur  colloid)  show- 
ing questionable  area  of  decreased  tracer  uptake  in  the 
hilar  region,  representing  destruction  of  functioning  liver 
tissue. 


L 


Figure  7. — Liver  scan  (technetium-sulfur  colloid)  show- 
ing destruction  of  the  left  lobe  and  of  a portion  of  the 
right  lobe  due  to  malignancy. 

lively  normal  in  concentration  and  configuration 
(taking  into  account  that  we  are  in  a very  early 
stage  in  the  understanding  of  the  variations  of  the 
pancreas  in  man)  the  chances  are  that  the  organ  is 
normal.  On  the  other  hand,  failure  to  visualize  it 
or  the  presence  of  areas  of  no  uptake  is  a good 
indication  of  some  problem  with  the  pancreas. 
This  is  not  a widely  accepted  technique;  I think 
it  has  promise  for  the  future.  Some  investigators 
have  claimed  it  to  be  as  good  as  angiography  of 
the  pancreas,  but  that,  of  course,  depends  upon 
the  capability  (and  luck)  of  the  person  doing  the 
angiography.  Scanning  is,  however,  nontraumatic 
and  can  be  done  with  relative  ease  compared  with 
current  angiographic  techniques. 


Figure  8. — A:  Liver  scan  (technetium-sulfur  colloid) 
showing  no  particulate  uptake  in  the  liver  Kupfer  cells, 
but  only  in  the  phagocytes  of  the  spleen.  B:  Rose  bengal 
scan  on  same  patient,  showing  functioning  of  the  paren- 
chymal cells  and  discharge  of  the  tracer  into  the  gastro- 
intestinal tract. 

Transjugular  Transhepatic 
Cholangiography 

Dr.  Martin  A.  Pops  (Department  of  Medicine): 
To  start  with  an  oversimplification:  in  cases  of 
obstructive  jaundice,  the  obstruction  is  surgically 
amenable  where  it  resides  exterior  to  the  liver.  But 
the  clinical  picture  and  laboratory  tests  can  be 
identical  to  those  obtained  in  cases  where  it  is 
located  within  the  liver,  as  it  may  be  when  cho- 
lestasis occurs  secondary  to  infectious  hepatitis  or 
is  caused  by  chlorpromazine  or  methyltestosterone. 
This  has  led  in  some  instances  to  the  mistaken  per- 
formance of  surgical  operation  in  cases  of  choles- 
tatic viral  hepatitis,  with  great  risk  to  the  patient. 
Thus  it  is  important  to  determine  whether  patients 
with  apparent  obstructive  jaundice  are  surgically 
treatable. 
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Figure  9. — Scan  of  the  pancreas  done  with  Se’Mabeled 
methionine. 


The  oldest  technique  (and  the  one  that  we  still 
favor  when  possible)  is  visualization  of  the  biliary 
tree  by  intravenous  cholangiography.  This  depends 
on  hepatic  conjugation  and  excretion  of  an  iodide 
introduced  into  the  systemic  circulation.  With 
jaundice,  however,  liver  function  may  well  be  com- 
promised to  the  point  where  uptake  and  excretion 
of  the  opaque  substance  is  suboptimal  and  visual- 
ization is  not  obtained.  Direct  cholangiography 
may  then  be  considered.  Three  techniques  are 
now  in  use. 

The  first  method  is,  of  course,  to  operate  on  the 
patient  and  do  a cholangiogram  at  the  operating 
table.  Operative  cholangiography  has  wide  appli- 
cation, with  obvious  limitations.  As  our  main  topic 
is  the  preoperative  evaluation  of  the  jaundiced 
patient,  we  shall  proceed  to  consider  the  other 
types  of  direct  cholangiography. 

Transhepatic  cholangiography  involves  the  in- 
jection of  a dye  directly  into  the  biliary  tree  after 
lateral  percutaneous  puncture  of  the  liver.  The 
contrast  agent  fills  the  biliary  system.  In  Figure  10, 
a gallstone  totally  occluding  the  common  hepatic 
duct  can  be  seen.  The  patient  presented  with 
jaundice  and  pruritus  but  no  pain.  The  cholangio- 
gram proved  that  in  her  case  jaundice  was  amen- 
able to  surgical  treatment. 

Transhepatic  cholangiography  poses  some  prob- 
lems, and  the  reports  dealing  with  this  method 
often  stress  the  need  for  immediate  surgical  inter- 
vention should  obstruction  be  found.  One  recog- 
nized complication  is  leakage  of  bile  back  through 
the  hepatic  puncture  site  into  the  peritoneal  cavity, 
with  resultant  bile  peritonitis. 

The  other  reported  complication  of  this  pro- 


Figure  10. — Transhepatic  cholangiogram  demonstrating 
total  occlusion  of  the  common  hepatic  duct  by  calculus 
(arrow) . 


cedure  is  hemoperitoneum.  In  performing  trans- 
hepatic cholangiography  the  liver  capsule  is  being 
punctured  from  the  outside,  so  to  speak.  Having 
created  a situation  where  either  bile  or  blood  can 
extravasate  into  the  peritoneal  cavity,  most  persons 
experienced  with  this  method  would  like  to  be  sure 
that  the  operating  room  is  ready  in  case  ductal 
obstruction  is  found. 

At  UCLA,  Drs.  W.  N.  Hanafee  and  M.  Weiner 
have  recently  devised  a method  of  percutaneous 
cholangiography  whereby  the  biliary  system  may 
be  opacified  without  the  necessity  of  hepatic  cap- 
sule puncture.  They  found  that  straight-line  access 
to  the  hepatic  veins  was  obtainable  by  cannulation 
of  the  right  internal  jugular  vein.  A slightly  curved 
long  needle,  adapted  from  trans-septal  cardiac 
catheterization,  can  be  passed  into  the  liver  via  its 
venous  system  and  thence  into  the  hepatic  paren- 
chyma and  finally  into  a biliary  duct.  The  chances 
of  successful  visualization  are,  of  course,  increased 
if  extrahepatic  obstruction  and  secondary  ductal 
dilatation  are  present.  This  technique  may  provide 
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an  advantage  over  transhepatic  cholangiography 
because  the  hepatic  capsule  is  not  punctured,  there- 
by reducing  or  eliminating  the  risks  of  bile  perito- 
nitis and  hemoperitoneum.  Our  experience  over  the 
past  three  years  has  tended  to  bear  this  out. 

Figure  1 1 illustrates  a transvenous  (transjugu- 
lar) cholangiogram  done  by  the  technique  just  de- 
scribed. It  shows  a common  duct  stricture  in  a 
man  who  presented  with  jaundice  six  years  after 
cholecystectomy. 

Figure  12  shows  the  radiographic  studies  in  the 
case  presented  by  Dr.  Johnson.  The  upper  gastro- 
intestinal series  shows  some  suggestive  effacement 
and  narrowing  of  the  duodenal  loop  and  some 
obliteration  of  the  folds  of  the  duodenum,  sug- 
gesting a mass  in  the  head  of  the  pancreas.  The 
cholangiogram  reveals  an  enormously  dilated  in- 
trahepatic  ductal  system.  The  arrow  points  to  a 
sharp  cut-off  which  we  have  come  to  recognize  as 
characteristic  of  tumor.  As  was  noted  earlier,  on 
surgical  operation  a fairly  large  carcinoma  was 
found  at  the  head  of  the  pancreas. 

Complications  of  transjugular  cholangiography 
have  included  febrile  episodes  in  several  patients 
following  the  procedure  and,  in  one  case,  frank 
Gram-negative  sepsis  with  death.  The  threat  of 
bacteremia  and  sepsis  may  be  reduced  by  pre- 
procedural preparation  of  the  patient  with  ap- 
propriate antibiotics  such  as  ampicillin  or  tetra- 
cycline. It  would  seem  wise  to  employ  antibiotics 
in  this  way,  especially  if  there  is  history  of  episodes 
of  cholangitis. 

In  summary,  then,  we  have  a new  technique  of 
direct  cholangiography  which  may  be  very  useful 
in  diagnosis  and  planning  of  management  for  the 
patient  with  apparent  obstructive  jaundice.  The 
complication  of  bile  peritonitis  and  hemoperi- 
toneum can  be  avoided,  thus  eliminating  the  neces- 
sity for  immediate  operation.  The  risk  of  bac- 
teremia is  probably  the  same  or  greater  than  with 
transhepatic  cholangiography. 

(Obstructive  Jaundice  in  Infants 

Dr.  Eric  W.  Fonkalsrud  (Department  of  Sur- 
gery) : Although  carcinoma  of  the  head  of  the 
pancreas  and  choledocholithiasis  are  unusual  in 
infants  and  children,  jaundice  is  nonetheless  a 
common  and  serious  problem  in  this  age  group. 
Of  particular  clinical  importance  (as  in  adults)  is 
the  separation  of  obstructive  from  nonobstructive 
jaundice.  Pathologic  jaundice  usually  appears 
during  the  first  36  hours  after  birth.  When  jaundice 


Figure  11. — Transjugular  cholangiogram  demonstrating 
severe  stricture  of  the  common  hepatic  duct  (arrow). 


persists  beyond  the  second  week  of  life,  the  likeli- 
hood is  greater  that  it  is  of  the  obstructive  type. 

Obstructive  jaundice  may  be  identified  by  means 
of  a combination  of  methods.  The  history  and 
physical  examination  may  indicate  the  possibility 
of  the  jaundice  being  caused  by  infection,  isoim- 
munization, rubella,  cystic  fibrosis,  or  other  non- 
obstructive conditions.  The  age  at  onset  of  the 
jaundice  may  be  helpful  in  separating  various  types 
of  nonobstructive  jaundice,  as  is  shown  in  Table  2, 
in  which  conditions  are  classified  by  whether  jaun- 
dice first  appeared  before  or  after  the  seventh  day 
of  life.  It  seems  that  hepatitis  in  neonates  is  not 
an  inflammatory  condition  similar  to  that  in  adults, 
but  rather  results  from  a congenital  malformation 
of  the  hepatic  cells. 

Several  conditions  may  produce  nonobstructive 
jaundice  in  infants,  with  the  onset  of  symptoms 
at  various  ages;  these  include  conjugation  de- 
ficiency, sepsis,  concealed  hemorrhage,  galacto- 
semia, spherocytosis,  drug  toxicity,  and  hypoxia. 
Jaundice  may  occur  during  the  first  week  or  as 
late  as  one  or  two  months  of  age.  Certain  drugs 
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Figure  12. — Left  and  center:  Upper  gastrointestinal  series  showing  suggestive  effacement  of  the  duodenal  loop.  Right: 
Transjugular  cholangiogram  demonstrating  pronounced  dilatation  of  intrahepatic  ductal  system;  cutoff  by  tumor  aris- 
ing at  the  head  of  the  pancreas  is  indicated  by  the  arrow. 


TABLE  2. — Classifying  Characteristics  of 
Nonobstructive  Jaundice 

Appears  Under  7 Days  of  Age 

Icterus  neonatorum 
Isoimmunization  (Rh  and  abo) 

Appears  After  7 Days  of  Age 

Hepatitis 

Toxoplasmosis 

Cytomegalic  inclusion  disease 
Congenital  syphilis 
Familial  nonhemolytic  icterus 
Cystic  fibrosis 
Pyloric  stenosis 


and  sepsis  may  produce  jaundice  in  an  infant 
several  months  of  age. 

Various  tests,  such  as  the  blood  count,  typing, 
Coombs’  test,  serology,  urine  galactose  and  exam- 
ination for  cytomegalic  inclusion  bodies,  may  be 
of  help  in  identifying  these  causes  of  nonobstruc- 
tive jaundice.  Skull  roentgenograms  may  identify 
toxoplasmosis  as  the  cause  of  jaundice.  The  find- 
ings that  are  most  helpful  in  the  recognition  of  ob- 
structive jaundice  are  acholic  stools  and  biluria. 
An  elevation  in  the  direct  serum  bilirubin,  ab- 
sence of  urobilinogen  in  the  urine,  and  absence  of 
rose  bengal  excretion  into  the  intestine  are 
confirmatory  evidence  for  the  presence  of  ob- 
structive jaundice. 

Several  forms  of  obstructive  jaundice  may  oc- 
cur in  small  infants.  Congenital  biliary  atresia  is 
the  most  common  type  in  neonates,  the  incidence 
being  1 in  2,000  to  3,000  births.  This  malforma- 
tion may  be  present  in  a variety  of  anatomical  pat- 
terns, from  atresia  of  the  entire  ductal  system  to 


either  extrahepatic  or  intrahepatic  ductal  atresia. 
In  the  most  commonly  encountered  form  of  this 
anomaly  the  extrahepatic  ducts  and  gallbladder 
are  atretic.  In  only  a small  number  of  infants  does 
the  intrahepatic  ductal  system  empty  into  a dilated 
proximal  extrahepatic  duct  which  communicates 
with  an  atretic  common  bile  duct.  This  is  the  only 
form  of  biliary  atresia  that  may  be  corrected  sur- 
gically by  means  of  a choledochoenceric  anasto- 
mosis, although  the  eventual  prognosis  depends 
upon  the  degree  of  cirrhosis  that  develops  before 
operation. 

Biliary  hypoplasia  is  an  uncommon  malforma- 
tion in  which  either  extrahepatic  or  intrahepatic 
bile  ducts  are  narrowed  in  localized  areas,  pro- 
ducing partial  ductal  obstruction  and  jaundice, 
sometimes  at  an  early  age.  This  condition  is  be- 
lieved by  many  physicians  to  be  a variant  of  giant 
cell  hepatitis  with  narrow  ducts.  Many  children 
with  biliary  hypoplasia  live  until  adolescence,  al- 
though cirrhosis  and  portal  hypertension  usually 
become  evident  and  are  progressive. 

Choledochal  cysts  may  become  clinically  symp- 
tomatic in  infants  as  well  as  in  children  or  adults. 
This  congenital  dilatation  of  the  common  bile  duct 
produces  partial  biliary  obstruction  with  resultant 
intermittent  jaundice,  fever,  pain,  and  usually  an 
abdominal  mass.  Such  cysts  should  be  recognized 
early  and  drained  internally  before  severe  cirrhosis 
develops.  This  is  one  of  the  most  readily  cor- 
rectable forms  of  obstructive  jaundice  encountered 
in  pediatric  patients. 

Most  children  with  biliary  atresia  die  within 
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Figure  13. — Liver  biopsy  specimen  from  a 6-day-old 
infant  with  biliary  atresia,  showing  moderate  periportal 
fibrosis.  This  child  subsequently  underwent  orthotopic 
liver  homotransplantation  and  died  with  hepatic  necrosis 
due  to  arterial  thrombosis  three  weeks  after  transplanta- 
tion. 


the  first  two  years  of  life  (the  average  at  19 
months),  regardless  of  the  type  of  therapy.  Once 
the  diagnosis  is  suspected  and  substantiated  by  the 
laboratory  studies,  a laparotomy  with  open  liver 
biopsy  is  recommended.  If  the  liver  is  firm,  nodular 
and  dark  green,  characteristic  of  biliary  cirrhosis, 
the  incision  is  extended  and  a thorough  explora- 
tion of  the  hepatoduodenal  ligament  is  undertaken 
in  search  of  a dilated  proximal  duct,  either  extra- 
hepatic  or  intrahepatic,  which  may  be  anastomosed 
to  the  small  intestine.  If  the  liver  is  soft,  smooth 
and  reddish  brown,  suggestive  of  hepatitis,  a small 
catheter  is  placed  into  the  gallbladder,  and  the 
wound  is  closed  as  quickly  as  possible  to  minimize 
the  duration  of  anesthesia.  A cholecystogram  and 
cholangiogram  are  then  performed  with  the  patient 
awake.  A well-visualized  complete  extrahepatic 
ductal  system  excludes  the  likelihood  of  biliary 
atresia.  If  the  ductal  system  is  not  visualized  and 
biopsy  of  a prepared  speciman  of  liver  is  diagnostic 
of  biliary  atresia,  laparotomy  and  extensive  ex- 
ploration of  the  biliary  ductal  system  are  subse- 
quently performed.  The  importance  of  early 
biopsy  and  accurate  identification  of  the  occasional 
surgically  correctable  lesion  early  is  emphasized 
by  the  case  illustrated  in  Figure  13,  which  shows 
moderate  cirrhosis  in  a specimen  taken  from  an 
infant  with  biliary  atresia  at  six  days  of  age. 

Because  of  the  almost  uniformly  poor  prognosis 
of  children  with  biliary  atresia,  several  experi- 


mental approaches  have  been  studied  to  reduce 
the  hyperbilirubinemia.  The  use  of  corticosteroids 
and  cholestyramine  to  reduce  the  serum  bilirubin, 
which  was  mentioned  earlier  in  discussion  of  the 
management  of  adults  with  jaundice,  has  been  of 
some  value  in  infants  with  jaundice.  Clinical  at- 
tempts to  reduce  the  serum  bilirubin  which  is  in 
equilibrium  with  lymph  by  external  drainage  of 
thoracic  duct  lymph  have  resulted  in  massive 
protein  and  fluid  losses  that  make  the  procedure 
unfeasible  for  more  than  short  periods.  One  child 
with  biliary  atresia  was  kept  alive  for  approxi- 
mately three  months  with  the  continued  use  of 
this  treatment.  At  UCLA  we  have  modified  this 
approach  by  anastomosing  the  large  lymphatic 
channels  in  the  hepatoduodenal  ligament  to  an 
isolated  loop  of  small  intestine  in  five  children 
with  biliary  atresia,  hoping  to  cause  excretion  of 
excess  bilirubin  and  yet  allow  intestinal  absorp- 
tion of  proteins  and  fluid.  Although  these  pro- 
cedures may  lower  the  serum  bilirubin  temporarily, 
there  is  little  evidence  to  suggest  that  the  progres- 
sion of  the  biliary  cirrhosis  is  altered,  and  death 
usually  occurs  at  approximately  the  same  age  as 
when  the  condition  is  untreated. 

Perhaps  the  greatest  hope  for  the  future  man- 
agement of  children  with  biliary  atresia  rests  in 
liver  homotransplantation,  which  has  become  in- 
creasingly successful  during  the  past  several  years, 
and  has  been  used  in  three  patients  in  this  hospital. 

Sclerosing  Cholangitis 

Dr.  William  P.  Longmire,  Jr.  (Department 
of  Surgery):  Sclerosing  cholangitis  is,  fortunately, 
a rare  disease  and  no  one  has  a wide  experience 
with  it  from  which  to  draw  specific  conclusions. 
One  of  the  largest  series  reported  in  the  literature 
at  this  time  concerns  42  cases  collected  by  Warren 
and  his  associates-®  at  the  Lahey  Clinic;  the  authors 
point  out  the  almost  uniformly  unfavorable  results 
of  this  disease. 

There  are  two  points  that  I would  like  to  make 
in  regard  to  this  process,  usually  diagnosed  at  the 
time  of  operation  for  jaundice  of  an  obstructive 
type  in  which  a decided  thickening  and  sclerosis 
of  the  wall  of  the  common  duct  is  found,  a change 
that  occurs  in  the  submucosal  layer  with  pro- 
nounced periductal  inflammatory  reaction  about 
it.  The  extent  of  the  condition  may  vary  from  a 
very  mild  sort  of  process  to  one  that  almost  com- 
pletely obliterates  the  lumen  of  the  duct. 

First,  one  must  differentiate  this  process  from 
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a primary  bile  duct  carcinoma,  and  this  can  pre- 
sent some  major  problems,  primarily  because 
when  performing  a biopsy  of  the  wall  of  the 
common  duct  the  surgeon  never  likes  to  remove  a 
really  significant  portion  of  the  duct  for  fear  of 
creating  a permanent  biliary  fistula;  hence  the 
specimen  that  the  pathologist  frequently  receives 
is  not  adequate  to  reach  a definitive  diagnosis. 

Nevertheless,  there  are  several  points  that  can 
be  made  with  regard  to  this  differential  diagnosis. 
In  the  first  place,  when  dealing  with  sclerosing 
choledochitis,  this  is  usually  found  to  be  a diffuse 
process  that  is  apt  to  involve  the  entire  extra- 
hepatic  biliary  system.  Not  infrequently,  changes 
will  also  be  found  inside  the  liver  which  are  com- 
patible with  a primary  biliary  cirrhosis,  or  what 
we  refer  to  as  cholangiolitic  hepatitis  (to  be  further 
discussed  later  on). 

On  the  other  hand,  in  the  case  of  carcinoma  an 
operative  cholangiogram  will  demonstrate  a more 
localized  area  of  constriction,  and  above  that  point 
of  constriction  a dilatation  of  the  intrahepatic 
ductal  system  or  a dilatation  of  some  portion  of 
the  extrahepatic  system  if  the  process  is  localized 
to  the  lower  portion  of  the  duct.  The  point  is  that 
the  sclerosing  cholangitis  is  apt  to  be  a diffuse 
process  and  the  carcinoma  apt  to  be  localized, 
with  dilatation  above  the  point  of  obstruction  in 
the  case  of  carcinoma,  and  no  dilatation  above 
with  the  cholangitis. 

As  occasional  exceptions  to  this,  there  are  pa- 
tients with  a localized  process,  and  these  account 
for  the  rare  case  of  sclerosing  cholangitis  in  which 
some  permanent  cure  may  result. 

In  addition  to  this  process  alone,  sclerosing 
cholangitis  may  also  occur  in  combination  with 
some  other  systemic  diseases.  Not  infrequently,  it 
occurs  with  ulcerative  colitis,  with  retroperitoneal 
fibrosis,  with  sclerosing  fibrosis  in  other  anatomical 
sites;  its  relationship  with  these  other  diseases  is 
not  clear. 

The  other  major  point  I would  like  to  establish 
is  that  this  is  probably  the  same  process  that  we 
identify  as  cholangiolitic  hepatitis  or  primary 
biliary  cirrhosis,  affecting  in  this  case  first  or  most 
severely  the  extrahepatic  portion  of  the  biliary 
tract. 

Cholangiolitic  hepatitis  occurs  typically  in  the 
most  proximal  portion  of  the  biliary  secretory 
unit,  while  sclerosing  cholangitis  occurs  more  often 
in  the  major  or  extrahepatic  ductal  system.  These 
processes  frequently  overlap.  For  example,  in  foiu* 


of  the  28  cases  of  cholangiolitic  hepatitis  that  we 
have  reported®  from  this  institution  the  patient 
was  thought  to  have  a normal  extrahepatic  biliary 
tract  at  the  time  of  the  first  exploration,  but  at 
subsequent  exploration,  a year  or  more  later,  all 
four  were  found  to  have  extensive  thickening  and 
sclerosis  of  the  extrahepatic  system  as  the  process 
seemed  to  extend.  Turning  the  story  around,  practi- 
cally all  the  patients  reported  upon  by  Warren  and 
his  associates'^  eventually  died  of  biliary  cirrhosis, 
so  that  there  was  an  extension  of  the  process  along 
this  line. 

In  relation  to  this  disease  and  ulcerative  colitis, 
12  of  the  42  patients  in  Warren’s  report  had 
ulcerative  colitis  in  association  with  the  bile  duct 
disease.  Two  of  these  patients  made  an  excellent 
recovery,  but  ten  did  poorly,  and  five  of  them  died 
of  the  disease.  In  nine  of  these  ten  patients  biliary 
cirrhosis  developed. 

Sherlock’®  said  that  colectomy  and  antibiotics 
are  of  no  benefit  in  the  treatment  of  this  particular 
type  of  disease;  we  therefore  feel  that  this  is  proba- 
bly not  an  infectious  process  but  rather  a systemic 
disorder  of  some  type,  possibly  related  to  an  im- 
mune or  an  allergic  phenomenon.  It  is  associated 
frequently  with  other  disease  processes  of  similar 
nature.  It  follows  a rather  unfavorable  course  in  a 
majority  of  instances,  and  the  various  treatments 
of  prolonged  biliary  drainage  are  probably  inef- 
fective in  the  majority  of  cases.  Such  treatment  is 
possibly  contraindicated,  inasmuch  as  is  provides 
a means  or  an  avenue  for  secondary  infection  to 
enter  and  extend  up  the  biliary  tract.  The  use  of 
steroids  may  be  of  some  value  in  the  very  early 
cases  if  diagnosis  can  be  made,  and  a short  course 
of  therapy  along  this  line  may  be  tried. 

Discussion 

Dr.  Clarke:  We  have  a few  minutes  for  ques- 
tions and  discussion.  First,  I would  like  to  say 
that  we  are  delighted  to  have  Professor  Richard 
Welbourn  from  Hammersmith  with  us  this  month 
as  a visiting  professor  in  the  Department  of  Sur- 
gery. I would  like  to  invite  Professor  Welbourn  to 
comment  if  he  wishes. 

Dr.  Richard  Welbourn  (Royal  Postgraduate 
Medical  School  of  London,  Hammersmith,  Eng- 
land) : I have  been  fascinated  to  listen  to  these 
papers  on  the  diagnosis  of  obstructive  jaundice. 
The  liver  scanning  interested  me  very  much.  It  is 
something  which  we,  too,  are  doing;  and,  like  you. 
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we  are  perhaps  groping  a bit  in  the  early  stages  and 
not  knowing  what  particular  appearances  really 
indicate. 

The  transjugular  transhepatic  cholangiography 
I found  particularly  interesting.  I had  not  heard 
about  this  before.  I shall  certainly  tell  our  radiol- 
ogists at  home  about  this,  and  ask  them  if  they 
can  help  us,  for  it  would  be  helpful  in  the  type  of 
patient  on  whom  we  now  would  have  to  do  a 
puncture  through  the  skin  from  the  outside;  and 
these  procedures,  of  course,  have  to  be  done  on  the 
way  to  the  operating  theater,  and  not  all  these 
patients  may  need  operation. 

Dr.  Sherman  M.  Mellinkoff:  I wonder  if  I 
could  ask  Dr.  Rosch  if  there  is  a characteristic  ap- 
pearance of  the  angiogram  in  cholangiolitic  hepa- 
titis or  sclerosing  cholangitis. 

Dr.  Rosch:  There  are  changes  secondary  to 
periportal  infiltration,  liver  enlargement  or  liver 
atrophy,  and  cirrhosis;  but  there  is  no  typical 
angiographic  appearance  of  sclerosing  cholangitis. 

Dr.  Longmire:  I would  like  to  ask  Dr.  John- 
son why  the  bypass  operation  did  not  cure  the 
jaundice  in  the  case  presented. 

Dr.  Johnson:  I could  not  tell  from  the  chart.  I 
do  not  know. 

Dr.  Longmire:  It  seems  to  me  that  there  might 
be  two  possibilities.  One  is  that  the  gallbladder  was 
used  in  the  decompression,  and  the  tumor  may 
have  involved  the  junction  between  the  cystic  and 
the  common  ducts,  thereby  obstructing  the  channel 
of  decompression;  such  a tumor  extension  fre- 
quently occurs  and  is  one  of  the  reasons  that  a 
cholecystojejunostomy  is  often  not  a satisfactory 
operation  for  decompression.  The  other  explana- 


tion would  be  that  intrahepatic  disease  was  so 
extensive  that  the  patient’s  jaundice  would  not  be 
relieved  even  though  the  extrahepatic  ducts  were 
decompressed. 
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Important  Advances  in  Clinical  Medicine 

Epitomes  of  Progress  - Radiology 
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The  Scientific  Board  of  the  California  Medical  Association  presents  the 
follotving  inventory  of  items  of  progress  in  Radiology.  Each  item,  in  the  judg- 
ment of  a panel  of  knowledgeable  physicians,  has  recently  become  reasonably 
firmly  established,  both  as  to  scientific  fact  and  important  clinical  significance. 
The  items  are  presented  in  simple  epitome  and  an  authoritative  reference,  both 
to  the  item  itself  and  to  the  subject  at  a whole  is  generally  given  for  those  who 
may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  the  busy 
practitioner,  student,  research  worker  or  scholar  to  stay  abreast  of  these  items 
of  progress  in  Radiology  which  have  recently  achieved  a substantial  degree  of 
authoritative  acceptance,  whether  in  his  own  field  of  special  interest  or  another. 

The  items  of  progress  listed  below  were  selected  by  the  Advisory  Panel  to 
the  Section  on  Radiology  of  the  California  Medical  Association  and  the  sum- 
maries were  prepared  under  its  direction. 
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Perinatal  Pulmonary  Roentgenography 

Since  1960  increased  utilization  of  radiographic 
examination  of  the  newborn  chest  has  played  an 
important  role  in  the  recognition  of  three  new 
syndromes  of  newborn  pulmonary  disease; 

1.  Bronchopulmonary  Dysplasia  — This  syn- 
drome is  characterized  by  a history  of  severe  hy- 
aline membrane  disease  treated  with  prolonged 
artificial  ventilation  and  high  concentrations  of 
supplemental  oxygen  and  a radiologic  picture  of 
focal  hyperexpansion  of  the  lungs. 

2.  Wilson-Mikity  Syndrome  — This  relatively 
late  arising  chronic  pulmonary  disease  in  very  low 
birth  weight  premature  infants  is  also  characterized 


by  a radiologic  picture  of  focal  hyperexpansion  of 
the  lungs.  A history  of  artificial  ventilation  is  not 
present  though  the  administration  of  low  concen- 
trations of  supplemental  oxygen  is  frequent.  Be- 
cause of  the  similar  radiographic  picture,  common 
etiologic  factors  are  postulated  to  be  present  in 
Bronchopulmonary  Dysplasia  and  Wilson-Mikity 
Syndrome. 

3.  Transient  Tachypnea  of  the  Newborn  — 
This  disorder  mimics  mild  congestive  heart  fail- 
ure in  the  immediate  newborn  period  with  radio- 
graphic  changes  characteristic  of  pulmonary  vas- 
cular congestion  and  interstitial  edema.  Clinical 
evidence  of  congestive  heart  failure  is  not  present, 
and  as  its  name  implies,  all  findings  clear  in  one 
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to  five  days  without  therapy.  The  postulated  etiol- 
ogy for  this  syndrome  is  a disorder  in  the  absorp- 
tion of  fluid  from  the  lung  at  birth. 

William  H.  Northway,  Jr.,  M.D. 
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Posterior  Fossa  Aneurysm 
Presenting  as  Mass  Lesions 

Aneurysmal  dilatations  may  frequently  reach 
tremendous  proportions  in  the  posterior  fossa  with- 
out evidence  of  rupture,  closely  simulating  expand- 
ing tumors.  Since  ventriculography  is  frequently 
considered  the  procedure  of  choice  for  the  diag- 
nosis of  posterior  fossa  tumors,  misleading  and 
even  disastrous  information  may  result.  Ectasias 
of  the  basilar  artery  rarely  rupture  and  may  pre- 
sent with  clinical  symptoms  simulating  ponto- 
cerebellar angle  tumors  as  well  as  intrinsic  pontine 
glioma  lesions.  Vertebral  angiography  will  dem- 
onstrate aneurysms  of  the  basilar  artery  as  well  as 
the  posterior  inferior  cerebellar  arteries. 

William  N.  Hanafee,  M.D. 
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Genus  Varus  and  Valgus  in  Children 

A wide  variation  of  normal  was  found  by  ob- 
serving two  groups  of  infants  and  children.  Three 
hundred  twenty-two  children  from  a Well  Baby 
Clinic  were  followed  and  compared  with  61  chil- 
dren who  were  considered  to  have  pathologic 
changes  by  clinical  examination.  From  periodic 
roentgen  examination,  striking  features  could  be 
observed. 


Bowed  legs  before  the  age  of  2 years  and  knock- 
knees  between  the  ages  of  2 years  and  12  years 
are  clearly  established  as  normal  growth  patterns 
in  otherwise  healthy  children.  The  patients  re- 
ferred with  clinical  diagnoses  of  bowed  legs  and 
knock-knees  fell  within  the  normal  range  of  varoid 
to  valgoid  growth  patterns. 

Pathological  varus  and  valgus  deformities  do 
occur,  but  they  were  only  seen  secondary  to  club- 
foot, neurological  disease,  osteogenesis  imperfecta, 
and  obesity. 

Treatment  for  any  type  of  bowed  legs  or  knock- 
knees  in  a healthy  child  is  not  indicated. 

William  N.  Hanafee,  M.D. 
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Multiple  Progressive  Intracranial  Arterial 
Occlusion  of  Children  and  Young  Adults 

A syndrome  of  children  and  young  adults,  hemi- 
plegias developing  during  infancy  and  childhood 
are  due  to  occlusions  of  the  internal  carotid  artery 
system.  The  cause  may  be  embolism,  infection, 
trauma,  or  a localized  arterial  lesion.  Cerebral 
angiography  is  now  readily  performable  in  infancy 
and  gives  a specific  diagnosis.  The  children  usually 
present  with  progressive  paralysis,  ushered  in  by 
convulsions,  twitching  movements,  speech  dis- 
turbance, unsteady  gait,  and  headache.  Mental 
retardation  occurs  in  about  a third  of  the  children. 

Angiographically,  anastomotic  channels  between 
the  external  carotid  system  and  the  internal  carotid 
artery  can  be  identified  as  well  as  collaterals  be- 
tween leptomeningeal  branches  of  the  internal 
carotid  artery  system.  Anastomosis  may  be  visible 
from  the  vertebral  system  to  the  internal  carotid 
artery  system  or  vice  versa. 

The  disease  usually  progresses  to  total  occlusion 
of  the  major  vessel,  but  collaterals  may  dilate  so 
that  the  patient  may  recover  with  little  residual 
motor  or  sensory  disurbances.  This  entity  is  quite 
distinct  from  congenital  hemiplegia. 

William  N.  Hanafee,  M.D. 
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Spontaneous  Closure  of  Acute  Traumatic 
Renal  Arteriovenous  Fistulas 

Acute  traumatic  arteriovenous  fistulas  of  the 
kidney  are  a common  injury  resulting  either  from 
blunt  trauma  or  penetrating  renal  wounds.  Selec- 
tive renal  angiography  is  employed  for  the  precise 
anatomic  demonstration  of  these  lesions  early  in 
the  care  of  the  patient. 

Angiographic  documentation  of  the  spontane- 
ous closure  of  acute  traumatic  renal  arteriovenous 
fistulas  was  obtained  in  five  patients  who  were 
managed  conservatively  and  reexamined  angio- 
graphically  one  to  eight  months  following  injury. 
This  recently  acquired  understanding  of  the  nat- 
ural history  of  the  lesion  tends  to  negate  the 
accepted  surgical  concept  of  early  aggressive  action 
designed  to  obliterate  such  lesions  before  the  onset 
of  significant  secondary  cardiovascular  complica- 
tions. At  present  it  would  appear  that  surgical 
intervention  can  safely  be  held  in  abeyance  to 
permit  a period  of  clinical  observation  in  many 
instances. 

Mordecai  Halpern,  M.D. 
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Renal  Vein  Thrombosis 

Sudden,  complete  occlusion  of  the  renal  vein 
usually  produces  the  classical  picture  of  flank  pain, 
fever,  hematuria  and  proteinuria.  Excretory  urog- 
raphy reveals  an  enlarged  kidney  with  absence  of 
function,  or  delayed  opacification  of  a compressed, 
stretched  pelvo-calyceal  system  and  sometimes 
ureteral  notching  by  collateral  veins.  Less  abrupt 
or  incomplete  occlusion  produces  less  severe  clin- 
ical and  radiographic  findings.  In  infants,  dehy- 
dration is  the  usual  cause  of  thrombosis;  in  adults, 
tumor,  ascending  thrombophlebitis,  trauma  and 
nephritis  are  frequent  precursors.  Differentiation 
from  nephrosis  can  be  difficult  and  important. 
Renal  arteriography  shows  stretched  interlobar 
arteries,  a prolonged  nephrogram,  and  dense, 
bulging  pyramids.  Cavography  and  renal  venogra- 


phy demonstrate  the  site  and  extent  of  obstruc- 
tion, but  are  not  without  the  hazard  of  dislodge- 
ment  of  thrombi. 

Frank  A.  Brown,  M.D. 
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Adrenal  Venography 

Adrenal  venography  is  a useful  supplementary 
technique  for  the  demonstration  and  evaluation  of 
adrenal  tumors.  Selective  catheterization  of  the 
veins  follows  percutaneous  insertion  into  the  right 
femoral  vein,  and  permits  sampling  of  blood  for 
hormonal  assay  as  well  as  angiography.  The  right 
adrenal  vein  is  approached  directly  from  the  in- 
ferior vena  cava,  the  left  by  way  of  the  left  renal 
vein.  Avascular  tumors  as  small  as  1 cm  in  di- 
ameter can  be  detected  with  this  procedure.  The 
complication  of  thrombosis  and  adrenal  necrosis 
can  be  avoided  by  careful  manual  injection  under 
fluoroscopic  control. 

Frank  A.  Brown,  M.D. 
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The  Roentgenologic  Diagnosis 
Of  Lactase  Deficiency 

Deficiency  of  the  intestinal  enzyme  lactase  is 
now  believed  to  be  the  most  common  abnormality 
of  the  small  bowel  in  man.  It  occurs  in  5 to  10  per- 
cent of  the  white  population  and  in  more  than  70 
percent  of  non-whites.  The  symptoms  of  the 
disease  are  produced  by  the  osmotic  effect  of  the 
undigested  lactose  which  draws  water  into  the 
bowel  lumen.  Gas  and  lactic  acid  are  also  pro- 
duced by  bacterial  action  of  the  sugar.  This  excess 
fluid  and  gas  causes  cramps  and  diarrhea. 

The  abnormality  can  be  diagnosed  by  an  insuffi- 
cient blood  glucose  rise  after  an  oral  lactose  toler- 
ance test.  Recently  roentgen  screening  methods 
have  been  described  for  the  detection  of  this  en- 
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zyme  deficiency:  50  grams  of  lactose  are  mixed 
with  the  barium  solution  used  for  a small  bowel 
examination.  Serial  roentgenograms  are  taken  in 
the  usual  way.  In  the  presence  of  lactase  deficien- 
cy. characteristic  radiographic  changes  occur  with 
dilatation  of  the  distal  small  bowel  and  pronounced 
dilution  of  the  barium.  This  dilution  effect  is  even 
more  striking  in  the  colon,  where  barium  is  usually 
concentrated  by  water  resorption.  Rapid  transit  is 
also  characteristic  and  the  patients  with  this  dis- 
order usually  report  cramps  and  diarrhea  during 
the  examination. 

Douglas  J.  Sheet,  M.D. 
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Selective  Arteriography  in  Locating 
The  Site  of  Gastrointestinal  Hemorrhage 

Bleeding  into  the  gastrointestinal  lumen  at  a 
rate  as  low  as  0.5  ml  per  minute  (360  ml  per  24 
hours)  can  be  demonstrated  by  selective  visceral 
arteriography.  Wide  clinical  experience  has  now 
established  arteriography  as  an  important  tech- 
nique in  evaluation  of  gastrointestinal  bleeders. 
In  addition  to  demonstration  of  active  bleeding, 
arteriography  can  establish  the  direction  of  blood 
flow  in  the  portal  system,  and  the  presence  of  a 
variety  of  vascular,  neoplastic,  and  inflammatory 
lesions  serving  as  a source  of  chronic  or  recurrent 
bleeding. 

Kevin  G.  Ryan,  M.D. 
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Splanchnic  Artery  Stenosis  and  Occlusion 

On  review  of  more  than  700  splanchnic  artery 
angiograms  a 17.3  percent  incidence  of  occlusion 
of  single  or  multiple  vessels  was  noted.  The 
majority  of  these  investigations  were  for  hyperten- 
sion, peripheral  vascular  disease,  or  abdominal 


masses.  The  celiac  artery  was  more  frequently 
involved  with  non-arteriosclerotic  lesions  such  as 
fibromuscular  hyperplasia,  impression  of  the  crus 
of  the  diaphragm,  or  adhesive  bands.  The  superior 
mesenteric  and  inferior  mesenteric  arteries  were 
more  commonly  affected  by  concentric  narrowing 
of  arteriosclerosis.  None  of  the  patients  with  ec- 
centric stenosis  exhibited  typical  abdominal  angina 
despite  severe  stenosis  and  multiple  vessel  involve- 
ment. Surprisingly,  49  percent  of  the  patients  with 
obstruction  of  the  celiac  artery  had  abdominal 
symptoms  attributable  to  the  lesion. 

William  N.  Hanafee,  M.D. 
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Preliminary  Sensitivity  Testing 
In  Intravenous  Pyelography 

Minor  reactions  to  intravenous  contrast  media 
used  in  excretory  urography  occur  rather  com- 
monly. These  are  generally  mild  and  transient, 
and  require  no  treatment.  Rarely  severe  reactions 
occur  requiring  prompt  treatment  to  prevent  death 
or  other  serious  consequence.  No  preliminary 
sensitivity  testing  procedure  has  been  found  to  be 
absolutely  reliable  for  excluding  those  patients 
who  will  experience  either  an  untoward  or  an 
allergic  reaction  to  the  intravenous  iodine-contain- 
ing contrast  medium.  Most  radiologists  perform 
a preliminary  sensitivity  determination  of  some 
kind,  usually  the  intravenous  injection  of  a small 
volume  of  the  contrast  medium.  A history  of  clin- 
ical allergic  disease,  sensitivity  to  iodine,  or  an  un- 
toward reaction  to  the  previous  pyelogram  injec- 
tion should  alert  the  physician  to  a greater  possi- 
bility of  reaction  to  the  injection  medium.  Drugs 
and  equipment  to  treat  severe  reaction  promptly 
should  be  readily  available.  Prophylactic  treatment 
with  steroids  or  antihistamines  may  be  required 
if  the  examination  is  absolutely  necessary  and  the 
patient  has  a known  allergic  response  to  the  con- 
trast medium. 

A.  J.  Palubinskas,  M.D. 
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Hypotonic  Duodenography 

Studies  using  pharmacologic  agents  to  alter  gas- 
trointestinal physiology  are  extending  the  potential 
of  diagnostic  roentgenology.  A fertile  field  of  ex- 
ploration has  been  the  duodenal  loop.  This  area 
has  always  been  difficult  to  examine  and,  because 
of  spasm  or  rapid  peristalsis,  subtle  changes  reflect- 
ing a disease  process  in  the  adjacent  pancreas  may 
be  missed.  Hypotonic  duodenography,  by  inducing 
temporary  paralysis  with  the  anticholinergic  drug 
propantheline  bromide,  allows  a detailed  demon- 
stration of  the  anatomy  of  the  duodenal  loop. 

Tubeless  methods  were  used  for  many  years. 
Recent  methods  involve  intubation  of  the  duode- 
num, followed  by  the  administration  of  60  mg  of 
propantheline  bromide  by  intramuscular  injection. 
This  gives  effective  atony  for  about  20  minutes. 
The  duodenum  is  then  distended  with  barium  and 
air  under  fluoroscopic  control. 

Urinary  retention  is  occasionally  a problem,  so 
the  procedure  should  be  done  with  caution  in  the 
presence  of  prostatic  enlargement.  Glaucoma  is 
also  said  to  be  a contraindication.  A dry  mouth, 
some  pupil  dilatation,  and  blurred  vision  or  tachy- 
cardia are  other  effects  of  the  drug. 

Signs  of  abnormality  on  hypotonic  duodenogra- 
phy such  as  effacement  or  spiculation  of  the  mu- 
cosa are  similar  to  ordinary  gastrointestinal  roent- 
genographic  studies,  except  these  signs  tend  to  be 
accentuated  and  more  reproducible. 

Douglas  J.  Sheft,  M.D. 
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Percutaneous  Transtracheal 
Bronchography 

The  transcricothyroid  approach  to  the  tracheo- 
bronchial tree  provides  a convenient,  safe  and 
relatively  comfortable  technique  for  bronchogra- 
phy. The  simplest  method  is  use  of  the  intracath 
used  commonly  for  venous  cannulation.  After 
the  skin  has  been  anesthetized,  the  needle  of  the 
intracath  is  inserted  through  the  cricothyroid  mem- 
brane. The  polyethylene  tube  is  then  passed  into 
the  trachea  and  either  or  both  bronchial  trees  may 
then  be  opacified  with  oily  dionosil. 


A refinement  of  the  method  involves  use  of  the 
Seldinger  technique.  After  introduction  of  the 
needle,  a soft  flexible  guide  wire  is  passed  through 
the  needle  into  the  trachea.  The  needle  is  removed 
and  a catheter  is  inserted  over  the  guide  wire. 
Bronchi  may  then  be  selectively  catheterized  with 
the  aid  of  preshaped  tips,  tip  control  devices  or 
magnetic  tip  control. 

Howard  M.  Levinson,  M.D. 
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Contrast  Laryngography 

The  contrast  laryngogram  has  proved  itself  a 
valuable  addition  to  the  armamentarium  in  both 
diagnostic  and  therapeutic  radiology.  After  pre- 
medication with  atropine,  topical  anesthesia  of  the 
hypopharynx  is  accomplished  by  spray  or  inhala- 
tion nebulizer.  A long  metal  cannula  is  placed  on 
the  dorsum  of  the  tongue,  and  approximately  10 
ml  of  oily  contrast  material  is  slowly  dripped  into 
the  hypopharynx.  Fluoroscopic  spot  films  are  then 
made  in  antero-posterior  and  lateral  projections 
with  the  patient  erect.  Exposures  are  usually  made 
during  inspiration,  phonation,  Valsalva  and  modi- 
fied Valsalva  maneuvers.  Detailed  view  of  hypo- 
pharyngeal  and  laryngeal  anatomy  is  routinely 
obtained.  The  procedure  is  of  the  greatest  value 
in  the  clinical  staging  of  hypopharyngeal  carcino- 
ma, but  also  is  helpful  in  cases  of  laryngeal  trauma. 
It  is  particularly  valuable  in  evaluating  the  sub- 
glottic space,  which  is  difficult  to  assess  even  with 
direct  laryngoscopy. 

George  R.  Leopold,  M.D. 
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Pulmonary  Leiomyoma 

The  world  literature  has  a total  of  21  proved 
cases  of  pulmonary  leiomyoma,  and  it  is  a seldom 
considered  histologic  diagnosis  in  cases  of  a pri- 


The  Western  Journal  of  Medicine 


63 


mary  lung  mass.  Sweets  recently  reported  a case 
of  a 3 cm  right  lower  lung  solitary  nodule  in  a 21- 
year-old  asymptomatic  male.  Isotope  scanning 
of  the  lung  and  selective  pulmonary  arteriography 
were  of  no  diagnostic  value,  and  at  thoracotomy 
the  lesion  was  well  encapsulated  and  completely 
resectable. 

As  a rule,  these  lesions  are  totally  asymptomatic, 
fortuitously  discovered,  and  histologically  com- 
pletely benign. 

Reviewing  the  literature  of  all  known  reported 
lesions.  Sweet  noted  they  characteristically  are 
slow  in  growth  and  infrequently  calcified.  They 
may  be  endobronchial  or  intraparenchymal. 

Robert  H.  Reid,  M.D. 
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Frequency  of  Urinary  Traet 
Abnormalities  in  Siekle  Cell  Disease 

Renal  medullary  structural  damage  from  sickling 
with  stasis  and  infarction  often  results  in  bilateral 
caliectasis  and  poor  concentration  of  contrast 
media  by  the  kidney  (isosthenuria). 

Caliectasis  not  related  to  the  presence  or  the 
absence  of  urinary  tract  symptoms  was  found  in 
7 of  17  cases.  No  cases  of  unequivocal  renal  papil- 
lary necrosis  were  found.  Intravenous  drip  tech- 
nique provides  decidedly  improved  opacification 
of  the  renal  collecting  system  and  should  be  utilized 
routinely  in  patients  with  sickle  cell  disease. 

Geoffrey  A.  Fricker,  M.D. 
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Rapid  Sequence  IVP  in  Hypertension 

A simple  modification  of  the  routine  intravenous 
pyelogram  has  found  universal  acceptance  in  the 
examination  of  patients  suspected  of  having  reno- 
vascular hypertension.  The  modification  consists 
of  the  inclusion  of  several  time-spaced  films  of 
the  kidneys  within  the  first  several  minutes  after 


the  rapid  injection  of  the  pyelographic  medium. 
Particular  features  searched  for  on  such  hyper- 
tension pyelograms  are  differences  in  the  size  of 
the  kidneys,  their  calyces,  and  the  appearance  time 
and  concentration  of  the  excreted  opaque.  False 
positive  and  false  negative  results  occur,  and  there 
are  screening  procedures  that  are  said  to  be  more 
accurate.  However,  the  simplicity  of  the  rapid 
sequence  ivp  and  its  universal  availability  con- 
tinue to  make  it  the  most  widely  used  radiologic 
screening  procedure  in  the  examination  of  unex- 
plained hypertension. 

A.  J.  Palubinskas,  M.D. 
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Radionuclide  Studies  of  Pulmonary 
Ventilation  and  Perfusion 

A complete  evaluation  of  regional  lung  function 
should  include  examination  of  both  the  distribution 
of  air  throughout  the  lungs  as  well  as  the  perfusion 
of  blood  to  the  lungs.  By  using  modern  radio- 
nuclide imaging  techniques,  alterations  in  the 
normal  patterns  of  regional  ventilation  and  per- 
fusion often  can  be  demonstrated  before  pathologic 
changes  are  recognized  on  standard  chest  radiog- 
raphy. 

Radionuclide  studies  of  lung  perfusion  can  be 
accomplished  either  by  injecting  radioactive 
labeled  particles  (10  to  60  microns)  intravenously 
or  by  a more  central  injection  of  a radioactive 
inert  gas  such  as  xenon- 133  dissolved  in  saline 
solution.  The  resulting  image  of  the  distribution 
of  these  materials  in  the  lung,  as  recorded  with  a 
device  such  as  the  scintillation  camera,  indicates 
the  relative  regional  perfusion  of  blood.  Regional 
ventilation  is  evaluated  by  having  the  patient 
breath  a mixture  of  air  containing  a small  quantity 
of  xenon- 133  gas.  Comparison  of  the  perfusion 
lung  scan,  or  picture  of  blood  flow,  with  the  image 
of  ventilation  permits  effective  study  of  early 
changes  associated  with  almost  aU  types  of  pul- 
monary disorders.  These  techniques  have  been 
most  valuable  in  patients  suspected  of  having  pul- 
monary embolization,  chronic  bronchitis,  emphy- 
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sema,  lung  cysts,  unexplained  hemoptosis,  bron- 
chial obstruction  resulting  from  tumors  and  in 
the  preoperative  and  postoperative  evaluation  of 
patients  undergoing  thoracic  svu-gical  operation. 

William  L.  Ashburn,  M.D. 
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Intravenous  Pyelography  in  Azotemia 

Renal  failure,  in  the  absence  of  concurrent  liver 
disease,  is  not  a contraindication  to  excretory 
urography.  Although  the  detail  of  renal  structures 
obtained  may  be  poor,  the  information  gained  can 
be  vital,  particularly  the  exclusion  of  remediable 
obstructive  uropathy  as  the  cause  of  the  kidney 
failure.  Standard  volumes  of  any  of  the  readily 
available  intravenous  urographic  contrast  media 
can  be  used,  but  larger  volumes  are  recommended. 
Such  high  volume  studies,  particularly  in  combina- 
tion with  kidney  tomograms  and  delayed  x-ray 
films  of  the  abdomen,  can  result  in  unexpectedly 
good  demonstration  of  renal  structures,  even  in 
some  severely  azotemic  patients. 

A.  J.  Palubinskas,  M.D. 
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Translumhar  Pyelography  in  Children 

When  excretory  urography  fails  to  delineate  the 
cause  of  unilateral  obstructive  uropathy  and  when 
retrograde  pyelography  is  impossible,  percutaneous 
translumbar  pyelography  may  yield  vital  informa- 
tion. This  procedure,  utilized  in  139  patients  over 
the  past  15  years,  was  reported  from  Stockholm 
in  1965. 

Under  television-monitored,  image-intensifica- 
tion fluoroscopy,  the  dilated  renal  pelvis  is  punc- 
tured with  a 20-gauge  lumbar  puncture  needle.  A 
urine  specimen  may  be  aspirated  through  this 


needle  for  bacteriologic  and  cytologic  studies,  and 
then  water-soluble  contrast  media  is  injected. 

Recently,  Lalli  applied  this  method  in  four 
children  who  had  congenitally  obstructed  ureters. 
There  was  no  complication  in  this  pediatric  series 
and  the  study  clearly  delineated  the  nature  of  the 
obstruction. 

Charles  A.  Gooding,  M.D. 
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The  Osteochondroses 

It  is  now  commonly  accepted  that  most  if  not 
aU  of  what  has  been  termed  osteochondrosis  or 
osteochondritis  dissecans  is  the  result  of  trauma. 
Frequently  the  inciting  incident  will  not  be  recalled 
by  the  patient  and  development  of  symptoms  may 
be  long  delayed.  Minor  repeated  traumatic  events 
may  provide  a fitting  cause  for  most  of  these 
lesions,  but  several  features  seen  occasionally  are 
still  unexplained.  These  include  bilaterally  sym- 
metric lesions,  such  as  are  sometimes  seen  in 
osteochondritis  dissecans,  familial  occurrence,  and 
multiple  areas  of  involvement  in  a single  patient. 
It  is  possible  that  certain  persons  have  an  altered 
response  to  minor  osteocartilaginous  trauma.  At 
present  it  seems  more  appropriate  to  denote  these 
conditions  as  transchondral  fractures  rather  than 
infer  a factor  of  avascular  necrosis. 

M.  B.  OzoNOFF,  M.D. 
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Growth  Lines 

Transverse  lines  in  the  metaphyses  of  the  long 
bones  have  been  termed  “growth  lines”  but  are 
more  accurately  denoted  “post-growth  arrest 
lines.”  Simple  slowing  or  cessation  of  growth  will 
not  produce  these  bone  strata,  as  they  are  formed 
only  after  recovery  from  illness  when  a spurt  of 
growth  is  instituted.  If  growth  is  not  resumed,  a 
lucent  line  will  be  seen  just  beneath  the  cortex 
instead.  This  lucency  was  formerly  thought  to  be 
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pathognomonic  of  leukemia  but  is  now  recognized 
as  a sign  of  any  chronic  illness  with  bone  growth 
retardation. 

Growth  lines  can  often  be  correlated  with  a 
definitely  marked  illness  but  there  is  no  good 
correlation  with  the  severity  of  the  illness,  for  often 
severe  illnesses  leave  no  such  marks.  Conversely, 
many  children  will  show  growth  lines  during  a 
period  in  which  no  cessation  of  growth  or  illness 
can  be  documented. 

M.  B.  OzoNOFF,  M.D. 

REFERENCES 

Gam  SM,  Silverman  FN,  Hertzog  KP,  et  al;  Lines  and  bands  of  in- 
creased density.  Their  implication  to  growth  and  development.  Med 
Radiogr  Photogr  44:58-89.  1968 

Park  EA:  The  imprinting  of  nutritional  disturbances  on  the  growing 
bone.  Pediatrics  33(Supplement)  :815-862,  1964 

Wells  C:  Bones,  bodies  and  disease.  London,  Thames  & Hudson, 
1964 


Congenital  Bone  Lesions 
Following  Fetal  Viremia 

The  longitudinal  striations  seen  in  the  meta- 
physeal portions  of  some  long  bones  in  rubella  syn- 
drome are  now  thought  to  be  due  to  damage  to 
the  fetal  mesoderm  with  failure  of  subsequent 
maturation  to  osteoblasts.  Consequently,  columns 
of  defective  bone  are  formed  which  appear  roent- 
genographically  at  birth  as  longitudinal,  vertical, 
lucent  striations.  They  are  most  common  in  the 
humeri  and  femurs.  They  usually  disappear 
through  remodeling  in  a few  months. 

These  lesions  were  originally  reported  only  with 
rubella  syndrome,  but  recently  reports  have  docu- 
mented identical  lesions  in  cytomegalic  inclusion 
disease. 

M.  B.  OzoNOFF,  M.D. 
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Cerebrospinal  Fluid  Dynamics 
Studied  With  Radionuclides 

Human  serum  albumin  tagged  with  iodine-131 
is  currently  being  employed  to  evaluate  the  cere- 
brospinal fluid  spaces  in  a number  of  neuro- 


pathologic  conditions  including  communicating 
hydrocephalus,  CSF  rhinorrhea  and  otorrhea, 
arachnoidal  cysts  and  other  obstructing  lesions 
resulting  from  a variety  of  causes.  The  albumin 
tracer  is  injected  in  radionuclide  cisternography 
via  a lumbar  puncture  and  the  upward  flow  and 
symmetrical  distribution  of  the  tracer  over  the 
brain  surface  is  observed. 

Evaluation  of  the  interventricular  flow  of  the 
CSF  is  accomplished  by  injecting  the  radioactive 
tracer  directly  into  the  ventricular  system  in  a 
manner  similar  to  that  used  in  air  ventriculography. 
In  addition  to  demonstrating  altered  flow  caused 
by  obstructing  lesions,  radionuclide  ventriculog- 
raphy is  ideally  suited  for  evaluating  the  patency 
of  neurosurgical  shunts,  particularly  in  children, 
where  shunt  revision  is  occasionally  necessary. 
Shunt  patency  can  also  be  examined  by  injecting 
the  tracer  directly  into  the  subcutaneous  pump  of 
many  of  the  currently  used  ventriculo-vascular 
shunts. 

William  L.  Ashburn,  M.D. 
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Isotope  Lung  Scanning 
In  Pediatric  Respiratory  Disease 

Although  lung  scanning  with  isotopes  is  a well 
established  diagnostic  procedure,  its  use  has  been 
greater  in  adults  than  in  children,  and  particularly 
helpful  in  evaluation  of  pulmonary  infarcts.  Pen- 
darvis  and  Swischuk  presented  a weU-structured 
multi-method  analysis  of  respiratory  diseases  in 
childhood  utilizing  the  short  half-like  isotopes  of 
indium,  113  iron  hydroxide  and  the  gamma  cam- 
era scanning  equipment.  In  addition  to  the  isotope 
scanning,  conventional  radiography,  arteriography 
and  bronchography  were  used  in  each  case. 

Among  conditions  studied  and  reported  were 
primary  pulmonary  artery  anomalies,  chronic  res- 
piratory disease  such  as  tuberculosis,  hilar  and 
mediastinal  masses,  bronchiectasis,  cystic  fibrosis 
and  congenital  bullae. 

Although  isotope  scanning  is  not  a primary 
absolute  diagnostic  procedure,  it  is  emerging  in 
pediatrics  as  an  increasingly  useful  correlative 
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study  and  may  one  day  substitute  for  pulmonary 
arteriography  and  bronchography  in  selected  cases. 

Robert  H.  Reid,  M.D. 
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Radionuclide  Angiography 

Using  modem  high  speed  radionuclide  cameras, 
it  is  possible  to  record  the  passage  of  radioactive 
substances  through  the  vascular  spaces.  The  re- 
sulting images  do  not  provide  the  same  degree  of 
fine  detail  available  with  radiographic  contrast 
angiography,  but  there  are  certain  advantages  in 
using  radioactive  compounds.  The  volume  of  the 
administered  bolus  is  rarely  more  than  1 ml, 
allowing  the  injection  to  be  made  in  an  ordinary 


syringe  either  through  a selective  catheter  or, 
more  often,  by  a simple  venipuncture.  No  toxic 
effects  or  untoward  reactions  have  been  reported 
with  these  isotonic  and  physiologically  inactive 
solutions  and  this  safety  has  permitted  evaluation 
of  major  vessels  more  routinely.  Clinical  uses  for 
this  technique  have  included  evaluation  of  cere- 
brovascular occlusions,  screening  for  large  aortic 
aneurysms,  unilateral  early  signs  of  renal  trans- 
plant rejection,  arterial  and  venous  obstructions 
of  major  vessels  such  as  the  superior  vena  cava 
syndrome,  and  the  study  of  certain  types  of  ac- 
quired and  congenital  heart  disease. 

William  L.  Ashburn,  M.D. 
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RELEVANCE 

\ 

today  and  toniorrow 

in  ]\Iedical  Education 

A FORUM  ITH  A PURPOSE 


Students  of  today  question  the  relevance  of  much  of  their  formal  education.  In  medical 
schools  the  concern  is  particularly  with  the  relevance  of  the  educational  experience  to  the 
professional  commitment  in  modern  society.  To  engender  discussion  of  the  subject,  California 
Medicine  in  its  January  issue  printed  eight  essays  by  authors  known  to  have  keen  interest  in 
the  subject. 

Readers  in  California  and  elsewhere  are  invited  to  take  part  in  a continuation  of  the 
forum  in  succeeding  issues.  The  following  are  contributions  selected  from  those  received  to 
date.  Others  will  be  published  in  the  months  ahead.  At  an  appropriate  time  the  material  will 
be  collated  and,  if  feasible,  the  distillate  will  be  prepared  in  the  form  of  a statement. 

If  you  have  thoughts  on  the  subject,  just  address  them  to  the  editors  of  Californu 
Medicine,  693  Sutter  Street,  San  Francisco,  California,  94102.  Keep  your  essays  short,  please. 


Herbert  A.  Holden,  M.D. 

San  Leandro 

Immediate  Past  President,  Alameda’Contra  Costa 
Medical  Association:  Past  President,  California 
Academy  of  General  Practice  (1967) 

Writing  as  a general-practice  physician  some  25  years 
out  of  medical  school  I see  much  merit  in  the  modern 
student’s  demand  for  relevance  in  medical  education.  By 
relevance  I interpret  the  student  to  mean  a very  practical 
approach  to  health  care  and  disease  prevention.  He  is 
talking  of  active  involvement  in  community  health  and 
social  problems  and  also  the  promotion  of  an  optimal  en- 
vironment, all  for  the  preservation  of  health. 

His  attention  has  been  focused  on  the  unmet  needs  of 
both  our  rural  and  urban  areas  and  he  envisions  himself 
as  an  important  instrument  in  meeting  that  need.  Let  us 
hope  that  he  does  not  lose  that  vision  but  prepares  himself 
to  be  a crusader  for  social  and  medical  reform,  while  he 
maximizes  his  involvement  by  becoming  a front  line,  pri- 
mary-contact physician.  In  such  a capacity  he  can  fill  one 
of  society  and  medicine’s  greatest  needs. 

To  keep  the  student’s  enthusiasm  for  this  type  of  medi- 
cal involvement  alive  our  medical  schools  should  accede 
to  his  demand  for  community  involvement  during  his 
academic  years.  This  can  be  done  by  encouraging  his  ac- 
tive participation  in  local  public  health  agencies,  com- 
munity clinics,  private  physician’s  offices  as  a preceptee, 
local  medical  society  committees  as  an  observer  and  par- 
ticipant, and  in  local  private  and  public  hospitals  outside 
the  medical  school  environment.  Such  wide  exposure  for 
the  student  and  similar  extensive  involvement  of  the  com- 
munity in  the  medical  school  should  be  beneficial  not  only 
for  the  student,  but  also  for  all  those  who  participate  with 
him — namely,  the  university,  the  public  community  as  a 
whole,  and  the  local  medical  community  in  particular. 


With  such  a joint  effort  by  the  medical  school  and  the 
practicing  physicians  of  the  community  the  latter  will  find 
themselves  drawn  back  into  the  influence  of  the  university. 
In  order  to  participate  in  the  training  of  students  they  will 
find  their  need  for  and  their  desire  to  avail  themselves  of 
continuing  medical  education  stimulated. 

In  discussing  continuing  education  again  I would  em- 
phasize the  word  “relevance.”  The  busy  physician  is  espe- 
cially interested  in  information  which  he  can  use  the  next 
day  or  the  next  week  in  his  own  office  or  hospital.  The 
more  practical  a postgraduate  course  the  more  popular. 
The  practicing  physician  also  wants  training  in  modern 
timesaving  devices,  which  may  help  him  meet  the  time 
demands  of  his  practice.  He  desires  information  regarding 
sophisticated  techniques  of  data  processing  and  the  com- 
puter analysis  of  laboratory  and  diagnostic  problems.  The 
mechanization  of  practice  seems  to  offer  the  only  solution 
to  meeting  the  increasing  volume  of  patient  neecb.  Experi- 
mentation with  and  the  study  of  new  methods  in  the  de- 
livery of  health  care  is  an  area  which  has  not  been  ade- 
quately emphasized  by  our  teaching  institutions. 

Finally,  teaching  and  learning  methods  must  keep  pace 
with  the  growing  mass  of  technical  knowledge  in  the  med- 
ical fields.  Physicians  must  individually  avail  themselves 
to  speed  reading  skills  and  improve  their  learning  habits 
through  the  use  of  audio  and  video  tapes  as  learning  aids. 
Educators  similarly  must  continually  explore  new  teach- 
ing methods  such  as  programmed  instruction,  self-evalua- 
tion testing  and  similar  devices  to  aid  the  student. 

Such  thought  to  the  innovation  of  new  techniques  in 
teaching  and  learning  with  continual  emphasis  on  the 
relevance  of  the  material  presented  and  the  total  involve- 
ment of  not  only  the  student  and  the  university,  but  also 
the  entire  community  will  help  meet  the  increasing  de- 
mands made  of  medicine  by  modem  society. 
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The  old  process  of  medical  education  was  almost  exclu- 
sively concerned  with  mastering  clinical  facts  and  basic 
principles.  A technical  proficiency  in  these  areas  is  of 
course  still  mandatory,  but  it  is  an  insufficient  condition 
for  a sound,  modem  professional  education.  In  addition 
to  technical  training,  the  short  period  of  formal  medical 
education  must  also  prepare  students  to  cope  with  con- 
tinuing and  profound  changes  in  society  that  affect  the 
total  health  and  well-being  of  patients. 

In  this  sense,  at  least,  a relevant  medical  education  is 
one  that  tries  to  prepare  students  for  the  altered  circum- 
stances in  which  they  will  practice  medicine  for  the  40 
years  after  their  supervised  education  is  completed.  How 
well  we  train  students  to  avoid  future  obsolescence — both 
technical  and  societal — is  the  key  to  relevance.  To  do 
this,  I believe,  we  must  attempt  to  develop  in  students  a 
receptivity  and  sensitivity  to  postgraduate  learning  that 
will  last  them  a lifetime. 

All  the  preceding  articles  in  this  Fomm  have  the  great 
merit  of  presenting  incisive  comments  on  three  outstand- 
ing factors  that  define  and  determine  relevance.  In  as- 
cending order  of  importance,  as  I judge  them,  these  fac- 
tors concern  the  technical,  practical,  and  sociological 
aspects  of  medical  education. 

There  is  probably  no  more  striking  evidence  of  the 
technical  inadequacy  of  yesterday’s  undergraduate  cur- 
riculum than  the  growth  of  the  Index  Medians,  which 
now  annually  contains  over  200,000  entries.  Surely  none 
of  us  would  contemplate  practicing  medicine  without 
making  use  of  some  of  the  information  represented  by 
that  figure — despite  the  benefits  of  our  own  “up  to  date” 
undergraduate  education.  There  is  no  reason  to  doubt 
that  technical  information  will  continue  to  burgeon  in 
difficulty  and  amount.  As  it  does,  will  today’s  under- 
graduate be  able  to  rely  any  more  confidently  on  his  “up 
to  date”  training  than  we  were  with  ours? 

But  even  if  medical  students  are  taught  current  facts 
and  the  techniques  necessary  to  acquiring  and  evaluating 
future  ones,  ordinary  medical  care  would  not  necessarily 
improve  in  a deep  and  fundamental  way.  Translating 
facts  into  practical,  day-to-day  issues  of  real  clinical  ex- 
perience must  still  be  accomplished. 

In  the  past,  undergraduates  were  too  often  left  in  the 
dark  about  what  would  be  expected  of  them,  when  they 
are  called  upon  to  deliver  health  services  in  private  prac- 
tice and  in  the  wider  sphere  of  public  service.  Fortunate- 
ly, this  situation  is  rapidly  being  changed  by  the  creation 
of  departments  of  community  health  in  many  medical 
schools  throughout  the  country.  These  efforts  should  be 
openly  acknowledged  and  encouraged.  The  reason  is  sim- 
ple enough:  while  it  is  important  that  the  results  of  re- 
search be  taught,  it  is  equally  important  that  students 
know  how  to  put  these  facts  to  widespread  clinical  use 
among  all  the  patients  in  need  of  them. 

Teaching  students  how  to  keep  up  to  date  with  the 
facts  after  graduation,  and  how  to  apply  these  facts  in 


future  medical  practice,  are  two  criteria  by  which  to  mea- 
sure the  relevance  of  medical  education.  But  relevance  to 
what?  The  same  answer  is  given  in  different  ways  by  all 
the  participants  in  this  Forum.  To  be  relevant,  medical 
education  must  also  actively  work  toward  giving  students 
an  understanding  of  the  socio-economic  and  humanistic 
determinants  of  health — which  if  ignored,  can  make  pure- 
ly clinical  accomplishments  barren  indeed. 

Preparing  students  for  tomorrow’s  medicine  in  these 
three  areas,  I believe,  should  not  be  postponed  in  antici- 
pation of  hoped  for  attendance  at  continuing  education 
programs  later  in  life.  Participation  in  these  programs  is 
most  difficult  when  physicians  are  building  and  maintain- 
ing busy  practices  at  inconvenient  distances  from  major 
postgraduate  centers.  Rather,  it  is  while  still  undergradu- 
ates that  students  should  be  convinced  that  their  under- 
graduate studies  are  merely  a short  prelude  to  essential 
life-long  learning  in  their  profession.  In  fact,  perhaps  75 
percent  or  more  of  their  medical  education  is  yet  to  come. 

To  deal  with  this  situation,  undergraduate  curricula 
should  incorporate  elements  of  continuing  re-education  to 
change.  In  the  first  instance,  this  means  making  extensive 
use  of  pedagogical  techniques  that  will  help  to  establish 
patterns  of  learning  that  can  be  sustained  during  the  early 
and  later  years  of  medical  practice.  For  example,  radio, 
television,  and  other  educational  modes  should  be  widely 
used  as  part  of  our  undergraduate  training,  in  addition  to 
didactic  lectures  and  personal  discussion.  The  use  of  these 
techniques  during  the  undergraduate  years  would  surely 
facilitate  their  acceptance  as  vehicles  for  post-graduate 
education  in  later  professional  life.  Further,  students 
could  attend  graduate  programs  in  continuing  medical 
education  together  with  practicing  physicians  — both  at 
major  medical  centers  and  at  community  hospitals.  Other 
specific  approaches  could  also  be  suggested.  The  main 
point  is  that  by  early  exposure  to  postgraduate  education, 
the  framework  for  continuing  re-education  can  be  estab- 
lished for  an  entire  professional  career. 

However,  this  pattern  should  not  be  employed  exclu- 
sively for  the  acquisition  of  the  latest  scientific  informa- 
tion. That  would  merely  be  preparation  for  technical 
refurbishing.  Tomorrow’s  physician  must  also  be  made 
amenable  to  the  needs  of  multi-dimensional  man  in  an 
increasingly  complex  society.  To  do  this,  undergraduate 
curricula  should  include  an  increasing  amount  of  time 
for  specific  training  in  the  broad  gauged  problems  affect- 
ing both  participants  in  the  process  of  health  care — the 
physician  as  well  as  the  patient.  This  could  be  accom- 
plished, for  example,  by  undergraduate  participation  in 
private  practices  or  public  health  agencies;  perhaps,  with 
supervision,  they  could  be  formally  encouraged  to  initiate 
and  service  community  health  programs  of  their  own. 

But  over  and  above  preparing  for  future  proficiency  in 
purely  technical  matters,  I believe  it  is  necessary  that  the 
sharp  edges  of  science  be  rounded  off.  Without  early  cul- 
tivation of  humane  insight  into  the  ethical  and  philosophi- 
cal basis  of  medicine,  intellectual  resiliency  and  human 
understanding  cannot  be  maintained.  And  without  this, 
the  science  of  medicine  may  become  deficient  for  its  lack 
of  art.  Therefore,  in  addition  to  technical  cou-ses  and 
practical  training,  undergraduate  education  should  also 
include  courses  in  the  humanities,  and  perhaps  participa- 
tion (together  with  practicing  physicians)  in  multi-dis- 
ciplinary symposia  on  the  humanities,  health,  and  society. 
Such  symposia  could,  and  should,  be  given  in  local  com- 
munities as  well  as  at  major  teaching  centers. 

The  content  of  medical  education  has  been  d'^astically 
altered  by  the  sustained  pressures  of  social  and  techno- 
logical change.  But  if  the  potential  benefits  of  technical 
advances  are  to  have  widespread  clinical  fruition,  an  edu- 
cational pattern  for  the  future  should  be  laid  early.  I 
believe  we  can  all  agree  that  this  pattern  should  aim  at 
something  more  than  maintaining  technical  proficiency. 
A relevant  medical  education  should  prepare  students  to 
cope  with  the  total  health  needs  of  patients  in  a changing 
society  whose  problems  we  must  inevitably  face.  It  is 
best  that  we  begin  our  preparations  now. 
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Differentiation  of  Extrahepatie 
And  Intrahepatie 
Obstruetive  Jaundice 

The  differentiation  between  extrahepatie  and 
intrahepatie  obstruetive  jaundiee  is  readily  made 
in  85  to  95  pereent  of  eases.  In  the  remaining  5 to 
15  pereent  aeeurate  diagnosis  eannot  be  made  on 
the  usual  eriteria,  and  eareful  evaluation,  ineluding 
history,  physieal  findings,  bioehemieal  and  radio- 
logie  proeedures,  does  not  lead  to  a definitive  diag- 
nosis. It  is  in  this  group  that  oral  and  intravenous 
eholeeystography  rarely  helps  due  to  inability 
to  adequately  visualize  the  gall  bladder  and  the 
eommon  duet  under  these  eireumstanees. 

Fourteen  years  ago  an  international  symposium 
entitled  “Hepatitis  Frontiers”  (Oetober  1956)  was 
held  at  Henry  Ford  Hospital  in  Detroit.  Dr.  Henry 
Boekus  put  this  question  to  the  panel:  “You  are 
earing  for  a jaundieed  patient.  At  the  end  of  three 
weeks  all  tests  remain  ineonelusive  but  leaning 
toward  obstruetion.  What  do  you  do  next?”  Need 
I say  that  six  internationally  reeognized  figures  in 
liver  disease  who  were  present  gave  six  different 
nondefinitive  answers?  Since  complications  of  sur- 
gical operation  and  the  attendant  anesthesia  are 
both  frequent  and  severe  in  the  presence  of  hepa- 
tocellular disease,  it  is  extremely  important  that 
abdominal  exploration  not  be  undertaken  in  these 
situations.  On  the  other  hand,  undue  delay  in  the 
presence  of  extrahepatie  obstructive  jaundice  may 
lead  to  irreversible  secondary  liver  damage.  The 
UCLA  Interdepartmental  Conference  appearing  in 
this  issue  is,  therefore,  particularly  appropriate 
and  timely. 

I would  emphasize  that  an  adequate  and  thor- 
ough history  and  physical  examination  continue  to 
be  the  cornerstone  for  accurate  diagnosis  in  the 
vast  majority  of  cases.  Biochemical  liver  function 


tests  taken  in  relation  to  each  other  can  be  ex- 
tremely helpful.  Unfortunately  no  single  biochem- 
ical function  test  will  accurately  differentiate  in  all 
situations.  As  with  cholangiography,  the  biochem- 
ical tests  are  least  helpful  in  those  situations  where 
help  is  most  urgently  needed.  The  percent  conju- 
gation of  bilirubin,  level  of  alkaline  phosphatase, 
and  cholesterol,  level  of  serum  enzymes  and  ratios 
of  these  enzymes,  etc.,  may  be  misleading.  Where 
evidence  is  inconclusive  the  clinician  is  faced  with 
the  following  possibilities  for  further  evaluation: 
(1)  peritoneoscopy;  (2)  liver  biopsy  (transcu- 
taneous); (3)  cholangiography  (oral,  intravenous, 
and  transcutaneous).  More  recently  “selective” 
and  so-called  “super-selective”  angiography,  he- 
patic and  pancreatic  scanning,  and  transjugal, 
transhepatic  cholangiography  have  all  become 
available.  The  first  two  are  undoubtedly  more 
widely  used  at  present  than  is  the  latter. 

Although  peritoneoscopy  avoids  the  dangers  of 
a general  anesthetic  it  requires  a person  experi- 
enced and  expert  in  interpretation.  Where  such 
a person  is  available  this  procedure  may  often  be 
very  helpful.  Both  percutaneous  biopsy  and  trans- 
thoracic cholangiography  may  be  helpful,  but  in 
the  presence  of  extrahepatie  obstruction  they  carry 
a significant  element  of  risk.  This  risk  must  be 
equated  with  the  risk  of  exploration  and  general 
anesthesia  in  each  case.  Inflexible  guidelines  can- 
not be  established.  Of  the  three  procedures  dis- 
cussed in  the  previously  mentioned  UCLA  Inter- 
departmental Conference,  selective  angiography 
has  been  by  far  the  most  commonly  used.  It  has 
been  proved  to  be  helpful  in  a significant  number 
of  cases.  Hepatic  and  pancreatic  screening  on  the 
other  hand  are  still  in  the  developmental  stage  and 
interpretations  of  liver  and  pancreatic  patterns  are 
difficult  and  may  be  misleading.  Perhaps  the  most 
exciting  and  promising  is  the  method  of  transjugal, 
transhepatic  cholangiography  discussed  by  Dr. 
Martin  Pops  in  the  UCLA  Conference.  It  is  ap- 
parent, however,  that  secondary  infections  and 
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significant  Gram-negative  bacteremias  can  occur 
following  this  procedure.  Certainly  more  extensive 
experience  will  be  needed  before  the  safety  of  this 
procedure  can  be  accurately  determined.  Finally, 
the  increasing  awareness  of  the  role  of  Australian 
antigen  makes  this  test  of  possible  potential  help 
in  differentiating  between  extrahepatic  obstruction 
and  the  intrahepatic  obstructive  type  of  viral  hepa- 
titis. As  biochemical  parenchymal  cell  liver  tests 
become  more  precise,  it  is  to  be  expected  that 
precision  of  differentiation  will  increase.  However, 
in  view  of  varying  degrees  of  parenchymal  cell 
damage  at  various  stages  of  extrahepatic  obstruc- 
tion, it  appears  unrealistic  to  expect  that  any  single 
biochemical  test  will,  in  all  cases,  accurately  differ- 
entiate for  the  clinician.  Accurate  diagnosis  con- 
tinues to  rest  on  a thorough  history  accompanied 
by  careful  evaluation  of  physical  findings  and  bio- 
chemical testing.  Wise  selection  by  the  physician 
of  the  specialized  techniques  mentioned  in  this 
issue  will  help  to  establish  the  definitive  diagnosis 
in  virtually  all  cases  and  avoid  needless  celiotomy. 

Robert  J.  Bolt,  M.D. 

Professor  and  Chairman 

Department  of  Medicine 

University  of  California  at  Davis 


World  Medicine  and  the 
Coming  Millennium 

In  another  30  years  humanity  will  have  reached 
A.D.  2000  and  just  one  more  generation  of  hu- 
mans will  have  made  whatever  is  to  be  its  contri- 
bution. But  this  is  not  to  be  an  ordinary  30  years. 
The  next  three  decades  will  be  as  crucial  for  the 
ultimate  health,  well-being  and  survival  of  the 
human  species  as  any,  if  not  all,  that  have  gone 
before.  Standing  upon  what  appears  at  once  to  be 
the  threshold  of  unprecedented  opportunity  and 
the  brink  of  utter  disaster,  we  find  ourselves  curi- 
ously uninformed  and  unprepared,  and  in  fact 
only  just  beginning  to  be  a little  bit  concerned. 

The  major  ingredients  of  this  impending  crisis 
are  well  known.  The  numbers  of  humans  are  being 


increased  with  quite  reckless  abandon.  The  new 
capabilities  of  science,  technology  and  industry  are 
not  only  to  release  humans  from  labor  and  ignor- 
ance and  to  extend  life,  but  also  to  consume  re- 
sources and  to  pollute  and  distort  the  natural 
environment  with  very  little  regard  for  the  conse- 
quences. The  fact  is  that  there  has  been  too  little 
attention  paid  to  the  natural  characteristics  of 
humans  or  to  the  harsh  reality  that  what  have  al- 
ways been  considered  endless  land,  sea,  air  and 
other  resources  are  both  finite  in  amount  and 
fragile  in  quality. 

It  seems  reasonable  to  predict  that  in  the  1970s 
there  will  be  much  talk  of  ecology  but  that  the  talk 
will  considerably  outdistance  significant  action, 
simply  because  there  is  too  little  knowledge  of  what 
to  do  and  too  little  experience  with  how  to  do  it. 
In  the  1980s  the  need  to  industrialize  backward 
nations  to  support  their  growing  population  will 
surely  be  overpowering  and  will  severely  strain 
world  resources  of  all  kinds.  And  by  the  1990s 
this  industrialization  and  rising  expectations  will 
likely  bring  about  a demand  the  world  over  for 
access  to  health  and  well-being  similar  to  that 
which  is  now  being  pressed  in  this  nation.  A great 
danger  is  that  the  social,  economic  and  political 
responses  will,  as  now,  be  too  hastily  considered 
measures  to  meet  a succession  of  crises  and  that 
by  the  millennium,  A.D.  2000,  the  cumulative 
ecological  crisis  may  have  reached  proportions 
such  as  seriously  to  threaten  not  only  health  but 
even  survival  for  humanity  on  this  planet. 

We  enter  these  crucial  times  with  too  many  of 
our  human  institutions  ill-adapted,  confused  or 
hopelessly  bogged  down  by  rules  and  traditions 
designed  for  other  times  and  needs.  Our  leaders, 
liberal  and  conservative  alike,  are  more  concerned 
with  imposing  their  conceptions  of  what  they  think 
ought  to  be,  than  they  are  with  the  real  what  is. 
The  social  sciences,  those  disciplines  which  should 
be  primarily  concerned  with  the  realities  of  human 
nature  and  human  behavior,  have  instead  been 
largely  preoccupied  with  attempts  to  design  sys- 
tems based  on  some  theoretical  concept  of  how 
things  ought  to  be,  rather  than  on  how  they  are. 
By  and  large  the  professions  have  been  backing 
away  from  their  special  responsibilities  to  an  in- 
creasingly technologic  and  interdependent  world 
society.  In  a kind  of  desperation  this  nation  now 
seems  actually  to  have  turned  to  the  consumer, 
crowned  him  king,  and  begun  to  wait  patiently  in 
the  full  expectation  that  somehow  his  native  wis- 
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dom  and  accumulated  experience  will  find  the 
way  where  others  have  failed. 

The  new  generation  senses  some  of  what  is 
wrong  but  quite  understandably  it  lacks  the  so- 
phistication to  deal  with  it.  Among  them  the 
realization  is  dawning  that  life  on  this  planet  has 
become  an  entirely  new  game.  Man  is  pressing 
his  economic  and  environmental  resources  to  their 
limits  and  sometimes  beyond,  and  in  turn  these 
forces  are  beginning  to  close  in  upon  humanity. 
Full  recogintion  that  the  rules  of  this  new  game 
are  the  harsh  rules  of  a closed  biological  system, 
and  nothing  else,  has  yet  to  arrive.  But  whether 
this  is  recognized  or  not,  the  moves  made  in  this 
new  game  are  increasingly  likely  to  be  for  keeps. 
Also  not  yet  fully  recognized  is  the  fact  that  these 
moves  must  be  made  within  the  framework  of 
human  nature  and  human  behavior  and  that  there 
must  develop  some  world-wide  coordination  of 
the  actions  to  be  taken. 

There  is  one  profession,  and  only  one,  with  the 
knowledge  of  human  nature  in  health  and  disease 
and  with  the  experience  in  human  biology  which 
will  be  needed,  which  can  speak  with  the  kind  of 
authority  which  will  be  required,  and  within  which 
there  exists  a dedication  of  purpose  and  channels 
of  communication  which  transcend  political  boun- 
daries. Medicine  is  this  profession. 

It  is  suggested  that  the  World  Medical  Associa- 
tion be  now  called  upon  to  assume  leadership  for 
the  profession,  and  to  conduct  a responsible  and 
continuing  effort  to  guide  the  massive  effort  which 
will  soon  be  needed  if  health,  well-being  and  even 
survival  are  to  be  achieved  and  maintained  in  this 
closed  and  biological  earth  eco-system  from  which 
there  can  be  no  practical  escape.  Else  the  mil- 
lennium may  be  too  late. 


Progress  in  the  Treatment 
Of  Heart  Disease 

Disease  of  the  heart  and  blood  vessels  is  re- 
sponsible for  approximately  one  million  deaths 
each  year  in  the  United  States  and  accounts  for 
the  majority  (55  percent)  of  all  deaths  among 


Americans.  These  alarming  observations  empha- 
size that  the  leading  health  problem  facing  our 
country  continues  to  be  mortality  and  morbidity 
due  to  heart  disease.  Yet  considerable  progress  has 
been  achieved  in  the  past  two  decades  both  in  the 
understanding  of  cardiovascular  disorders  and  in 
the  delivery  of  these  advances  to  the  people  in 
improved  care — thereby  demonstrating  that  health 
research  enhances  rather  than  competes  with 
health  care.  The  death  rate  has  been  reduced 
in  acute  myocardial  infarction,  the  incidence  of 
rheumatic  heart  disease  has  been  decreased,  sur- 
vival in  congenital  heart  disease  has  been  increased, 
and  longevity  in  severe  hypertension  has  been  ex- 
tended. These  favorable  developments,  which  per- 
haps have  been  more  dramatic  in  cardiovascular 
diseases  than  in  any  of  the  other  disciplines,  are 
attributable  to  the  enlarged  programs  of  research, 
education  and  community  service  supported  by 
public,  private  and  professional  interests  working 
together  to  improve  prevention,  diagnosis,  man- 
agement and  rehabilitation. 

In  recognition  of  the  desirability  of  integrated 
discussion  between  investigators  and  clinicians,  the 
postgraduate  symposium,  “Recent  Advances  in 
Cardiovascular  Therapy,”  was  presented  by  the 
American  College  of  Cardiology  and  UCD  School 
of  Medicine  on  January  14  and  15,  1969.  It  is 
appropriate  that  the  two  papers  selected  from  that 
conference  for  publication  in  this  issue  represent 
different  aspects  and  approaches  and  thereby  serve 
to  underscore  the  broad  scope  of  therapeutic  ac- 
complishments in  heart  and  related  diseases. 

The  most  significant  advance  in  cardiovascular 
medicine  and  research  in  the  past  25  years  appears 
to  have  been  the  development  of  methods  for  the 
catheterization  of  the  human  heart  which  can  be 
carried  out  with  ease  and  safety.  Beginning  in  the 
1940s  with  the  groups  at  the  Columbia-Bellevue, 
Peter  Bent  Brigham,  and  Johns  Hopkins  hospitals, 
application  and  refinement  of  these  techniques 
have  allowed  new  appreciation  of  pathophysi- 
ologic mechanisms  in  heart  disease  and  have  estab- 
lished cardiovascular  diagnosis  and  evaluation  on 
a scientific  basis.  The  ability  to  define  precisely 
and  to  quantify  even  the  most  complex  cardiac 
disorders  has  spearheaded  innovations  in  medical 
therapy,  successful  surgical  treatment,  and  investi- 
gative interest  in  heart  disease  in  general. 

Truly  remarkable  progress  has  been  achieved 
in  surgical  operations  on  the  human  heart  since 
the  first  successful  intracardiac  procedure,  a mitral 
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commissurotomy  performed  by  Bailey  in  1950. 
Cardiovascular  surgeons  have  maintained  close 
pace  with  the  diagnostic  sophistication  of  their 
medical  colleagues.  Outstanding  examples  are  the 
evolution  of  open-heart  surgery  affording  direct 
visualization  within  the  heart  for  prolonged  periods 
by  use  of  the  pump-oxygenator  for  cardiopulmo- 
nary bypass  devised  and  applied  clinically  by 
Gibbon  in  1954  and  the  development  of  an  effec- 
tive prosthetic  cardiac  valve  by  Harken  and  Starr 
in  1960.  A large  number  of  procedures  have  been 
conceived  which  clearly  have  decreased  morbidity 
and  mortality  in  congenital  and  rheumatic  heart 
disease.  Exemplifying  these  favorable  results  are 
the  extraordinary  advances  in  the  correction  and 
ingenious  palliation  of  virtually  all  of  the  various 
congenital  anomalies,  as  reviewed  by  Gerbode  and 
Sharma  elsewhere  in  these  pages.  In  addition,  the 
recent  development  of  coronary  jump-graft  tech- 
niques by  Favaloro  and  Effler  appears  to  promise 
the  potential  extension  of  this  therapeutic  horizon 
to  patients  with  coronary  artery  disease  as  well. 
Although  several  major  problems  remain  to  be 
solved,  the  most  dramatic  definitive  therapy  of 
established  heart  disease  available  at  this  time 
consists  of  surgical  intervention.  It  is  incumbent 
upon  those  of  us  who  evaluate  patients  with  car- 
diovascular disease  to  identify  and  select  patients 
who  may  be  expected  to  benefit  from  these  pro- 
cedures. 

The  principal  problem  in  cardiovascular  medi- 
cine today  is  coronary  artery  disease  and  the  pri- 
mary emphasis  of  the  American  Heart  Association 
is  now  proclaimed  to  be  the  prevention  of  athero- 
sclerosis. While  the  attainment  of  this  goal  appears 
long-term,  new  information  has  contributed  con- 
siderably to  our  ability  to  recognize  certain  “cor- 
onary-prone” persons.  Although  predisposition  to 
coronary  artery  disease  in  the  presence  of  abnormal 
plasma  concentrations  of  cholesterol  and  triglycer- 
ides has  been  appreciated  for  some  time,  the  recent 
development  of  plasma  lipoprotein  phenotyping 
by  Fredrickson,  Levy,  and  Lees  has  contributed 
prominently  to  systematic  classification  with  impli- 
cations for  management  of  hpid  disorders.  In 
patients  with  accelerated  coronary  artery  disease 
(symptoms  before  age  50)  as  many  as  80  percent 
have  lipoprotein  abnormalities.  Simplified  classi- 
fication and  current  knowledge  of  the  hyperlipo- 
proteinemias are  considered  by  Zelis  and  co- 
workers to  provide  a therapeutic  approach  and 
identification  of  affected  family  members.  This 


report  contains  preliminary  data  of  the  first  objec- 
tive evidence  of  regression  of  ischemic  vascular 
disease,  in  patients  with  Type  III  or  “broad  beta” 
disease  following  therapy  with  diet  and  clofibrate 
(Atromid-S®).  These  workers  also  have  recently 
shown  that  clofibrate  is  capable  of  lowering  ele- 
vated triglycerides  in  Type  IV  patients  even  when 
rigorous  dietary  control  cannot  be  achieved.  In 
atheromas  associated  with  the  most  common  ab- 
normalities (Type  II  and  IV)  the  lipids  may  not 
be  labile  and,  indeed,  regression  of  coronary  le- 
sions has  not  been  observed  despite  prolonged 
control  of  plasma  cholesterol  achieved  by  ileal  by- 
pass. From  these  observations,  the  value  of  main- 
taining plasma  lipids  within  normal  levels  at 
present  appears  directed  at  prevention  and  reduc- 
tion of  progression  of  plaques  rather  than  resolu- 
tion of  existing  atheromas. 

Since  the  fruits  of  effective  preventive  measures 
in  atherosclerosis  are  not  likely  to  be  realized  for 
several  years,  one  of  the  major  practical  concerns 
at  present  is  early  recognition  of  potential  victims 
of  sudden  death,  since  60  percent  of  mortality 
from  acute  coronary  episodes  occurs  outside  the 
hospital.  As  to  patients  who  do  reach  the  hospital, 
the  coronary  care  unit  (ecu)  has  halved  mortality 
in  certain  medical  centers,  from  30  percent  to  15 
percent.  This  great  advance  is  the  result  of  effec- 
tive detection  and  management  of  arrhythmias  and 
represents  the  potential  of  more  than  50,000  lives 
saved  each  year  in  the  United  States.  In  acknowl- 
edgement of  the  remarkable  success  of  the  ecu 
concept  in  reducing  mortality  due  to  abnormalities 
of  cardiac  rhythm,  considerable  interest  has  de- 
veloped in  such  matters  as  emergency  pre-hospital 
transport  systems,  special  training  of  paramedical 
personnel,  improved  care  in  the  hospital  emergency 
room,  use  of  prophylactic  anti-arrhythmic  drugs, 
the  value  of  early  use  of  lidocaine  and  atropine, 
expanded  appheation  of  cardiac  pacemakers,  and 
post-ccu  units  designed  to  reduce  hospital  mortal- 
ity in  the  second  and  third  week  following  infarc- 
tion. 

Efforts  to  overcome  cardiac  pump  failure,  how- 
ever, have  been  quite  unsatisfactory.  This  compli- 
cation now  accounts  for  the  majority  of  deaths  in 
the  ecu  and  is  fatal  in  more  than  four  out  of  five 
patients  in  whom  it  occurs.  Although  understand- 
ing of  this  shock  syndrome  is  incomplete,  it  ap- 
pears that  it  is  particularly  related  to  the  extent  of 
the  infarction  and  the  response  of  the  peripheral 
vasculature.  With  reduced  cardiac  output  result- 
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ing  from  loss  of  myocardial  contractile  units, 
diminished  inotropic  state,  and  ventricular  asyn- 
ergy, it  is  postulated  that  shock  develops  when 
there  is  an  inadequate  rise  in  systemic  arteriolar  re- 
sistance. In  contrast,  with  an  appropriate  increase 
in  resistance  sufficient  to  prevent  hypotension,  con- 
gestive heart  failure  is  observed.  Since  pharma- 
cologic therapy  has  not  substantially  improved 
mortality  in  cardiogenic  shock,  there  is  now  con- 
siderable interest  in  mechanical  means  for  sup- 
porting the  circulation  such  as  counterpulsation, 
partial  and  total  circulatory  bypass,  and  pump- 
assist  devices.  A unique  approach  which  has  been 
successful  experimentally  — and  the  efficacy  of 
which  is  now  being  evaluated  in  our  ecu  — is 
retrograde  perfusion  of  the  coronary  sinus  with 
oxygenated  blood  at  arterial  pressure. 

In  the  study  of  coronary  disease,  the  indications 
for  coronary  arteriography  are  broadening.  It  is 
now  our  practice  to  employ  this  procedure  for 
evaluation  in  refractory  angina,  in  patients  under 
50  years  of  age  with  ischemic  pain,  and  for  defini- 
tive diagnosis  in  certain  difficult  problems  of  chest 
pain  of  undetermined  cause.  Since  angina  pectoris 
may  be  considered  the  clinical  expression  of  a 
disparity  between  the  requirements  of  the  heart 
for  oxygen  and  the  availability  of  coronary  blood 
flow,  relief  of  ischemic  pain  can  be  achieved  by 
diminishing  the  former  or  improving  the  latter. 
Consistent  with  this  observation  is  that  the  extent 
of  myocardial  infarction  is  directly  related  to  the 
demands  of  the  heart  for  oxygen  at  the  time  of 
interruption  of  the  coronary  circulation  and  implies 
the  potential  value  of  propranolol  in  pre-infarction 
angina.  Current  evidence  suggests  that  the  salu- 
tary results  of  nitroglycerin,  propranolol,  weight 
reduction,  exercise  training,  and  carotid  sinus  nerve 
stimulation  are  principally  based  on  reduction  of 
myocardial  oxygen  consumption.  Although  the 
positive  contractile  action  of  digitalis  increases 
myocardial  oxygen  needs,  this  agent  can  be  useful 
in  depressing  angina  when  there  is  abnormal  car- 
diac performance,  which  itself  raises  the  oxygen 
requirements  of  the  heart.  It  is  rational  to  conclude 
that  the  frequency  and  intensity  of  angina  might  be 
improved  by  lowering  the  heart’s  oxygen  demands 
by  the  prolonged  action  on  the  peripheral  circula- 
tion of  a vasodilator  substance.  Unfortunately, 
studies  in  our  laboratories  with  long-acting  nitrites 
have  indicated  the  development  of  tolerance  con- 
cerning venodilation  with  both  their  chronic  effect 
and  the  acute  action  of  nitroglycerin. 


The  only  effective  means  at  present  available  for 
substantially  elevating  blood  flow  to  the  ischemic 
myocardium  appears  to  be  the  coronary  bypass 
procedure  in  carefully  selected  patients.  Medical 
means  including  antilipid  measures  and  acute  and 
chronic  anticoagulation  intended  to  enhance  re- 
duced coronary  flow  have  not  been  successful.  Ex- 
perimental evidence  now  indicates  that  the  genesis 
of  arterial  thromboses  is  the  result  of  platelet  aggre- 
gation and  thereby  is  fundamentally  different  from 
the  development  of  venous  clots  which  are  due  to 
fibrin  deposition.  It  appears  that  therapeutic  mea- 
sures such  as  operative  myocardial  revasculariza- 
tion techniques  postulated  to  increase  compromised 
blood  flow  through  the  development  of  collateral 
coronary  circulation  are  largely  ineffective.  Con- 
sistent with  this  view  is  that  exercise-induced  is- 
chemia, hemodynamic  function,  and  even  survival 
are  not  related  to  the  extent  of  development  of 
spontaneous  collateral  coronary  vessels.  Although 
collateral  channels  must  be  of  a certain  quantita- 
tive importance,  they  seem  to  represent  a response 
to  ischemia  and  impairment  of  the  native  circula- 
tion and  their  degree  of  development  correlates 
only  with  the  magnitude  of  coronary  vessel  disease 
itself. 

In  the  treatment  of  refractory  angina  pectoris, 
the  relative  roles  of  coronary  surgery  and  carotid 
sinus  nerve  stimulation  are  not  settled.  It  is  our 
current  choice  to  employ  vein  grafts  in  suitable 
lesions,  particularly  those  in  young  patients  with 
localized  disease  and  in  whom  rehabilitation  is  of 
special  importance.  The  carotid  sinus  nerve  stimu- 
lator is  used  in  older  patients  with  diffuse  coronary 
involvement  and  in  those  who  do  not  obtain  relief 
following  operation  on  the  coronary  arteries.  We 
recently  have  extended  the  recommendation  of 
coronary  bypass  procedures  to  patients,  particu- 
larly those  less  than  50  years  of  age,  with  favorable 
lesions  and  disabling  angina  without  requiring 
previous  trial  with  propranolol.  It  is  suspected, 
but  not  proved,  that  treatment  with  propranolol, 
although  relieving  ischemic  pain,  might  not  suffi- 
ciently improve  survival  in  these  patients.  Further 
extension  of  the  bypass  technique  to  patients  with 
advanced  localized  obstruction  but  less  severe 
angina  in  an  attempt  to  prevent  infarction  must 
await  additional  evaluation  of  operative  results. 

In  the  management  of  chronic  refractory  con- 
gestive heart  failure  due  to  coronary  artery  disease, 
operative  resection  of  abnormally  contracting  ven- 
tricular segments  has  been  documented  to  be  of 
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considerable  value  in  certain  selected  patients.  In 
our  experience,  this  evaluation  is  aided  by  the  find- 
ing of  dissociation  of  hemodynamic  function  from 
the  mechanical  properties  of  the  ventricle.  Also, 
asynchrony  of  contraction  is  an  important  com- 
ponent of  depressed  pump  function  and  reduced 
cardiac  output  immediately  following  acute  myo- 
cardial infarction.  It  is  hypothesized  that  in  some 
instances  the  ineffectiveness  of  certain  positive 
inotropic  agents  in  the  treatment  of  cardiogenic 
shock  might  be  the  result  of  worsening  of  this 
disorderly  sequence  of  ventricular  contraction  de- 
spite improvement  of  depressed  contractility. 
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A Policy  on  Strikes 

The  house  of  delegates  of  the  California  Med- 
ical Association  has  adopted  a significant  and 
timely  statement  with  respect  to  strike  activities  by 
physicians.  (The  statement  appears  in  full  in  the 
box  opposite.)  It  declares  that  the  CMA  “be- 
lieves that  abandomnent  of  patients  through  a 
concerted  denial  of  service  by  physicians  (strike) 
is  an  unacceptable  method  of  solving  problems  or 
differences,”  and  goes  on  to  emphasize  the  impor- 
tance of  reason,  reasonableness  and  cooperation 
in  achieving  desired  objectives.  The  statement  is 
significant  because  it  reaffirms  a time  honored 
value  system  which  places  a physician’s  service  to 
humanity  somewhat  above  such  things  as  hours  of 
work,  remuneration  and  fringe  benefits,  while  at 
the  same  time  holding  that  these  should  be  fair 
and  equable.  The  statement  is  timely  in  that  it 
calls  for  a return  to  reason  and  reasonableness  at 
a moment  when  the  use  of  power  tactics  in  health 


care  is  increasing  and  seems  likely  to  increase 
considerably  more. 

The  1970s  are  certain  to  be  a period  of  enor- 
mous pressures  in  health  care.  The  root  of  the 
evil  lies  in  the  disparity  between  unrealistic  ex- 
pectations of  health  care  services  on  the  one  hand 
and  unrealistic  assumptions  with  respect  to  re- 
sources for  their  delivery  on  the  other.  A situation 
exists  which  is  poorly  understood  and  which  is 
impossible  of  immediate  solution.  In  such  circum- 
stances there  is  a danger  that  irrationality  will  re- 
place reason  and  that  power  tactics  will  be 
employed  in  certainly  futile  and  potentially  devas- 
tating efforts  to  overcome  the  real  and  imagined 


A Position  on  “Strike”  Activities 

A policy  statement  on  the  California  Medical 
Association’s  position  on  “strike”  activities  was 
adopted  by  the  House  of  Delegates  at  its  meet- 
ing March  11,  1970.  The  statement  follows: 

“The  physicians  of  California  have  one  major 
responsibility  and  duty:  the  provision  of  medical 
care  of  the  highest  quality  to  all  persons.  The 
California  Medical  Association  believes  that 
abandonment  of  patients  through  a concerted 
denial  of  service  by  physicians  (strike)  is  an 
unacceptable  method  of  solving  problems  or 
differences. 

“The  California  Medical  Association  further 
believes  all  members  of  the  health  team  should 
receive  reasonable  and  fair  compensation,  bene- 
fits and  privileges  for  their  services.  These  re- 
wards would  be  based,  primarily,  on  education 
and  training,  experience,  responsibilities  and 
competence. 

“The  California  Medical  Association  urges 
that  methods  be  sought  by  all  members  of  the 
health  team,  including  those  administrative  and 
political  agencies  which  use  the  services  of 
health  workers,  to  achieve  their  desired  objec- 
tives in  an  equitable,  professional  manner,  pro- 
tective of  the  health  of  all,  without  resorting  to 
denial  of  service. 

“The  California  Medical  Association  will  con- 
tinue to  cooperate  with  the  hospitals  of  Cali- 
fornia and  with  professional  organizations  rep- 
resenting members  of  the  health  care  team,  for 
the  purpose  of  improving  the  quality  and  in- 
creasing the  availability  of  health  manpower 
personnel  through  (a)  improving  recruitment 
techniques;  (b)  providing  more  educational  and 
training  opportunities;  and  (c)  urging  adequate 
compensation  of  personnel  in  terms  of  their 
education,  experience,  and  degree  of  responsi- 
bility and  competence  in  health  care.” 
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injustices  inherent  in  the  impossible  situation.  It 
makes  no  difference  whether  the  power  taetics 
are  used  by  government,  by  third  party  payers  or 
by  health  professionals.  The  ultimate  result  of 
their  use  is  always  reduction  in  efficiency  and  an 
increase  in  the  real  cost  of  delivering  health  care 
services.  Seldom  is  the  patient’s  or  public’s  interest 
served  by  such  tactics,  and  where  reason  prevails 
they  should  not  be  necessary. 

In  retrospect  many  w’ould  say  that  the  govern- 
ment was  irrational  when  it  decided  to  pour  billions 
of  dollars  into  providing  payments  for  additional 
health  eare  serviees  without  making  parallel  pro- 
vision for  the  additional  resources  needed.  It  has 
been  frustrating  to  those  within  and  without  gov- 
ernment to  find  the  cost  of  these  services  has  risen 
although  reason  tells  us  there  could  have  been  no 
other  result.  To  try  to  control  the  rising  health 
care  costs,  further  irrational  aets  by  government 
and  others  are  clearly  impending,  and  these  will  no 
doubt  further  reduce  efficiency  and  further  curtail 
what  few  incentives  remain  for  a physician  to  ex- 
pand his  services.  The  inevitable  result  will  be 
further  to  inerease  the  real  cost  of  the  services 
rendered  and  also  the  disparity  between  expeeta- 
tions  and  resources  which  is  after  all  the  root  cause 
of  the  problem.  Power  tactics,  whether  used  by 
government,  nurses,  interns  and  residents  or  others 
are  as  irrational  in  health  care  as  indeed  they  are 
elsewhere  in  human  relations  where  the  eommon 


good,  and  perhaps  even  the  survival,  of  all  is  at 
stake. 

The  CMA  action  might  well  have  been  to  elimb 
on  this  power  bandwagon.  But  it  was  not.  Instead 
the  statement  of  the  House  calls  for  the  greater 
use  of  reason  and  statesmanship.  It  places  the 
health  and  health  care  of  patients  and  the  public  a 
notch  or  two  above  the  battlefield  of  power  taetics 
and  power  politics  in  health  care.  It  reeognizes 
the  frustrations,  the  problems  and  the  differences 
but  holds  that  these  can  be  better  resolved  with 
reason  and  reasonableness  than  with  force  in  the 
interest  of  the  eommon  good.  This  is  a challenge 
not  only  to  physicians,  nurses  and  other  health  pro- 
fessionals but  to  society  itself  and  its  government. 

Were  the  alternative  philosophy  to  prevail,  or 
indeed  to  come  about  at  some  future  time,  and  if 
doctors  were  really  to  decide  to  hang  together  and 
to  hang  tough  enough,  one  suspects  they  could  get 
just  about  anything  they  wanted  from  government 
and  the  public.  But  this  is  not  the  present  attitude 
of  the  great  majority  of  the  House  of  Delegates  or 
of  practicing  physicians,  and  it  is  in  the  interest 
of  all  concerned  that  the  statement  of  the  House 
be  commended  and  supported.  If  reason  can  be- 
come the  order  of  the  day,  it  will  in  the  long  rim 
result  in  better  and  less  costly  medical  care  and  a 
fair  shake  for  everyone  including  all  the  health 
professionals.  The  House  is  to  be  eommended  for 
so  rational  and  forthright  a stand. 


• 112* 


76 


MAY 


970 


5 


Information 

Treatment  of  Hypertension 

Harriet  P.  Dustan,  M.D. 

Material  Supplied  by  the  American  Heart  Association 

Hypertension  shortens  life.  Even  the  so-called 
benign  hypertension  causes  premature  death  or 
disability  and  can  scarcely  be  looked  upon  as 
benign.  Considering  that  hypertension  is  poten- 
tially lethal,  the  question  arises  as  to  whether 
sustained  reduction  of  arterial  pressure  prolongs 
life.  There  are  two  answers  to  this  question;  an 
unquaUfied  “yes”  and  a “maybe,”  depending  on 
whether  reference  is  made  to  the  complications  of 
arteriolar  disease  or  those  of  atherosclerosis.  The 
most  frequent  results  of  hypertensive  vascular  dis- 
ease— the  term  used  for  the  arteriolar  disease — are 
cardiac  failure  and  malignant  hypertension.  In 
both  instances  blood  pressure  reduction  is  life- 
saving providing,  of  course,  that  in  the  malignant 
hypertensive  renal  function  is  stiU  adequate  to 
sustain  life.  Clinical  experience  also  indicates  that 
good  blood  pressure  control  in  hypertensive  pa- 
tients without  these  complications  will  prevent  their 
occurrence.  In  contrast,  the  effects  of  antihyper- 
tensive treatment  on  the  complications  of  athero- 
sclerosis are  not  so  clear  as  on  those  of  hyperten- 
sive vascular  disease,  and  here  the  “maybe”  answer 
has  to  be  given.  The  equivocation  in  this  answer 
comes  because  antihypertensive  drug  treatment  has 
not  been  used  over  a long  enough  period  of  time 
to  assess  its  effects  on  the  complications  of  athero- 
sclerosis that  so  frequently  accompany  hyperten- 
sion. However,  there  is  some  evidence  which  sug- 
gests that  strokes,  at  least,  occur  less  frequently  in 
treated  patients. 


Dr.  Dustan  is  from  the  Research  Division,  Cleveland  Clinic,  Cleve- 
land, Ohio. 


From  the  foregoing,  the  goals  of  antihyperten- 
sive treatment  can  be  stated  as:  (1)  to  reduce 
arterial  pressure  to  normal  or  as  near  normal  as 
possible,  (2)  to  prevent  the  progression  of  arteri- 
olar disease  and  control  its  complications  if  they 
are  present,  and  (3)  to  prevent  the  development 
of  premature  atherosclerosis — or  at  least  to  prevent 
or  postpone  the  development  of  its  complications. 

There  are  a variety  of  ways  to  treat  hyperten- 
sion effectively.  Some  are  specific  in  that  they 
eliminate  or  block  a pressor  mechanism  and  thus 
reduce  arterial  pressure  to  normal.  Others  can  be 
called  non-speeific  because,  although  hypertension 
is  greatly  lessened,  arterial  pressure  does  not  be- 
come normal.  The  treatments  which  in  my  opinion 
are  specific  are  both  surgical  and  medical.  In  a 
young  patient  with  renal  arterial  stenosis,  a success- 
ful operation — either  a revascularization  procedure 
or  nephrectomy  — usually  completely  eliminates 
the  hypertension.  In  a substantial  number  of 
patients  with  pheochromocytoma,  primary  aldos- 
teronism and  eoarctation  of  the  aorta  similar  re- 
sults are  achieved  by  operative  treatment.  Certain 
drug  treatments  also  aehieve  complete  normaliza- 
tion of  arterial  pressure.  Thus,  in  patients  with 
primary  aldosteronism,  administration  of  spiro- 
nolactone eliminates  hypertension  as  surely  as  does 
operative  removal  of  the  tumor;  and  in  patients 
with  increased  activity  of  the  beta-adrenergic  com- 
ponent of  the  sympathetic  nervous  system,  use  of 
a beta-blocking  drug  such  as  propranolol  not  only 
abolishes  the  symptoms  but  also  reduces  arterial 
pressure  to  completely  normal  levels. 

The  experience  with  these  “specific”  treatments 
is  striking  because  such  results  are  usually  not 
achieved  when  the  pressor  mechanism  is  not  ap- 
proached directly.  For  example,  contrast  the  blood 
pressure  reduction  achievable  by  successful  opera- 
tive treatment  in  a patient  with  renovaseular  hyper- 
tension with  the  result  produced  in  the  same  patient 
by  a drug,  like  alpha  methyl  dopa,  that  suppresses 
sympathetic  vasomotor  activity.  In  the  former  in- 
stance, the  operation  eliminates  the  pressor  fac- 
tor (s),  while  in  the  latter  drug  treatment  lessens 
the  hypertension  but  does  not  eliminate  it.  The 
operative  treatment  is  specific,  while  the  drug 
treatment  is  nonspecific  or  empiric. 

The  fact  that  most  drug  treatment  of  hyper- 
tension is  empiric  is  not  to  say  that  it  is  unsuccess- 
ful, beeause  substantial  reductions  in  arterial  pres- 
sure can  usually  be  achieved.  There  are  a 
number  of  drugs  available  which  are  effective  and. 
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for  the  most  part,  reasonably  easy  to  take.  Two 
types  are  most  commonly  used — oral  diuretics  and 
drugs  that  suppress  the  activity  of  the  sympathetic 
nervous  system  through  effects  on  production, 
storage  or  release  of  the  neurotransmitter,  nor- 
epinephrine. The  former  group  includes  chloro- 
thiazide and  its  derivatives,  as  well  as  ethacrynic 
acid  and  triamterene;  the  latter  comprise  ganglion- 
blocking drugs,  reserpine,  guanethidine,  alpha 
methyl  dopa  and  pargyline.  Not  included  in  these 
two  groups  is  hydralazine,  which  seems  to  act 
directly  on  the  arterial  wall.  The  anti-aldosterone 
drug,  spironolactone,  has  value  as  nonspecific 
treatment  when  used  to  combat  the  potassium 
losing  effects  of  chlorothiazide  diuretics. 

When  used  in  adequate  doses,  these  drugs  usual- 
ly achieve  good  blood  pressure  control.  When 
more  than  one  drug  is  used,  combination  tablets 
are  not  the  best  way  to  administer  the  medication 
because  there  is  need  to  individualize  the  dose  of 
each  drug.  The  most  frequent  combination  of 
drugs  is  an  oral  diuretic  with  another  type  because 
usually  there  is  a synergistic  effect  on  blood  pres- 
sure reduction — the  combination  achieving  a bet- 
ter result  than  would  be  expected  from  purely 
additive  effects  of  the  two  drugs.  Not  more  than 
one  type  of  chlorothiazide  diuretic  should  be  given 
in  a treatment  regimen,  and,  also,  there  is  no 
evidence  that  giving  more  than  one  type  of  adren- 
ergic-blocking drug — such  as  combining  guanethi- 
dine with  methyl  dopa — adds  any  benefit. 

When  it  is  necessary  to  reduce  blood  pressure 
rapidly,  as  in  patients  with  cardiac  failure,  intra- 
cerebral bleeding  or  hypertensive  encephalopathy, 
good  results  can  usually  be  achieved  by  the  potent 
peripherally-acting  sodium  nitroprusside  or  di- 
azoxide  given  intravenously.  More  readily  avail- 
able, but  less  potent,  are  preparations  of  reserpine. 


hydralazine,  methyl  dopa,  and  ganglion-blocking 
drugs  suitable  for  parenteral  administration. 

One  crucial  question  in  the  long-term  treatment 
of  hypertension  concerns  how  to  judge  the  effect 
of  treatment.  Actually,  use  of  office  pressure 
measurements  is  usually  unsatisfactory,  but  for 
certain  patients  there  is  no  other  way.  However, 
many  patients  can  learn  to  make  their  own  mea- 
surements, and  this  provides  a daily  record  of 
responses  and  allows  for  judicious  adjustment  of 
doses  whenever  indicated.  One  mistake  that  many 
clinicians  make  is  failure  to  obtain  a good  pre- 
treatment arterial  pressure  record,  and  this  difficul- 
ty can  be  obviated  by  use  of  home  readings.  The 
technique  is  easy  to  learn,  and  the  measurement 
is  no  more  difficult  to  carry  out  than  estimation  of 
urinary  sugar — information  considered  a must  in 
the  treatment  of  diabetes. 

With  home  readings,  the  physician  has  the  ad- 
vantage of  judging  the  effects  of  treatment  in  two 
situations  rather  than  one  because  he  additionally 
obtains  office  readings  when  the  patient  visits  him. 
The  more  detailed  record  of  treatment  response 
that  is  available  the  better  can  the  treatment  be 
managed. 

In  some  patients  with  hypertension  of  imknown 
cause,  use  of  nonspecific  drug  treatments  detailed 
above  reduces  arterial  pressure  to  normal  just  as 
specific  treatments  do  in  patients  with  known 
types  of  hypertension.  Such  responses  show  that 
each  type  of  treatment  can  be  specific  when 
properly  chosen;  the  current  problem  is  that,  for 
the  most  part,  there  is  no  sure  way  to  make  the 
proper  choice.  Currently,  the  challenge  of  investi- 
gation is  to  learn  enough  about  the  mechanisms  of 
hypertension  and  how  they  are  interrelated  so  that 
specific,  rather  than  empiric,  treatments  can  be 
given  to  each  hypertensive  patient. 


SUBACUTE  BACTERIAL  ENDOCARDITIS 
“In  95  percent  of  all  patients  with  subacute  bacterial  endocarditis,  the  causative 
organisms  (most  commonly  Streptococcus  viridans)  are  engrafted  upon  either 
a congenital  or  an  acquired  lesion.  Therefore  you  have  a murmur  to  start  with. 
I have  never  seen  a proved  case  of  subacute  bacterial  endocarditis  without  a mur- 
mur. . . . It’s  the  first  important  diagnostic  sign.” 

— Wesley  W.  Spink,  M.D.,  Minneapolis 
Extracted  from  Audio-Digest  Internal  Medi- 
cine, Vol.  16,  No.  8,  in  the  Audio-Digest  Foun- 
dation’s subscription  series  of  tape-recorded 
programs. 
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In  the  Forefront 


Medicine’s  Place  in  Aviation  Safety 


C.  I.  Barron,  M.D.,  Los  Angeles 


One  hundred  physicians,  biomedical  specialists, 
pilots,  stewardesses,  airport  managers.  Federal 
Aviation  Administration  representatives,  crash  and 
rescue  personnel,  and  disaster  planning  personnel 
attended  the  second  conference  on  Medicine  and 
Air  Safety  in  Los  Angeles,  January  30-31.  The 
meeting,  sponsored  by  the  California  Medical  As- 
sociation Committee  on  Disaster  Medical  Care, 
featured  nationally  recognized  authorities  from 
the  aerospace  community  and  covered  topics  vary- 
ing from  human  capabilities  and  limitations  to 
airport  medical  services  and  disaster  planning.  The 
following  facts  and  conclusions  evolved  from  the 
presentations  and  discussions  generated  by  them: 

• Despite  our  extensive  knowledge  of  flight 
physiology,  accidents  due  to  inadequate  pilot  in- 
doctrination and  understanding  still  occur. 

• Psychiatric  evaluation  for  flying  appears  to  be 
inadequate.  Irrational  acts  by  pilots  still  contribute 
to  accidents. 

• Present  training  procedures  make  it  impos- 
sible to  adequately  prepare  the  student  pilot  for 
safe  and  profieient  flying. 

• While  drugs  are  rarely  incriminated  in  gen- 
eral aviation  accidents,  alcohol  is  a significant  fac- 
tor in  flight  safety  and  contributes  to  at  least  15 
to  20  percent  of  all  general  aviation  accidents. 

• Pilot  factors  account  for  over  80  percent  of 
the  almost  6,000  general  aviation  accidents  occur- 
ring each  year  which  result  in  over  1,000  fatalities. 

Reprint  requesc  to;  Division  of  Community  Affairs,  693  Sutter 
Street,  San  Francisco,  Ca.  94102. 


• A systems  approach  is  needed  to  assure  that 
information  gained  in  accident  investigation  is 
properly  utilized  in  preventing  aceidents  of  similar 
type. 

• Increasing  emphasis  is  being  given  to  assure 
the  physical  and  emotional  health  of  air  traffic  con- 
trollers, whose  role  in  air  safety  is  becoming  in- 
creasingly important  with  the  expansion  in  air 
travel  and  traffic. 

• Stewardesses  and  cabin  attendants  are  assum- 
ing increasingly  important  roles  in  the  in-flight 
handling  of  passenger  medical  emergencies  and  in 
the  emergency  evacuation  of  aircraft.  Their  train- 
ing in  these  fields  is  being  increased  to  assure 
proper  execution  of  these  functions. 

• With  use  of  the  jumbo  jets,  which  are  ex- 
pected to  provide  a degree  of  comfort  and  safety 
unexcelled  in  aviation  to  date,  a broad  passenger 
mix  is  anticipated — an  increased  number  of  older, 
younger,  and  medically  marginal  passengers.  The 
possibility  of  in-flight  medical  emergencies  is  thus 
increased. 

• The  continued  growth  and  success  of  the 
Airport  Medical  Services  Center  at  Kennedy  In- 
ternational Airport  demonstrate  that  private  enter- 
prise can  operate  an  efficient  and  profitable  airport 
medical  service  and  that  such  a service  can  be  most 
effectively  integrated  into  the  disaster  emergency 
planning  of  the  airport. 

• The  need  for  a coordinated  emergency  dis- 
aster plan  for  all  major  airports  was  stressed.  This 
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should  involve  all  crash  and  rescue  facilities,  local 
police,  medical  resources,  area  hospitals,  and  com- 
munication media  in  the  community.  The  need  for 
proper  communications,  sorting  and  rapid  evacua- 
tion of  casualties,  hospital  disposition,  and  avail- 
ability of  skilled  medical  assistance  is  self-evident. 
Few  such  integrated  plans  exist  today. 

• Since  many,  if  not  most,  fatal  aircraft  acci- 
dents occur  off  airport  property,  coordination  of 
the  airport  disaster  plan  with  the  local  community 
disaster  plan  is  needed. 

• A recent  survey  by  the  Airline  Pilots  Associa- 
tion has  shown  that  only  110  United  States  airports 
have  good  fire  crash  rescue  capabilities;  whereas 
197  have  no  capable  equipment  located  on  the 
air  field. 

• The  county  medical  association  is  the  logical 
agency  to  write  the  medical  portion  of  the  disaster 
coverage  plan,  fitting  it  into  the  general  community 
disaster  plan. 

• There  are  currently  no  FAA  regulations  re- 
quiring certification  of  airports  with  respect  to 
emergency  disaster  plans  and  facilities.  Such  regu- 
lations may  be  needed  if  local  authorities  are  im- 
able  or  imwilling  to  provide  adequate  plans  of 
their  own. 

• The  air  evacuation  helicopter  offers  great 
promise  for  rapid  evacuation  of  aircraft  accident 
casualties;  however,  its  capacity  may  be  inadequate 
in  accidents  involving  mass  casualties. 

• A good  emergency  plan  should  include  all 
available  rescue  agencies  and  resources,  including 


those  from  nearby  military  bases.  Coast  Guard 
and  civilian  sources. 

• At  the  end  of  the  meeting,  a resolution  was 
passed  requesting  the  Council  of  the  California 
Medical  Association  to  introduce  a resolution  be- 
fore the  CMA  House  of  Delegates  requiring  that 

(1)  the  CMA  assume  a role  of  leadership  by 
assembling  the  proper  private  and  government 
organizations  to  further  pursue  this  matter;  and 

(2)  that  an  Interagency  Council  with  representa- 
tion from  the  appropriate  organizations  be  formed 
to  implement  the  recommendations  from  these 
conferences,  and  (3)  that  each  component  medical 
society  should  assess  its  own  requirements  in  light 
of  any  possible  disaster  and  prepare  plans  to  suit 
the  individual  needs,  including  assistance  in  co- 
ordinating their  efforts  with  nearby  facilities  and 
organizations.  The  House  adopted  the  resolution. 

In  summation,  it  appears  that  much  is  known 
about  man’s  capabilities  and  limitations  and  of 
the  stresses  produced  by  the  aerospace  environ- 
ment in  which  he  flies.  Despite  this,  accidents  still 
occur  for  the  same  reasons  as  in  the  past,  and 
many  of  these  result  from  pilot-induced  factors. 
It  appears  that  the  major  problem  in  aviation  safe- 
ty is  the  application  of  our  existing  knowledge  to 
aircraft  accident  prevention  training,  with  in- 
creased emphasis  on  pilot  indoctrination.  It  also 
appears  that  a more  vigorous  effort  on  the  part  of 
the  local  communities  working  with  responsible 
airport  authorities  and  organized  medicine  is 
needed  in  order  to  assure  optimization  of  airport 
emergency  plans. 


BACITRACIN-RESISTANT  STAPHYLOCOCCI 
“In  the  past  we  have  advocated  the  use  of  bacitracin  in  the  therapy  of  serious 
staphylococcal  disease  in  newborns.  But  in  recent  months  under  widespread  moni- 
toring, we  have  found  bacitracin-resistant  staphylococci  have  appeared  all  over  the 
United  States  in  a rather  explosive  fashion.  They’ve  been  behind  schedule;  they 
should  have  appeared  about  a decade  ago.  But  they  are  just  beginning  to  appear 
now  and  they  are  rapidly  increasing.  For  this  reason,  we  no  longer  advocate  the 
use  of  bacitracin  on  severe  staphylococcal  disease.” 

— Heinz  F.  Eichenwald,  M.D.,  Dallas 
Extracted  from  Audio-Digest  Pediatrics,  Vol. 
15,  No.  4,  in  the  Audio-Digest  Foundation’s 
subscription  series  of  tape-recorded  programs. 
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How  do  you 

make  a better 

curette? 


Here’s  how: 


Tareyton’s  activated  charcoal 
scrubs  the  smoke  to  smooth  the  taste 
the  way  no  ordinary  filter  can. 


Putl^yton’s  activated 
charcoal  filter  on  your 
cigarette,  and  you’ll  have 
a better  cigarette.  But  not 
as  good  as  alareyton. 


PRESIDENTS  page 


BOBEPT  P.  PARKER,  M,P, 


Public  Assistance 


It  has  been  more  than  a year  since  the  Federal 
Government  froze  all  fee  schedules  on  Title  19 
recipients.  We  had,  at  that  time,  many  problems 
with  the  State  Department  of  Public  Assistance 
(SDPA)  including  an  almost  complete  breakdown 
in  communications  but,  with  all  of  our  problems, 
we  were  in  the  process  of  updating  the  existing 
1966  fee  schedule  when  the  freeze  hit.  Senator 
Warren  Magnuson  made  a very  positive  effort  in 
our  behalf  to  delay  the  freeze  for  six  months  but 
HEW  would  not  budge.  Wage  controls  had  been 
imposed  at  a level  that  could  not  be  tolerated  by 
some  although  most  physicians  underwrote  the  pro- 
gram and  continued  to  deliver  good  medical  care 
to  all. 

A special  committee  of  the  Washington  State 
Medical  Association  has  met  with  the  SDPA  on  ten 
occasions  this  past  year  with  some  positive  results. 


By  good  faith  on  both  sides,  there  is  now  a better 
understanding  of  each  other’s  problems,  and  we 
have  been  successful  in  modifying  some  rules 
making  the  care  of  welfare  patients  a little  easier. 

But  on  the  key  issue  of  a realistic  fee  schedule, 
we  have  been  turned  down  by  HEW  on  two  at- 
tempts. These  proposals  take  months  to  compile. 
The  Washington  Physicians’  Service  has  to  submit 
detailed  fee  profiles  to  document  the  75th  percentile. 
The  SDPA  has  been  helpful,  and  even  the  State 
Legislature  has  recognized  the  overall  need  with 
an  increased  appropriation,  but  Federal  regulations 
are  difficult  to  satisfy. 

Another  attempt  will  be  made  and,  if  need  be, 
still  another.  More  than  an  ounce  of  patience  will 
be  required  before  this  is  resolved.  It  is  one  more 
reason  why  physicians  feel  so  strongly  about  volun- 
tary national  health  insurance  rather  than  govern- 
ment schemes. 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications;  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anomm, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/a>i— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /fidriey— dose-related  rise  in 
BUN.  Hypersensitivity  reacr/o//i— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ooc/— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  .American  Cyanariiid  Company,  Pearl  River,  New  York  10965 
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CONTINUINf 

Complied  by  Washington/Alaska  Regional  Medical  Program,  Oregon  Regional  Medical  Progih 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Infectious  Diseases 

William  Kirby,  M.D.; 

Robert  G.  Petersdorf,  M.D.; 
Marvin  Turck,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Health  Sciences 
Building  Auditorium, 
University  of  Washington 
School  of  Medicine. 
Seattle 

General 

Practitioners, 

Internists 

Convulsive  Disorders 

Robert  S.  Dow.  M.D.; 
Anthony  E.  Gallo.  M.D.; 
John  B.  Isom.  M.D.; 

James  MacD  Watson.  MD.; 
rhaWes  J Zerzan.  Jr..  M D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Medif'al  Program 

Holy  Rosary  Hospital, 
Ontario,  Oregon 

Physicians, 
AAGP  Credit 
4'/2  hours 

Convulsive  Disorders 

Robert  S.  Dow.  M.D.: 
Anthonev  E.  Gallo.  M.D.; 
John  B.  Isom.  M.D.; 

James  MacD.  Watson.  M D.; 
Cha'-les  J.  Zerzan.  Jr..  M D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Medical  Program 

St.  Joseph  Hospital, 
La  Grande,  Oregon 

Physicians, 
AAGP  Credit 
4’,2  hours 

Convulsive  Disorders 

Robert  S.  Dow.  M.D.: 
Anthonev  E.  Gallo.  M.D.; 
John  B.  Isom.  M.D.: 

James  MacD  Watson.  M D.; 
Charles  J.  Zerzan.  Jr..  M D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Medical  Program 

St.  Anthony  Hospital, 
Pendleton.  Oregon 

Physicians. 
AAGP  Credit 
4 ',2  hours 

Resniratory  Distress 
in  the  Newborn 

Robert  A.  Campbell,  M.D.; 
Richard  W.  Franklin.  M.D.; 
Martin  H.  Lees.  M.D.; 
Robert  E.  TTiornfeldt,  M D.; 
Charles  J.  Zerzan.  Jr..  M D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Me<aical  Program 

St.  Vincent’s  Hospital, 
Billings,  Montana 

Physicians, 
AAGP  Credit 
4>2  hours 

Respiratory  Distress 
in  the  Newborn 

Robert  A.  Campbell.  M.D.; 
Richard  W.  Franklin.  M.D.; 
Martin  H.  Lees.  M.D.; 
Robert  E.  Thornfeldt,  M D.; 
Charles  J.  Zerzan.  Jr..  M D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Medical  Program 

Deaconess  Hospital — 
tentative. 

Great  Falls,  Montana 

Physicians, 
AAGP  Credit 
4V?  hours 

Respiratory  Distress 
in  the  Newborn 

Robert  A.  Campbell,  M.D.; 
Richard  W.  Franklin,  M.D.; 
Martin  H.  Lees.  M.D.; 
Robert  E Thornfeldt,  M D.; 
Charles  J.  Zerzan.  Jr.,  M D. 

Universitv  of  Oregon 
Medical  School, 

Circuit  Course  Program: 
Oregon  Regional 
Medical  Program 

St.  Patrick  Hosiptal, 
Missoula,  Montana 

Physicians, 
AAGP  Credit 
4V2  hours 

Gynecologic  Patient 

F John  de  Maria,  M.D.; 
Clifford  V.  Allen.  M.D.; 
William  O.  Thomas,  Jr..  M.D.; 
Joseph  E.  Nohlgren,  M.D. 

University  of  Oregon  Medi- 
cal School,  Circuit  Course 
Program:  Oregon  Regional 
Medical  Program 

Providence  Hospital, 
Medford,  Oregon 

Physicians 
OAGP  Credit 
41(.  hours 

Gynecologic  Patient 

F John  de  Maria,  M.D.; 
Clifford  V.  Allen.  M.D.; 
William  O.  Thomas,  Jr..  M.D.; 
Joseph  E.  Nohlgren,  M.D. 

University  of  Oregon  Medi- 
cal School.  Circuit  Course 
Program:  Oregon  Regional 
Medical  Program 

Presbvterian  Inter- 
community Hospital, 
Klamath  Falls,  Oregon 

Physicians 
OAGP  Credit 
4*2  hours 

Respiratory  Diseases  in 
Children  and  Adults 

Gunyan  Harrison.  M.D..  Houston: 
Douelas  Heiner,  M.D..  Ph.D.,  Los 
Angeles: 

Edwin  L.  Kendig,  Jr..M.D.,  Richmond, 
Virginia: 

Hans  Kollberg.  M.D.,  Upsala,  Sweden: 
Elliott  Middleton.  Jr.,  M.D.,  Denver: 
William  Waring,  M.D.,  New  Orleans 

Children’s  Orthopedic  Hos-  Ch’ldren’s  Orthopedic 
pital  and  Medical  Center  Hospital  and  Medical  Center 
University  of  Washington 
School  of  Medicine 
Tuberculosis  and  Respiratory 
Disease  Association  of  King 
County 

Physicians 

Chronic  Pulmonary 
Disease  in  Children 

Jack  Docter,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education. 
Universitv  of  Washington 
School  of  Medicine: 
Children’s  Orthopedic 
Hospital 

Children’s  Orthopedic 
Hospital, 

Seattle 

General 

Practitioners 

Pediatricians 

Pulmonary  Embolism 

William  C.  Awe  ,M.D.: 

John  David  Bristow.  M.D.: 
Frank  E.  Kloster,  MD.: 
Arthur  J Seaman,  M.D.: 
Charles  J.  Zerzan,  Jr.,  M.D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Medical  Program 

St.  Charles 
Memorial  Hospital, 
Bend,  Oregon 

Physicians. 
AAGP  Credit 
4*,2  hours 

Pulmonary  Embolism 

William  C.  Awe  .M.D.: 

John  David  Bristow,  M.D.: 
Frank  E.  Kloster.  MD.: 
Arthur  J.  Seaman,  M.D.: 
Charles  J.  Zerzan,  Jr..  M.D. 

Universitv  of  Oregon 
Medical  School. 

Circuit  Course  Program: 
Oregon  Regional 
Medical  Program 

Recreation  Cafe. 
The  Dalles,  Oregon 

Physicians, 
AAGP  Credit 
4*2  hours 

Washington/Alaska 

Regional  Medical  Program 

Channels  9.  Seatttle: 

7.  Spokane:  47.  Yakima: 
10,  Pullman:  10,  Portland 

Phvsicans  and 
allied  health 
personnel 

Medical  Televsion 
Program  (subject  to 
be  announced) 
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£dical  education 


|a!n  States  Regional  Medical  Program. 


INFORMATION, 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

REGISTRATION 

Unspecified 

Three  days 

May  20  - 22 

To  be  determined 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

One  afternoon 

May  19 — 

1:30  p.m.  - 6:00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School. 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  afternoon 

May  20 — 

1:30  p.m.  - 6 :00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  afternoon 

May  21— 

1:30  p.m. -6:00  p.m. 

None 

Director,  Circuit  Course 
Program.  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  afternoon 

May  27— 

1:30  p.m.  - 6:00  p.m. 

None 

Director,  Circuit  Course 
Program.  University  of  Oregon 
Medical  School, 

3181  S,W,  Sam  Jackson  Park  Rd,. 
Portland,  Oregon  97201 

One  afternoon 

May  28— 

1:30  p.m.  - 6:00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S,W.  Sam  Jackson  Park  Rd,, 
Portland,  Oregon  97201 

One  afternoon 

Mav  29 — 

1:30  p.m. -6:00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S,W.  Sam  Jackson  Park  Rd., 
Portland.  Oregon  97201 

One  afternoon 

June  3,  1:30  p.m. -6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

One  afternoon 

June  4,  1:30  p.m.  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program, 
University  of  Oregon 
Medical  School. 

3181  S.W.  Sam  Jackson  Park  Rd.. 
Portland,  Oregon  97201 

No  limit 

Two  days 

June  8,  9 — 

8:30  a.m. -5:00  p.m. 

$25 

Cardiopulmonary  Department, 
Children’s  Orthopedic  and 
Medical  Center,  4800  Sand  Point 
Way  N.E.,  Seattle  98105 

150 

Three  days 

June  8-10 

To  be  determined 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

One  afternoon 

June  10 — 

1:30  p.m.  - 6:00  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S,W.  Sam  Jackson  Park  Rd,, 
Portland,  Oregon  97201 

One  afternoon 
and  evening 

June  11 — 

4:00  p.m.  - 9:30  p.m. 

None 

Director,  Circuit  Course 
Program,  University  of  Oregon 
Medical  School, 

3181  S.W.  Sam  Jackson  Park  Rd., 
Portland,  Oregon  97201 

25  minutes  May  26,  7:35  a.m.;  repeat  pro- 

grams at  8:05  a.m.  and  close  of 
broadcast  day  between  9:30 
p.m.  and  10:30  p.m. 
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The  gut  reactor. 


BELAP 

is  for  him. 


He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30,mg. 

(Wirn.ng:  Miy  be  habil  forming)  ^ 

Belladonna  Extract  8 mg.  8 mg.  oihg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obatruction  as  in  proetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warn.ng,  May  be  haO.t  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 

HAAOK^ 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Aarnng  May  be  t ♦©'-••g) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med’  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 

I 


IDAHO 


Idaho  Medical  Association-Ao?  west  bannock  st„  Boise,  Idaho  83702 


PRESIDENT  John  M.  Ayers,  M.D.,  Moscow 

SECRETARY  /.  Gordon  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Atmond  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Special  Notice 

Idaho  Medical  Association 

The  78th  Annual  Meeting  Sun  Valley  — July  1-4,  1970 

combined  with 
The  44th  Annual  Session 
IDAHO  BAR  ASSOCIATION 

An  outstanding  program  of  medical  - legal  problems 
is  being  planned  for  you  and  the  attorneys  in  Idaho 

PLAN  NOW  TO  ATTEND  RESERVATION  INFORMATION  SOON 


40th  Idaho  Legislative  Adjourns 


The  Second  Session  of  the  40th  Idaho  Legis- 
lature adjourned  March  7,  1970.  Legislation  of 
interest  to  the  medical  profession  was  somewhat 
limited  this  year.  Two  Senate  Bills— neither  enacted— 
required  the  attention  of  the  staff  and  the  Legislative 
Consultant  while  the  lawmakers  were  doing  business. 

Senate  Bill  1464,  identified  as  the  “Insurance 
Equality  Act”— a classic  as  misnomers  go— would 
have  compelled  payment  for  chiropractic  services 
under  all  commercial  insurance  programs,  including 


the  two  medical  service  bureaus  operating  in  Idaho. 

It  passed  the  Senate  by  a vote  of  22-11  and 
was  finally  disposed  of  in  the  House  after  a well 
financed  and  intensive  lobbying  campaign  resulted 
in  two  roll-eall  votes  attempting  to  force  it  out  of 
the  House  Health  and  Welfare  Committee.  But 
thanks  to  the  efforts  of  Rep.  Mr.  Rudy  Andersen 
and  Mr.  Edward  W.  Rice,  Boise,  and  Rep.  John  A. 
Edwards,  Council,  not  to  mention  considerable  and 
effective  effort  on  the  part  of  the  Component  So- 
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ciet>'  Legislative  Committees,  the  measure  remained 
in  committee. 

Senate  Bill  1654,  calling  for  the  state  to  license 
naturopaths,  was  defeated  in  the  Senate  by  a vote 
of  18-13. 

During  the  session  the  Legislative  Committee  of 
the  Idaho  Medical  Association  met  weekly  to  re\new 
measures  and  to  consider  and  carry'  out  courses  of 
action  in  accordance  with  association  policies.  Mem- 
bers are: 

Loy  T.  Swinehart,  Chairman,  Alfred  M.  Stone, 
E.  D.  Parkinson,  Howard  E.  Adkins,  all  of  Boise, 
and  Alfred  H.  Rossomondo,  Xampa. 

Measures  of  special  interest  and  the  action  taken 
included: 

Health  Districts:  H.B.  412:  Creating  seven  Public 
Health  Districts  in  Idaho  to  cover  all  of  the  state. 
Estabhshing  District  Boards  of  Health  \sath  the 
seven  members  appointed  by  Commissioners  of  the 
Counties  included  in  the  district.  Membership  must 
include  one  person  licensed  by  the  Idaho  State 
Board  of  Medicine.  The  State  Department  of  Health 
will  provide  at  least  35  percent  of  the  financing  for 
the  Districts.  Another  measure,  H.B.  444  permits 
districts  to  levy  a special  tax  not  to  exceed  20 
cents  per  S 100.00  to  be  used  exclusively  for  Pre- 
ventive Health  Ser\’ices.  Both  measures  were  spon- 
sored by  John  A.  Edwards,  Council.  Both  enacted. 

Professional  Corporations  H.B.  407,  providing 
that  no  one  person  may  simultaneously  be  an  oflBcer, 
director  or  share  holder  of  more  than  one  profes- 
sional corporation,  and  that  professional  corporations 
with  one  or  two  shareholders  may  have  one  or  two, 
rather  than  three,  directors.  Enacted. 

Renal  Disease  H.B.  467,  directing  establishment 
of  a vocational  rehabilitation  program  to  pro\nde 
assistance  in  obtaining  medical,  nursing,  pharma- 
ceutical and  technical  services,  including  dialysis  in 
the  treatment  of  chronic  renal  diseases.  A com- 
panion bill,  H.B.  678,  appropriates  845,000.00  for 
the  program.  Enacted. 

Blood  Donors  H.B.  511,  permitting  persons  18 
or  older  to  donate  blood  without  parental  consent. 
Enacted. 

Blood  Samples  H.B.  512,  requiring  funeral  di- 


rectors to  obtain  blood  samples  from  persons  who 
died  as  a result  of  motor  vehicle  accidents.  Enacted. 

VD  Testing  H.B.  565,  eliminating  provision  that 
a physician  may  collect  no  more  than  $2.00  for 
certificates  of  freedom  from  venereal  disease.  En- 
acted. 

Nursing  Homes  H.B.  607,  providing  for  licensure 
and  regulation  of  nursing  homes  and  administrators. 
S.B.  1601  administration  of  the  act  with  the  Depart- 
ment of  Law  Enforcement.  Enacted. 

Pollution  H.B.  627,  providing  for  81.5  million  in 
state  bonds  to  finance  the  water  pollution  control 
program.  Enacted. 

Solid  Waste  S.B.  1402,  authorizing  the  Board  of 
Health  to  establish  and  enforce  regulations  govern- 
ing disposal  of  solid  waste.  Enacted. 

Mental  Disease  S.B.  1425,  revising  definition  of 
mental  illness  in  relation  to  criminal  law,  striking 
references  to  idiots,  lunatics  and  insane  persons. 
Enacted. 

Intoxication  S.B.  1430,  providing  that  drivers  with 
blood  alcohol  content  of  more  than  .10  percent  will 
be  presumed  intoxicated,  and  providing  that  driving 
under  influence  of  drugs  is  illegal.  Enacted. 

Narcotics  S.B.  1551,  amending  Idaho  Code  to 
make  it  a felony  for  other  than  legally  authorized 
persons  to  sell,  dispense  or  possess  enumerated  drugs. 
Requiring  label  on  enumerated  drugs  listing  name 
and  address  of  patient,  name  of  practitioner,  name 
of  dispensing  pharmacy'  or  practitioner,  date  on 
which  dispensed  and  directions  for  use.  Enacted. 

Appreciation  Senate  Concurrent  Resolution  142, 
expresses  appreciation  to  the  Idaho  Medical  Asso- 
ciation and  to  John  A.  Edwards,  Council,  for  care 
provided  for  legislators  through  the  Association’s 
Legislative  Dispensary'.  Approved. 

Two  measures  of  interest  to  the  association  were 
defeated.  H.B.  No.  517,  Certificate  of  Need, 
sponsored  by  the  Idaho  Hospital  Association,  estab- 
lishing a Planning  Council  and  requiring  Council 
approval  before  a medical  care  facility'  costing  more 
than  8100,000.00  could  be  constructed,  passed  the 
House,  but  died  in  a Senate  Committee.  S.B.  1539, 
deleting  the  law  restricting  advertising  on  birth 
control  deMces,  passed  the  Senate  and  died  in  the 
House. 


Board  of  Medicine  Section 


Temporary  Licenses  were  granted  in  February 
and  March  to: 

Don  G.  Griffith,  Boise.  Graduate  of  the  Univer- 
sity of  Oregon  Medical  School,  Portland,  June  12, 
1959.  Internship,  United  States  Army  Tripler  Gen- 
eral Hospital,  Honolulu,  Hawaii,  1959-60.  Ophthal- 
mology Residency,  Walter  Reed  General  Hospital, 


Washington,  D.C.,  1963-66.  Granted  TL-441,  Feb- 
ruary 19,  1970.  Ophthalmology. 

Don  H.  Nichols,  Salt  Lake  City'  (Idaho  Falls). 
Graduate  of  the  Wayne  State  University  College  of 
Medicine,  Detroit,  Michigan,  June  20,  1963.  Intern- 
ship, M’illiam  Beaumont  Hospital,  Royal  Oak,  Michi- 
gan, 1963-64.  Residency  at  the  University  of  Utah 
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Medical  Center,  Salt  Lake  City,  l96S  to  present. 
Granted  TL-442,  February  26,  1970.  Emergency 
Room  Service. 

Dale  V.  Bass,  Salt  Lake  City  (Idaho  Falls). 
Graduate,  University  of  Nebraska  Medical  School, 
Omaha,  June  13,  1959.  Internship,  San  Bernardino 
County  Charity  Hospital,  San  Bernardino,  California, 
1959-60.  Residency  Yuba  County  Hospital,  Marys- 
ville, California,  1960-62;  University  of  Utah  Medi- 
cal Center,  Salt  Lake  City,  1967  to  present.  Granted 
TL-443,  February  26,  1970.  Emergency  Room  Serv- 
ice. 

Ardean  J.  Ediger,  Boise.  Graduate,  University  of 
Nebraska  College  of  Medicine,  June  10,  1962.  In- 
ternship, Sioux  Valley  Hospital,  Sioux  Falls,  South 
Dakota,  1962-63.  General  Surgery  Residency,  Uni- 
versity of  Illinois  Research  and  Education  Hospitals, 
Chicago,  1963-67.  Cardiovascular  Fellowship  at  the 
Presbyterian  St.  Lukes  Hospital,  Chicago,  for  six 
months  in  1967.  Granted  TL-444  on  February  26, 
1970.  General  and  Thoracic  Surgery. 

Stephen  R.  Dunphy,  Salt  Lake  Gity  (Idaho  Falls). 
Graduate,  University  of  Minnesota  Medical  School, 
Minneapolis,  June  12,  1954.  Internship,  St.  Luke’s 
Hospital,  Denver,  1954-55.  Radiology  Residency, 
University  of  Utah  Medical  Genter,  Salt  Lake  City, 

New  Officers  Elected 

New  officers  elected  by  the  Idaho  Thoracic  So- 
ciety at  its  annual  meeting  in  Boise,  March  19,  are: 
President,  Charles  E.  Reed,  Caldwell;  Vice-Presi- 
dent, John  M.  McKain,  Twin  Falls;  Secretary- 
Treasurer,  Fritz  Dixon,  Boise.  Members-at-large  are: 
Charles  A.  Terhune,  Burley,  and  Douglas  O.  Smith, 
Gooding.  Twenty-three  physicians  registered  for  the 
meeting. 

Featured  speaker  for  the  program  was  Kenneth 
Moser,  San  Diego,  Pulmonary  Disease  Division,  Uni- 
versity Hospital. 

The  meeting  was  held  in  conjunction  with  sessions 
of  the  Idaho  Tuberculosis  and  Respiratory  Disease 
Association,  which  has  as  board  members  Paul  B. 
Heuston,  Twin  Falls;  James  R.  Kircher,  Burley, 
Robert  F.  Holdren,  Boise,  and  Dr.  McKain. 

Officers  and  Councilors  Meet 

The  Spring  meeting  of  the  Officers  and  Coun- 
cilors of  the  Idaho  Medical  Association  was  held 
at  Templin’s  Waterfront  Lodge,  Coeur  d’Alene, 
April  29-30,  President  John  VI.  Ayers,  Moscow, 
reports.  The  session  will  precede  the  annual  meet- 
ing of  the  Idaho  Chapter,  American  Academy  of 
General  Practice  which  will  be  held  at  the  North- 
shore  Motor  Lodge  on  May  1-2. 

Attending  the  meeting  will  be  President-Elect 
Idaho  news  continued  on  page  367 


IS 

SKILL 


Time  is  more  than  money  to  the 
high-performance  lab,  hospital, 
practice.  Time  is  that  priceless  hour 
to  plan,  evaluate,  think. ..even 
dream.  That’s  why  SCHERER  will 
never  waste  a moment  of  yours  — 
when  you  call,  when  we  call  on  you. 

Above  all,  time  is  not  for  mixed-up 
orders,  misunderstandings  or  for 
suppliers  who  need  it  “all  spelled 
out."  You’ll  have  more  time,  to 
spend  as  you  will,  when  you  do 
business  with  SCHERER  ..  .the 
West’s  most  skillful  single  source. 

SCHERER  COMPANY 

Medical  and  Scientific  Supplies 

5714  N.E.  Hassaio,  Portland,  Oregon  97213 
Telephone:  (503)  282-2295 
Divisions  in 

Los  Angeles  • San  Diego 
San  Francisco  • Phoenix 

A Bergen  Brunswig  Company 
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The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURirl 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  heip  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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William  R.  Tregoning,  Boise;  Secretary-Treasurer 
J.  Gordon  Daines,  Boise;  Past-President  O.  D.  Hoff- 
man, Rexburg;  Councilors  E.  R.  W.  Fox,  Coeur 
d’Alene;  J.  B.  Marcusen,  Nampa;  George  W.  Warner, 
Twin  Falls;  John  E.  Comstock,  Pocatello;  AMA 
Delegate  Donald  K.  Worden,  Lewiston;  AMA  Alter- 
nate Delegate  A.  Curtis  Jones,  Boise,  and  Speaker, 
House  of  Delegates  James  R.  Kircher,  Burley. 

Component  Societies  Elect 

Officers  for  four  component  societies  of  the  Idaho 
Medical  Association  for  the  coming  year  include: 
Bonner-Boundary  District  Medical  Society; 

Arthur  G.  Evans,  Priest  River,  President 
James  R.  Arthurs,  Sandpoint,  Secretary-Treasurer 
Delegate:  Dr.  Evans,  Alternate  Delegate:  Dr. 
Arthurs  or  Fred  E.  Marineau,  Sandpoint. 

Idaho  Falls  Medical  Society: 

Glenn  W.  Corbett,  Idaho  Falls,  President 
Hal  W.  Davis,  Idaho  Falls,  President-Elect 
Thomas  W.  Higgs,  Idaho  Falls,  Secretary- 
Treasurer 

Donald  R.  Bjornson,  Idaho  Falls,  Member-at-large 
Delegates:  P.  Blair  Ellsworth;  Dr.  Corbett;  G. 
Curtist  Waid;  Philip  D.  Affleck;  Warren  T. 
Sutton,  and  Dr.  Davis. 

Alternate  Delegates:  Reid  H.  Anderson;  John  D. 
Sawyer  and  Dr.  Higgs. 

Upper  Snake  River  Medical  Society: 

Lester  J.  Petersen,  Rexburg,  President 
Clifford  B.  Rigby,  Rigby,  President-Elect 
O.  H.  Mabey,  Rexburg,  Secretary 
A.  Lloyd  Barrott,  St.  Anthony,  Treasurer 
Delegate:  Zach  A.  Johnson,  Salmon. 

Bear  River  Valley  Medical  Society: 

O.  R.  Cutler,  Preston,  President 
Jonathan  H.  Daines,  Montpelier,  Vice-President 
Leo  R.  Hawkes,  Preston,  Secretary-Treasurer 
Delegate:  Dr.  Cutler. 

Committees  Meet 

The  Mental  Health  Committee  of  the  Idaho  Medi- 
cal Association  met  March  21  in  Boise.  Committee 
members  attending  in  addition  to  John  E.  Brad- 
dock,  Lewiston,  Chairman,  were  S.  Wayne  Smith, 
Pocatello;  E.  E.  Gnaedinger,  Wallace,  and  Dale  D. 
Cornell,  Boise.  Kenneth  R.  Briggs,  Twin  Falls,  was 
unable  to  attend.  Guests  were  Joseph  F.  Grismer, 
Coeur  d’Alene,  President  of  the  Idaho  Psychiatric 
Society,  and  Myrick  W.  Pullen,  Boise,  Director  of 
the  Mental  Health  Division  of  the  Idaho  Depart- 
ment of  Health. 

The  Committee  formulated  a resolution  for  pre- 
sentation to  the  House  of  Delegates  urging  that  a 


separate  Department  of  Mental  Health  be  formed 
in  Idaho. 

The  Indian  Health  Advisory  Committee  of  the 
Idaho  Medical  Association  met  in  Boise,  April  2, 
to  discuss  health  problems  with  tribal  leaders  at 
their  annual  session.  Attending  were  O.  V.  Bau- 
mann, Lewiston,  Chairman;  John  M.  Lanham,  Hay- 
den Lake,  and  Robert  H.  Maier,  Twin  Falls.  Unable 
to  attend  were  Gilbert  A.  Bacon,  and  S.  Wayne 
Smith,  both  of  Pocatello. 

The  Associations  Public  Health  Committee  met 
April  3 in  Boise  to  consider  water  and  air  pollution, 
the  health  districting  bill  enacted  by  the  40th  Idaho 
Legislature,  and  other  public  health  matters.  Com- 
mittee members  attending  the  meeting,  including 
Chairman  J.  B.  Marcusen,  Nampa,  Arch  T.  Wigle, 
Pocatello,  John  A.  Edwards,  Council,  and  J.  P.  Mun- 
son, Sandpoint,  met  with  Terrell  O.  Carver,  Admin- 
istrator of  Health,  and  other  state  health  officials. 
Francis  H.  Fox,  Twin  Falls,  was  unable  to  attend. 

Appointment 

The  Idaho  Supreme  Court  has  announced  the 
appointment  of  John  R.  McMahon,  Pocatello,  to 
the  Idaho  Legislative  Compensation  Commission, 
which  fixes  compensation  for  state  legislators.  A 
Past  President  of  the  Southeast  Idaho  District  Medi- 
cal Society,  Dr.  McMahon  has  served  as  delegate 
to  the  Idaho  Medical  Association,  as  a member  of 
several  association  committees,  and  was  Program 
Chairman  for  the  77th  annual  meeting  at  Sun 
Valley  in  1969. 

Elections  Held 

New  officers  of  the  Skyline  Medical  Association, 
elected  at  the  group’s  annual  session  at  the  Tyrolean 
Lodge,  Ketchum,  January  28,  1970,  include: 

Dauchy  Migel,  Idaho  Falls,  President;  Harold  V. 
Liddle,  Salt  Lake  City,  President-Elect;  Jack  R. 
Carey,  Idaho  Falls,  Secretary-Treasurer,  and  James 
S.  Sullivan,  Pocatello,  Past-President  and  member 
of  the  Executive  Committee. 

Annual  Winter  Clinics  Held 

Ninety  physicians  registered  for  the  annual  Win- 
ter Clinics  at  McCall  sponsored  by  the  Ada  County 
and  the  Southwestern  Idaho  District  Medical  So- 
cieties. An  outstanding  program  was  arranged  by 
John  W.  Swartley,  Boise. 

Other  groups  meeting  at  McCall  during  the  meet- 
ing included  the  Medical  Education  Committee  of 
the  Idaho  Medical  Association  and  the  People-to- 
People  group  which  toured  European  and  Com- 
munist countries  last  September.  The  dates  for  the 
next  year’s  Winter  Clinics  are  March  5,  6,  7,  1971. 
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The  governor  of  Wyoming  and  medical  authorities  from  Wyoming,  Montana 
and  Idaho  were  in  Cheyenne  March  25  to  hear  presentation  of  a proposal 
for  a medical  school  for  the  three  states,  none  of  which  currently  has  a 
medical  college.  Attending  the  presentation  were  (1.  to  r.)  Oscar  A.  Swenson, 
President  of  the  Montana  Medical  Association;  Roger  O.  Egeberg,  assistant 
secretary  of  health  and  scientific  affairs  for  U.S.  Department  of  Health, 

Education  & Welfare;  Wyoming  Governor  Stan  Hathaway;  John  J.  Corbett, 

President  of  the  Wyoming  State  Medical  Society;  and  John  M.  Ayers, 

President  of  the  Idaho  Medical  Association.  As  well  as  implementing  a 

regional  medical  school,  the  proposed  plan  would  establish  a community- 
based  medical  education  process  to  provide  incentive  for  the  young  physi- 
cian to  return  to  his  small  town,  rural  community  or  inner  city. 


Regional  Medical  School  and  Education  Program 
Proposed  for  Wyoming,  Montana  and  Idaho 


On  March  25,  President  John  M.  Ayers,  Moscow; 
President-Elect  William  R.  Tregoning,  Boise;  Medi- 
cal Education  Committee  Chairman  E.  R.  W.  Fox, 
Coeur  d’Alene,  and  Executive  Secretary  Bird  at- 
tended a meeting  with  Roger  O.  Egeberg,  Wash- 
ington, D.C.,  Assistant  Secretary  of  Health  and 
Scientific  Affairs,  Department  of  Health  Education, 
and  W’elfare,  in  Cheyenne,  Wyoming,  with  officers 
of  the  M’yoming  Medical  Society  and  Montana 
Medical  Association,  to  discuss  ways  and  means  to 
increase  the  physician  population  in  the  three  states 
and  to  hear  a paper  entitled  “A  Proposal  for  Com- 
munity Based  Medical  Education”  presented  by 


W.  Donald  Weston,  M.D.,  Associate  Professor  of 
Psychiatry  and  Human  Development,  College  of 
.Human  Medicine,  Michigan  State  University. 

Dr.  Egeberg  expressed  considerable  enthusiasm 
for  the  proposal  and  assured  those  attending  the 
session  that  HEW  was  committed  to  the  idea  that 
the  government  should  offer  material  and  financial 
aid  in  plans  for  implementing  the  education  of 
health  professionals. 

The  paper  is  under  consideration  by  members 
of  the  Association’s  Medical  Education  Committee 
and  will  probably  be  further  considered  by  the 
House  of  Delegates  in  July. 


Officers  Elected 


New  officers  of  the  Bonner-Boundary  Medical  So-  Secretary-Treasurer;  James  R.  Arthurs,  Sandpoint 
ciety  for  the  coming  year  are;  Delegate:  Dr.  Evans,  Alternate  Delegate:  Fred 

President;  Arthur  G.  Evans,  Priest  River  Idaho  news  continued  on  page  370 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  v\/ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


'NEOSPORlIf’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.Juckahoe,  N.Y, 
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Marineau,  Sandpoint,  and  Dr.  Arthurs. 

The  following  physicians  have  been  elected  as 
members  of  the  Southwestern  Idaho  District  Medical 
Society; 

Eddie  J.  Droge,  McCall;  J.  Darrell  Thueson, 
Nampa;  Edward  A.  Westcott,  and  O.  David  John- 
son, both  of  Caldwell. 

The  following  physicians  have  been  elected  mem- 
bers of  the  Idaho  Falls  Medical  Society: 

John  W.  Casper,  and  Douglas  O.  Ernst,  both  of 
Idaho  Falls. 

Officers  of  the  Idaho  Society  of  Internal  Medicine 
for  1970  are: 

President;  John  E.  Comstock,  Pocatello 

Past-President:  William  D.  Forney,  Boise 

Secretary-Treasurer;  Michael  Worona,  Pocatello 

Councilors-at-Large;  G.  Curtis  Waid,  Idaho  Falls 
(3  years).  Burton  R.  Stein,  Lewiston  (2  years),  and 
Robert  E.  Hay,  Nampa  (1  year). 

Medical  Library  Program  Approved 

Members  of  the  Ada  County  Medical  Society 
have  approved  a multi-based  medical  library  pro- 
gram developed  in  cooperation  with  Boise  State 
College,  Boise  hospitals,  the  Idaho  State  Library 
and  the  Mountain  States  Tumor  Institute,  Roy  J. 
Ellsworth,  Boise,  President,  announced.  Space  and 
personnel  will  be  provided  by  St.  Luke’s  and  St. 
Alphonsus  Hospitals,  and  free  exchange  of  ma- 


terials among  the  sponsoring  groups  is  planned. 
The  Society’s  Library  Committee,  with  John  M. 
Ocker,  Boise,  as  Chairman,  will  select  texts  and  a 
subscription  list  of  more  than  100  journals.  Material 
will  also  be  available  from  other  sources,  including 
the  State  Library  and  the  Pacific  Northwest  Re- 
gional Health  Sciences  Library. 

Personals: 

John  W.  Swartley,  Boise,  has  been  appointed  by 
Governor  Don  Samuelson  to  a six-year  term  as  a 
member  of  the  Idaho  State  Board  of  Education.  He 
succeeds  Mrs.  John  Walters,  also  of  Boise. 

C.  Stamey  English,  Lewiston,  has  been  elected 
President  of  the  Tri-State  Memorial  Hospital  Medi- 
cal Staff. 

O.  D.  Hoffman,  Rexburg,  Immediate  Past-Presi- 
dent of  the  association  is  at  home  in  Rexburg,  fol- 
lowing major  surgery  at  the  L.D.S.  Hospital  in  Salt 
Lake  City.  A note  can  be  sent  to  him  at  250  East 
Second  South  Street,  Rexburg,  Idaho  83440.  He’d 
like  to  hear  from  his  many  friends. 

Rubella  Program  Postponed 

Because  of  a shortage  of  vaccine,  the  Idaho  “Rub 
Out  Rubella  Program”  originally  scheduled  April  22, 
has  been  postponed.  John  A.  Mather,  program  co- 
ordinator and  Director  of  the  Preventive  Medicine 
Division,  State  Health  Department,  said  it  will  be 
rescheduled  later  in  the  year. 


Physicians  Attend  Workshop  on  Coronary  Heart  Disease 


Twenty  physicians  from  Idaho,  Utah,  Montana 
and  Wyoming  participated  in  a workshop  on  Coro- 
nary Heart  Disease  in  Pocatello,  March  25-27,  1970. 
Pocatello  physicians  planning  and  conducting  the 
session  were  Lynn  H.  Anderson,  Lloyd  S.  Call,  John 
E.  Comstock,  Richard  G.  Crandall,  Richard  P.  How- 
ard, David  C.  Miller,  and  Richard  H.  McLaren, 
the  medical  coordinator  for  Southeastern  Idaho. 
Other  Idaho  physicians  participating  as  faculty  mem- 
bers were  B.  L.  Kreilkamp,  Twin  Falls,  and  John 
S.  McMillin,  Idaho  Falls.  The  meeting  was  held  in 
cooperation  with  the  Intermountain  Regional  Medi- 
cal Program. 

Guest  lecturers  were  Kay  Millar,  Salt  Lake  City, 
Assistant  Professor  of  Medicine,  Division  of  Cardi- 
ology; University  of  Utah  College  of  Medicine,  and 
John  A.  Murray,  Seattle,  Assistant  Professor  of  Medi- 
cine, in  the  Division  of  Cardiology  at  the  University 
of  Washington. 


Participating  in  a session  at  a Coronary  Heart  Disease 
Workshop  in  Pocatello,  March  25-27,  1970,  are  clockwise 
from  left)  Eugene  H.  Holsinger,  Burley;  Glenn  W.  Schoper, 
Montpelier;  John  A.  Murray,  Seattle;  A.  E.  Miller,  Jr., 
Blackfoot;  Merrill  J.  Sharp,  Pocatello,  and  Lyman  B. 
Knutson,  Idaho  Falls. 
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Picture  of 
torticollis 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
•estore  mobility. . . stop  pain- spasm  feedback 

jy  providing : 

2 nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
)f  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
?astric  mucosa  so  often  associated  with  salicylate 
;herapy2 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions*-®... but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 
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OBITUARIES 


j.  RiCH.\RD  czAjKowsKi,  Ph.D.,  who  established  a 
unique  system  of  blood  banking  in  Seattle,  died  on 
the  morning  of  14  December  at  the  age  of  69.  His 
loss  will  be  deeply  felt. 

Dr.  Czojkowski  received  his  academic  training  in 
Europe.  The  tragic  death  of  his  young  wife  from 
leukemia  prompted  his  early  interest  in  blood,  and 
particularly  in  blood  transfusion.  He  was  instru- 
mental in  setting  up  blood  banks  in  Louisiana  and 
California  before  being  invited  to  Seattle  for  a 
similar  purpose. 

The  King  County  Central  Blood  Bank  was  estab- 
lished as  a nonprofit  community  organization  in 
1944.  Dr.  Cz^jkowski’s  unique  contribution  lay  in 
his  insistence  that  centralization  of  all  facilites  was 
the  key  to  an  efficent  blood  transfusion  service.  For 
this  purpose,  he  created  a well-staffed  blood  typing 
and  crossmatching  laboratory  to  serve  the  entire 
area.  He  also  organized  the  recruitment  of  strictly 
voluntary  blood  donors,  thus  eliminating  the  profit 
motive  and  encouraging  the  concept  of  giving  blood 
for  the  protection  of  oneself,  family,  friends  and 
co-workers. 

During  the  Korean  War,  Dr.  Czajkowski  managed 
the  collection  of  over  100,000  pints  of  blood  for 
military  purposes.  The  frequent  use  of  bloodmobiles 
in  adjacent  areas  and  in  Alaska  contributed  to  the 
success  of  this  large  undertaking.  Subsequently,  the 
blood  bank  achieved  worldwide  attention  as  a model 
transfusion  service  and  as  a center  for  research  in 
hematology,  blood  preservation  and  immuno genetics. 

Dr.  Czajkowski  retired  two  years  ago.  Those  who 
knew  him  were  continually  impressed  by  his  broad 
cultural  interests,  his  novel  and  often  ingenious 
methods,  and  his  deep  affection  for  animals.  He 
loved  good  things  of  all  kinds— books,  paintings, 
sculpture,  architecture  and  music— and  shared  his 
treasures  generously  with  his  friends. 

There  are  few  men  in  this  community  who  have 
contributed  as  much  as  Richard  Czajkowski.  His 
memorial  is  the  King  County  Central  Blood  Bank, 
and  its  present  membership  and  employees  sincerely 
hope  it  will  continue  to  be  worthy  of  his  memory. 
At  his  insistence,  there  was  no  funeral,  but  those 
who  wish  to  pay  their  respects  can  do  so  by  sending 
contributions  in  his  name  to  the  Seattle  Zoological 
Society,  -5400  Phinney  Avenue,  specifying  the  Zoo 
Clinic  as  the  recipient. 

ELOISE  R.  GIBLETT,  M.D. 

DR.  ELMO  E.ARL  LOFFLER,  93,  of  Spokane,  Wash- 
ington, died  December  8,  1969,  of  bronchial  pneu- 
monia. He  graduated  from  the  University  of  \ash- 
ville  Medical  Department  in  1901  and  received  his 
license  the  same  year. 


DR.  HARRY  E.  RHODEHAMEL,  93,  of  Spokaue,  Wash- 
ington, died  December  21,  1969  of  pneumonia.  Dr. 
Rhodehamel  graduated  from  Starling  Medical  Col- 
lege, Columbus,  Ohio,  in  1900  and  was  licensed  the 
same  year.  He  had  served  as  president  of  the 
Washington  State  Medical  Association  in  1938-1939. 
was  chief  of  the  obstetrical  staff  of  Sacred  Heart 
Hospital  for  18  years,  founded  the  Spokane  Medical 
Library,  and  was  an  officer  in  World  War  I and  11. 
Dr.  Rhodehamel  practiced  medicine  in  Spokane  from 
1900  to  1960. 

DR.  D.WTD  RUSSEL  RICH,  61,  of  Portland,  Oregon, 
died  November  6,  1969,  of  cerebral  vascular  acci- 
dent, arteriosclerosis,  and  diabetes.  He  graduated 
from  the  University  of  Colorado  School  of  Medi- 
cine, Denver  in  1935  and  was  licensed  in  1938. 
Dr.  Rich  had  practiced  radiology  in  Portland  from 
1960  until  his  retirement  in  1967. 

DR.  BEX  E.  GRANT,  74,  of  Lake  Oswego,  died  Decem- 
ber 29,  1969,  of  a brain  stem  hemorrhage.  He 
graduated  from  Loma  Linda  University  School  of 
Medicine,  Loma  Linda,  Los  Angeles  in  1920.  Dr. 
Grant  has  been  a Portland  resident  since  1941, 
specializing  in  internal  medicine  and  cardiology. 

DR.  VINCENT  s.  HUME,  48,  of  CorvolUs,  Oregon,  died 
December  26,  1969  of  barbiturate  intoxication.  He 
graduated  from  Baylor  University  College  of  Medi- 
cine, Houston  in  1949  and  received  his  license  in 
1957.  Dr.  Hume  was  a veteran  of  World  War  11. 
He  was  in  general  practice. 

DR.  EDWIN  c.  YODER,  77,  of  Tacoma,  Washington, 
died  December  23,  1969.  He  graduated  from  the 
University  of  Iowa  College  of  Medicine,  Iowa  City, 
Iowa  in  1917  and  received  his  license  in  1925.  Dr. 
Yoder  had  been  medical  director  of  the  Western 
Clinic  since  1940.  He  was  a veteran  of  World  War  I. 
Death  was  caused  by  a dissecting  aneurism  of  the 
thoracic  aorta. 

DR.  ERNEST  LEROY  WILSON,  Seattle,  Washington,  81, 
died  November  2,  1969.  Death  was  due  to  myo- 
cardial infarction.  He  graduated  from  Baltimore 
Medical  College  in  1911.  Dr.  Wilson  had  been 
retired  for  several  years. 

DR.  H.ARRIE  p.  .ALTM.AN,  Seattle,  Washington,  58, 
died  November  21,  1969.  He  graduated  from  the 
University  of  Illinois  College  of  Medicine,  Chicago, 
in  1937,  and  received  his  license  in  1943.  Death 
was  due  to  lymphocxjtic  leukemia.  Dr.  Altman  had 
been  in  general  practice  in  Seattle  since  1941. 
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Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


L10UiD/TABttJ§!,; 

aluminum  and  magnesium  hydroxides  pliM  simethicone 

Good  taste -patient  acceptance 
Relieves  G.Lgas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

I Stuart  I 

I J pharmaceuticals  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


BOOKS 


REVIEWS 


RECEIVED 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  tiUes  will  be  reviewed 
as  space  permits. 


Doctors  on  Horseback: 

Pioneers  of  American  Medicine 

By  James  Thomas  Flexner.  320  pp.  Illustrated.  (Paperback, 
Price  $2.50).  Dover  Publications,  Inc.  New  York,  1969. 

In  this  edition,  appearing  32  years  after  it’s  first 
publication,  in  the  author’s  preface  occurs  this  inter- 
esting statement:  “Fascinated  by  the  inter-relation- 
ships between  the  individual  and  society,  the  young 
man  who  wrote  Doctors  on  Horseback  visualized 
them  in  terms  of  conflict;  of  single  combat  between 
strong  personalities;  of  gifted  men  fighting  shrill 
packs  of  stupid  neighbors.  Although  I treated  many 
quarrels  as  comedy,  I fashioned  from  the  deeper  ten- 
sions the  plot  structure  of  the  various  life  stories. 
That  no  scholarly  reserve  kept  me  from  taking  sides 
might  have  populated  the  book  with  heroes  and 
villains  had  I not  recognized  that  a man’s  enemies 
reside  not  exclusively  in  the  world  around  him. 
Depicting  those  conflicts  that  go  on  within  the  flesh 
itself,  I was  enabled,  so  I believe,  to  visualize  my 
protagonists  not  as  h'pes  but  as  complicated  beings.” 
The  biographies  are  of  John  Morgan  (1735-1789), 
Benjamin  Rush  (1745-1813),  Ephraim  McDowell 
(1771-1830),  Daniel  Drake  (1785-1852),  William 
Beaumont  (1785-1853),  Crawford  W.  Long  (1815- 
1878),  and  William  T.  G.  Morton  (1819-1868). 
In  addition,  there  is  a short  account  of  the  first 
reported  Caesarian  section  in  the  United  States 
(1827).  With  only  McDowell  and  Long  maintaining 
a gracious  equanimiU'  into  their  later  life,  one  won- 
ders if  the  frustrations  of  the  other  five  were  solely 
responsible  for  their  progressive  bad  tempers.  While 
we  all  have  encountered  individuals  with  the  vanity 
and  tactlessness  of  Morgan,  of  the  hobby  riding 
character  of  Rush,  of  the  inferiority  feeling  of  Beau- 
mont, and  of  the  jealously  of  Drake  and  Morton, 
I believe  that  such  emotional  imbalances  as  these 
geniuses  illustrate  are  not  typical  of  the  more  recent 
medical  great.  This  easy  to  hold  paperback,  with  very 
readable  type,  and  with  delightfully  written  prose, 
makes  this  an  ideal  book  for  reading  in  bed.  Insomnia 
can  be  fun! 

K.  K.  SHERWOOD,  M.D. 


Medical  Supply  In  World  War  II.  Prepared  and  published 
under  the  direction  of  Lieutenant  General  Leonard  D. 
Heaton,  The  Surgeon  General,  United  States  Army;  Editor 
in  Chief,  Colonel  Robert  S.  Anderson,  MC,  USA;  Editor 
for  Medical  Supply,  Charles  M.  Wiltse,  Ph.D.,  Litt.  D. 
662  pp.  niustrated.  Price  $8.25.  U.  S.  Government  Printing 
Office,  Washington,  D.C.  1968. 

Selective  Arterial  Catheterization:  Diagnostic,  Therapeutic 
and  Investigative.  By  Howard  Richard  Bierman,  M.D., 
F.A.C.P.,  F.A.C.A.  Clinical  Professor  of  Medicine,  Loma 
Linda  University,  Loma  Linda,  California:  Director,  Insti- 
tute for  Cancer  and  Blood  Research,  Beverly  Hills,  Cali- 
fornia; Associate  Attending  Physician,  Department  of 
Medicine,  Cedars-Sinai  Medical  Center;  Consultant  in 
Angiology,  Department  of  Radiology,  Cedars-Sinai  Medical 
Center,  Cedars  of  Lebanon  Hospital  Division,  Los  Angeles: 
Consultant  in  Hematology  and  Oncology,  White  Memorial 
Hospital,  Los  Angeles.  602  pp.  Illustrated.  Price  $15.75. 
Charles  C Thomas,  Springfield,  111.  1969. 

Psoriasis.  By  Edwin  Sidi,  M.D.,  Department  of  Dermato- 
allergy.  La  Fondation  Ophtalmologique  Adolphe  de  Roths- 
child, Paris,  France:  Zenona  W.  Zagula-Mally,  M.D.,  De- 
partment of  Dermato-allergy,  La  Fondation  Ophtalmolo- 
gique Adolphe  de  Rothschild,  Paris,  France;  and  Marc 
Hincky,  M.D.,  Department  of  Dermato-allergy,  La  Fonda- 
tion Ophtalmologique  Adolpe  de  Rothschild,  Paris,  France. 
Translation  by  Zenona  W.  Zagula-Mally,  M.D.  With  a 
Foreword  by  Marion  B.  Sulzberger,  M.D.,  San  Francisco, 
California.  298  pp.  Illustrated.  Price  $16.00.  Charles  C 
Thomas,  Springfield,  111.  1968. 

Neuromuscular  Diseases  of  Infancy  and  Childhood.  By- 
Kenneth  F.  Swaiman,  M.D.,  Professor  of  Pediatrics  and 
Neurology:  Director  of  Pediatric  Neurology:  University 
of  Minnesota  Medical  School,  Minneapolis,  Minnesota; 
DIplomate  of  the  American  Board  of  Pediatrics:  Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology; 
Pediatric  Neurology  Consultant,  Hennepin  County  Gen- 
eral Hospital.  Minneapolis.  Minnesota:  Pediatric  Neurology 
Consultant,  St.  Paul-Ramsay  Hospital;  and  Francis  S. 
Wright,  M.D.,  Associate  Professor  of  Pediatrics  and  Neu- 
rology, University  of  Minnesota  Medical  School,  Minne- 
apolis, Minnesota:  Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology:  Pediatric  Neurology  Consult- 
ant, Hennepin  County  General  Hospital,  Minneapolis, 
Minnesota;  Pediatric  Neurology  Consultant,  St.  Paul-Ram- 
sey  Hospital.  261  pp.  Illustrated.  Price  $14.00.  Charles  C 
Thomas,  Springfield,  111.  1970. 

A Way  of  Life:  An  Address  Delivered  to  Yale  Students 
Sunday  Evening,  April  20.  1913.  By  William  Osier.  41  pp. 
Price  $3.95.  Charles  C Thomas.  Springfield.  111.  1969. 
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IN 

IN 


ASTHMA 

EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage;  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
In  the  iournal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6.000.  Contact 
Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks.  Wa..  98331  Phone  374-6271. 


RADIOLOGIST— Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two 
years  with  profit  sharing.  In  and  out-patient  services. 
Vacation,  health  and  accident  insurance,  life  insurance 
and  retirement  benefits.  Contact  Henry  H.  Kavitt,  M.D., 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.,  97217. 


GENERAL  PRACTITIONER  NEEDED— Excellent  opportunity  for 
GP.  Progressive  community,  population  1,600  with  drawing 
area  of  6,000.  Fully  accredited  34-bed  hospital,  state  and 
national  boards,  operated  by  Dominican  Sisters.  Excellent 
hunting,  fishing,  swimming,  boating  and  skiing.  Close 
to  metropolitan  medical  center.  For  further  information 
write  Mr.  R.  F.  Herda,  Box  107,  Chewelah,  Wa.  99109. 


ORTHOPEDIST— The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Parntership  after  2 years  if  mutually  satisfactory.  Pro- 
gressive increments,  retirement  and  other  benefits.  Start- 
ing income  $30,000,  Norman  W,  Frink,  M.D.,  The  Perma- 
nente Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


OPPORTUNITY  FOR  GENERAL  PRACTITIONER  - In  multi- 
specialty building.  Each  physician  in  private  practice  with 
shared  overhead.  Full  x-ray  laboratory  and  other  diagnos- 
tic equipment  plus  convenient  consultations  make  this  an 
ideal  location  for  a conscientious  physician.  Hospital  2 
blocks  away  and  practice  can  be  limited  to  immediate  area 
and  one  hospital.  Please  contact  David  M.  Gimlett,  M.D., 
10011  Gravelly  Lake  Drive  S.W.,  Tacoma,  Wa.  98499, 
(206)  JU  8-4433. 


OTOLARYNGOLOGIST— Eor  95  man  clinic  servicing  the 
Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000: 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 

INTERNIST— Eor  a specialist  medical  group  associated  with 
a prepaid  health  plan.  $24,800  if  board  eligible,  $26,000 
if  certified.  Partnership  after  2 years,  if  mutually  satis- 
factory. Progressive  increments,  retirement  and  other 
benefits.  A.  Hurtado,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


PHYSICIAN— Live  and  work  in  beautiful  Washington  State. 
The  Department  of  Institution’s  Veterans  Home,  near  Port 
Orchard.  Washington  has  an  opening  for  a staff  physician. 
Salary  to  $19,572  depending  upon  background.  Excellent 
surroundings  and  working  conditions.  Contact  Mr.  D.  E. 
Willson,  Supt.  Veteran’s  Home,  Retsil,  Wa.  Phone  (206) 
876-8081. 


EXCELLENT  PEDIATRIC  PRACTICE— Now  available  in  Everett. 
Fifteen  year  old  medical  building  with  parking,  co- 
operative laboratory  and  active  pharmacy,  which  leases 
from  the  corporation.  Hospital  appointments  are  available 
with  modern  pediatric  departments.  Friendly  medical 
society  and  income  assured.  If  interested  please  contact 
C.  B.  Mincks,  M.D.,  900  Pacific.  Everett,  Wa.,  98201,  (206) 
252-5252.  or  Mrs.  W.  V.  Meyer,  1725  Grand,  Everett,  Wa. 
98201. 


OB-GYN  NEEDED  NORTH-END  CLINIC-Central  to  Northwest 
and  downtown  hospitals.  Excellent  referral  opportunities. 
Could  be  a 2nd  office.  Reasonable.  Wm.  F.  Meade,  M.D., 
8118  Greenlake  Dr.  No.  Seattle,  Wa.  98103  (206)  LA  2-2314 


TAKE  OVER  LONG  ESTABLISHED  HEAVY  EENT  PRACTICE- 

Opportunity  for  ophthalmologist  and  otolaryngologist 
working  together.  Down  town  Portland,  Ore.  Present 
lease  for  one  more  year.  Write  Box  8-B,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


UNUSUAL  GP  OPPORTUNITY  FOR  FAMILY  PHY'SICI AN-Offices 
for  private  practice  available  Sept,  1.  Located  in  annex 
abutting  Teamsters  Union  Building  in  a Washington  city. 
Other  space  will  be  occupied  by  optometrist,  registered 
physical  therapist,  dental  laboratory,  pharmacy  and  Team- 
sters Credit  Union.  Approximately  6,500  members  visit 
building  at  least  once  a month  or  more.  Other  organiza- 
tions have  also  been  invited  to  use  the  facilities.  Further 
details  available  on  request.  Write  Box  7-B,  Northwest 
Medicine.  500  Wall  St.,  Seattle.  Wa.  98121. 


EXTRA  HIGH  QUALITY  FAMILY  LIVING— Unusually  good  situa- 
tion for  physicians  interested  in  general  medical  practice 
in  smaller  community  offering  excellent  quality  life  and 
fullest  opportunity  for  service.  Modem  two-man  medical 
offices  and  clinic  facilities  recently  vacated,  fully  equipped 
and  ready  for  occupancy.  ’Two-man  team  can  gross 
$150,000  to  $200,000  first  year;  5,500  patient  files  intact. 
Low  rent  and  operating  costs.  Space  available  for  two. 
three  or  four-man  office.  Location  adjacent  to  excellent, 
hieh  occupancy,  60-bed  community  hospital,  one  of  the 
finest  small  hospitals  accredited  in  Northwest.  Finest 
working  relationships  among  medical  staff,  hospital  staff, 
administration,  and  community.  One  hour  from  Seattle. 
Spokane.  Portland  by  air;  three  hours  by  freeway.  Com- 
munity blessed  with  good  schools  and  churches;  whole- 
some, stimulating  social  and  cultural  atmosphere;  great 
climate,  varied  recreational  facilities  and  opportunities. 
Most  diversified  and  basically  strong  economy  in  North- 
west. Home  of  world’s  greatest  irrigation  agriculture 
research  center.  Active  community  medical  committee 
ready  to  answer  all  questions  and  prove  this  story  is  not 
too  good  to  be  true.  Write  or  phone  Doctor’s  Committee, 
Box  111,  Prosser,  Wa.  993.50.  phone  (509  ) 984-5901. 

INTERNIST.  OBSTETRICIAN-GYNECOLOGIST,  GP-Wanted  to 
join  six  (6)  man  specialty  group.  Modem  clinic  in  heart 
of  city  offers  excellent  opportunity  for  physicians  in 
growing  community  New  Hospital  10  minutes  from  clinic. 
Salary  first  year  with  opportunity  to  join  corporation. 
Please  contact  S.  W,  Rowbottom,  M.D.,  (206  ) 852-2450. 
Kent.  Wa.  98031. 

OBSTETRICIAN-GYNECOLOGIST-Board  certified  or  eligible; 
95  man  clinic  of  specialists  associated  with  250-bed  hospi- 
tal; 10  man  department.  Starting  income  $24,800  to  $26,000 
per  annum  with  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Dept,  of  Ob-Gyn,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


VACATION  IN  HAWAII 


ONE  BEDROOM  TOWNHOUSE-in  Lahaina,  Maui,  Hawaii. 
Rent  $125  per  week  for  2;  $150  for  4.  1 mile  of  beach, 
2 swimming  pools,  club  house.  Available  April  5.  Minimum 
stay  1 week.  A.  E.  Sola,  M.D.,  EM  3-1616,  340  Northgate 
Medical  Bldg.,  Seattle.  Wa.  98125. 


NORTHWEST  VACATION 


NORTHWEST  SAILING  VACATION-Six  days  aboard  60’ 
Garden  Sailing  Ketch  through  the  172  Evergreen  San  Juan 
Islands,  with  Skipper.  Learn  to  sail— gather  clams  and 
oysters,  rest  and  relax.  Diesel  motor,  radio  telephone, 
refrigeration  and  hot  shower.  Come  alone  or  with  party. 
Not  over  six  guests,  party  of  four  may  have  exclusive, 
$150  per  person  pays  for  everything.  Write  for  picture 
brochure.  Chris  Wilkins,  Orcas,  Wa.  98280. 
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OFFICE  SPACE 


OFFICE  FOR  RENT— Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physi- 
cians in  growing  community.  Share  waiting  room  with 
well-established  GP.  Excellent  hospital  facilities  in  We- 
natchee. Ideal  for  pediatrician,  GP  or  internist.  Popula- 
tion close  to  30,000.  Good  skiing,  hunting,  fishing  and  other 
outdoor  recreation.  Contact  Paul  H.  Lyon,  M.D.,  101  N.E. 
11th,  East  Wenatchee',  Wa.  98801. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


PROFESSIONAL  OFFICES  FULLY  SERVICED-Aurora  Village 
Medical  Center,  1151  N.  200th.  From  $5.00  per  sq.  ft.  Henry 
Broderick  Inc.,  Rod  Bindon,  (206)  MA  2-4350. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 


SPACE  FOR  LEASE— Will  build  medical  clinic  bldg.,  in 
Woodinville  Medical  Dental  Center.  Dental  Clinic  just 
completed.  HU  6-2746  or  HU  6-4574. 


PHYSICIAN'S  OFFICE  BUILDING— For  sale,  lease  or  rent. 
Southeast  Portland.  Street  level  and  ample  parking.  Ideal 
for  GP  or  internist.  Call  Arthur  Pochert,  M.D.,  Portland, 
Ore.,  (503)  253-3434  or  281-2591. 


Ef- 

fic- 

iency 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 

Q 

[ }\\  ARCH  LABORATORIES 

111  /\  111  319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Meetings  OF  MEDICAL 


AMA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


AMA  Clinical — Nov.  29-Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland, 
Ore. 


Oregon  Medical  Association — Annual 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  July  1-5,  1970,  Sun  Valley; 
June  30-July  4,  1971,  Sun  Valley. 


Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 


Northwest  Rheumatism  Society — Inter- 
im Clinical  Meeting,  Sun  River 
Lodge,  Sun  River,  Oregon,  May  8, 
1970.  Annual  Meeting,  Bay  Shore 
Inn,  Vancouver,  B.C.,  Sept.  25-26, 
1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Pres.,  John  Loomis,  Portland 
Sec.,  Harold  M.  Spiro,  Vancouver, 
B.C. 


West  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del 

Webb’s  Towne  House,  Phoenix, 
Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert.  Portland 


Idaho  Academy  of  General  Practice 
Pres.,  Fred  E.  Marienau,  Moscow 


OREGON 


Academy  of  General  Practice 

Pres.,  Laurel  G.  Case.  Portland 
Sec.,  F.  Douglas  Day,  Portland 


Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan 
Portland  Motor  Hotel,  4th  Tues., 
Jan. -Nov. 

Pres.,  Richard  A.  Hodgson,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan. -Apr.,  Nov.). 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins.  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  Dean  K.  Brooks,  Salem 
Sec.,  Narain  B.  Jetmalani.  Salem 


Oregon  Pathologists  Association  (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each 
meeting  announced  prior  to  meet- 
ing. 

Pres.,  Jacqueline  Pettet,  Eugene 
Sec.,  David  Brown,  Portland 


SOCIETIES 


Oregon  Radiological  Society — 2nd  W’ed. 
October-April.  University  Club, 
Portland.  Annual  Meeting,  June 
1970,  Salishan,  Gleneden  Beach, 
Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  Obstetrics  & Gyne- 
cology— 3rd  Fri.  (Oct.,  Nov.  ,Jan., 
through  May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 


Oregon  Society  of  Allergy — Northwest 
Allergy  Forum,  Annual  Meeting, 
October,  1970,  Portland. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Fri.  (except  May,  June, 
Aug.,  Sept.)  Portland. 

Village  Green,  Ore. 

Pres..  Stephen  Bennett,  Eugene 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Marion  Alfred  Clark.  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Fourth 
Fri.  (Sept.-May,  except  Nov.  3rd 
Fri.) 

Pres.,  Edward  M.  Scott,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres.,  Daniel  Billmeyer,  Oregon 
City 

Sec.,  Richard  Sleeter,  Portland 


Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan. -May,  Sept. -Nov.) 

Pres.,  Ira  Pauly,  Portland 
Sec.,  Rocca  Garofalo,  Wilsonville, 
Ore. 


Portland  Surgical  Society — 4th  Tues. 
(Sept.-May). 

Pres.,  William  W.  Krippaehne,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Academy  General  Prac- 
tice.— 4th  Mon.  (except  June,  July, 
Aug.,  Dec.) 

Pres.,  Donald  M.  Keith,  Seattle 
Sec.,  Edward  W.  Bigler,  Bellevue 


Puget  Sound  .Vcademy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Se- 
attle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson.  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept. 
11,  12,  1970,  Washington  Athletic 
Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 


Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 
Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  Macdonald,  Seattle 


Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  Meeting,  Jan. 
22-23,  1971,  W’ashington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May.  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  Richard  Miller,  Spokane 
Sec.,  John  Sonneland,  Spokane 


Tacoma  Academy  of  Internal  Medi- 
cine— 4th  Tues.  Ceccanti’s  Res- 
taurant. 

Pres.,  James  F.  Early.  Tacoma 
Sec.,  Theodore  J.  H.  Smith,  Tacoma 


Tacoma  Surgical  Club — 3rd  Tues. 
(Sept.-May). 

Pres.,  Wayne  Zimmerman,  Tacoma 
Sec.,  Arthur  P.  Wickstrom,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Ijowell  Kinslow,  D.O., 
Seattle 

Sec.,  Colleen  Faye  Richardson, 
M.A.,  Seattle 


Washington  Academy  of  General  Prac- 
tice 

Pres.,  Richard  H.  Ganz,  Spokane 
Sec.-Treas.,  William  A.  Ehlers, 
Lacey 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg.  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum 
Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anesthe- 
siologists— Quarterly,  Seattle. 

Pres.,  J.  Porter,  Seattle 

Sec.,  Donald  P.  Schumacher.  Seattle 


Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Annual  Clinical  Program  May  22, 
1970. 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 
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This  is  the  answering  service" 
your  patient  takes  home  with  her... 


in  her  Compackase  sample  of 


Each  white  Ovulen  tablet  contains  1 mg.  ethynodiol  diacetate  and  0.1  mg.  mestranol. 

Each  pink  tablet  is  a placebo,  containing  no  active  ingredients^ 


Helpful  booklet  saves  unnecessary  phone  calls- 

Reminds  her  of  your  directions  concerning  her 
oral  contraceptive  schedule  . . . contains 
supportive  instructions  for  "Sunday  starting”.  . 
explains  in  simple  language  many  aspects  of 
"the  pill.” 

Packaging  helps  her  stay  on  schedule — The 

Ovulen  Compack*,  with  each  tablet  designated 


i\/uicn-2r 

f\/UICn-28 


the  convenient  one 


Planning 
^ Your 
Rirnily 


by  day  and  week  of  cycle,  shows  at  a glance 
the  last  day  on  which  a tablet  was  taken. 


NOTE;  For  the  budget-minded  woman  specify  Triopak’", 
a three-month  supply  (1  Compack  and  2 Refills). 
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Actions — Ovulen  acls  to  prevent  ovulation  by  inhibiting  the  output  of  gonado- 
tropins from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both  the  follicle- 
stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effective- 
ness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of  the 
combination  products.  Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pressure, 
liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quantitated 
with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subprimate 
animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of  some 
animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The  possible 
carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued. 

Indication— Ovulen  is  indicated  for  oral  contraception. 

Contraindications — Patients  with  thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected  estrogen- 
dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected  the 
drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies  of 
morbidity  in  the  United  States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism  and  the  use  of  ora!  contra- 
ceptives. There  have  been  three  principal  studies  in  Britain^*^  leading  to  this  con- 
clusion, and  one^  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism 
in  the  study  by  Vessey  and  Doll^  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates^  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after  dis- 
continuation of  administration,  and  that  it  was  not  enhanced  by  long-continued 
administration.  The  American  study  was  not  designed  to  evaluate  a difference 
between  products.  However,  the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable.  Retrospective 
studies  in  Great  Britain  and  the  United  States  have  shown  a statistically  significant 
association  between  cerebral  thrombosis  and  embolism  and  the  use  of  oral 
contraceptives. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is  recom- 
mended that  for  any  patient  who  has  missed  two  consecutive  periods  pregnancy 
should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If  the  patient 
has  not  adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy  should  be 
considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified 
in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the  nursing 
infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations  should  in- 


clude special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
laou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment  with  Ovulen.  Therefore,  if  such  tests 
are  abnormal  in  a patient  taking  Ovulen,  it  is  recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influence  of  proges- 
togen-estrogen preparations  preexisting  uterine  fibromyomas  may  increase  in  size. 
Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or 
renal  dysfunction,  require  careful  observation.  In  breakthrough  bleeding,  and  In 
all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be  borne 
in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression  should  be  carefully  ob- 
served and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 

The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  therapy.  The  age  of  the  pa- 
tient constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  may 
mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of  Ovulen 
therapy  when  relevant  specimens  are  submitted.  Susceptible  women  may  experience 
an  increase  in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives — A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reactions: 
neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma,  breast 
changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post  partum,  cholestatic  iaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovulation 
post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in  appetite, 
cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  Vll,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T^  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References;  1.  Royal  College  of  General  Practitioners:  Oral  Contraception  and 
Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  75:267-279  (May)  1967.  2.  Inman, 
W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary,  Coronary, 
and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  5:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease. 
A Further  Report,  Brit.  Med.  J.  5:651:657  (June  14)  1969.  4.  Sartwell,  P.  E./ 
Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboembolism 
and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epi- 
dem.  50:365-380  (Nov.)  1969. 


Where  “The  Pill”  Began 

G.  D.  Searle  & Co.,  P.  O.  Box  51 10,  Chicago,  Illinois  60680 


Symbols  in  a life  of 
psychic  tension 

M.A. 
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thesis ...  in  progress 

G.I. 

series  and  complete 
examination  normal 

(persistent  indigestion) 


Valium* 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 
t.i.d.  and  h.s. 

for  relief  of  psychic 
tension  and  resultant 
somatic  symptoms 
within  the  first  day 
for  some  patients 

Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or 
agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
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Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete 
mental  alertness.  When  used  ad- 
junctively  in  convulsive  disorders. 


possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance. 

Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lac- 
tation or  women  of  childbearing  age, 
weigh  potential  benefit  against  pos- 
sible hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  de- 
pressed, or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to 


smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 
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(continuous  release  form) 


(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  patients  susceptible  to  drug  abuse. 

Warning;  Although  generally  soler  than  the  amphetamines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions;  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relotively  low  Incidence.  As  Is  chorocterlstic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epIjT 
an  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  c^' 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  oi 
orrhythmia,  polpitotion,  and  Increased  blood  pressure.  One  published  or 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  Inges  i 
diethylpropion  hydrochloride,-  this  wos  on  isolated  experience,  which  has  noi«^ 
reported  by  others.  Allergic  phertomena  reported  include  such  conditions  o a; 
urlicoria,  ecchymosis,  and  erythema.  Gostrofnfest/no/  effects  such  os  dlc|l 
constipation,  nausea,  vomiting,  ond  obdominal  discomfort  hove  been  reff; 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  njtr 
depression,  agranulocytosis,  and  leukopenia.  A voriety  of  miscellaneous  of-" 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  id 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  dec  ; 1 

libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms;  TEPANIL  Ten-tab  tablets;  One  75  mg  h 
daily,  swallowed  whole.  In  midmorning  (10  o.m.),-  TEPANIL:  One  25  mg.  table  in 
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■ to  help  restore  and  stabilize 
the  intestinai  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^>2'3<4-5.6.7.8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
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MEASURIN  q.  8h.  dosage 

Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 
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dth  her  stomach 
lay  have  started 
in  her  mind. 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


Some  people  can  take  stress  in  their  stride. 
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with  tension  and  anxiety,  a temporary 
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for  these  patients.  It  helps  to  control 
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the  underlying  anxiety-depression. 

When  she’s  not  sure  she  can  get  through 
another  week,  Adipex  may  help  her  get 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

The  Western  Journal  of  Medicine 

San  Francisco,  California 

Editor,  NORTHWEST  MEDICINE: 

We  are  very  pleased  that  you  have  decided  to  in- 
clude the  Western  Journal  of  Medicine  insert  in 
NORTHWEST  MEDICINE  On  a trial  basis  for  three  months. 
As  editor  for  this  insert  (which  is  also  included  in 
California  Medicine  and  Arizona  Medicine)  I hope 
that  you  and  your  readers  will  consider  it  worth- 
while and  find  it  possible  to  continue  using  it  in 

NORTHWEST  MEDICINE. 

As  vou  know,  the  concept  of  the  WJM  insert  was 
originallv  conceived  in  the  hope  that  some  improve- 
ment in  advertising  revenue  for  the  component  jour- 
nals of  the  State  Journals  West  group  might  accrue. 
We  are  all  feeling  the  pressure  of  rising  costs  and 
declining  advertising  revenues.  It  was  thought  that 
bv  means  of  an  insert  of  general  interest,  which 
would  have  a much  wider  circulation  than  any  one 
of  our  journals  could  possibly  achieve  alone,  we 
could  make  all  of  our  journals  substantially  more 
attractive  to  potential  advertisers. 

In  a less  pragmatic  vein  the  WJM  insert  is  seen 
to  be  an  instrument  which  can  reflect  the  growing 
stature  of  medical  science  and  medical  practice  in 
the  Western  States.  To  accomplish  this  it  should  be- 
come increasingly  regional  in  character  and  content. 
Should  NORTHWEST  MEDICINE  accept  this  insert  on  a 
continuing  basis,  it  is  anticipated  that  there  would  be 
the  closest  cooperation  with  the  editor  in  developing 
scientific  contributions  from  the  nationally  known 
resources  in  this  area,  with  benefit  to  all. 

The  possibility  that  a Western  Journal  of  Medicine 
might  someday  become  a truly  regional  scientific 
journal  for  the  Western  United  States  in  the  same 
sense  that  there  are  other  regional  scientific  journals 
of  high  quality  elsewhere  in  the  country  has  been 
considered  and  discussed.  However,  it  is  recognized 
that  such  a step  should  not,  and  indeed  cannot,  be 
taken  until  everyone  concerned  agrees  not  only  that 
it  should  be  done  but  that  the  right  time  has  come. 
Clearly  if  this  is  to  occur  at  all  it  will  be  at  some  time 
in  the  future  when  it  is  obvious  that  everyone  wants 
it. 

For  the  present  and  foreseeable  future  we  hope 
that  you  will  find  the  Western  Journal  of  Medicine 


insert  both  practicable  and  worthwhile  to  include 
in  NORTHWEST  MEDICINE.  It  will  be  a privilege  to 
serve  you  and  your  large  area  of  the  West. 

Sincerely, 

MALCOLM  S.  M.  WATTS,  M.D. 

Editor,  Western  Journal  of  Medicine 

Pesticides 

Wenatchee,  Washington 
Editor,  NORTHWEST  medicine: 

The  publication  of  the  letter  to  the  Editor  on  page 
15 1 of  NORTHWEST  MEDICINE  March,  1970,  on 
“Organophosphate  poisoning”  was  an  extraction 
from  the  American  Public  Health  Association  SAFE 
USE  OF  PESTICIDES  submitted  by  Mr.  James  Pen- 
nell of  Puyallup.  This  expanded  outline  has  been 
reproduced  in  many  bulletins,  journals,  and  manuals 
in  various  modifications  or  revisions  stemming  from 
its  original  presentation  in  the  Clinical  Memoranda 
on  Economic  Poisons  published  by  the  U.S.  Public 
Health  Service  first  in  1950,  reprinted  revised  in  1963 
as  a Clinical  Handbook  on  Economic  Poisons.  Earlier 
versions  of  this  treatment  outline  have  also  been  pub- 
lished by  Army  medical  workers  and  others. 

As  you  and  William  O.  Robertson,  Chairman  of 
your  Advisory  Board,  must  recall,  I have  contributed 
to  this  specialty  since  1951  and  have  been  directly  or 
indirectly  responsible  for  some  of  the  content  of  the 
letter  on  organophosphorous  poisoning  above.  Since 
1954  all  of  my  own  work  has  been  out  of  Wenatchee 
as  headquarters.  In  contributing  to  the  above  cited 
two  booklets  on  poisons  over  the  12  years  required, 
some  of  the  treatment  recommendations  were  the 
work  of  my  associates.  The  physicians  in  over  100 
hospitals  in  the  Northwest  provided  a clinical  investi- 
gative framework  within  which  we  conducted  suc- 
cessful clinical  trials  with  2 — PAM  (pralidoxime)  as  a 
life-saving  adjunctive  therapy  to  ventilation,  atropine, 
and  decontamination. 

Fellow  physicians  here  in  the  Wenatchee  area  sus- 
pected phenothiazine-derived  tranquilizers  as  poten- 
tiators of  organic  phosphorus  poisioning  in  a fatal 
case  in  Cashmere  in  1959,  while  I was  away  on  a two- 
year  assignment  to  the  Army  Chemical  Corps  at  the 
Proving  Grounds  at  Dugway,  Utah.  When  I returned 
to  Wenatchee,  it  required  three  years  of  persistent 
prodding  of  superior  officers  before  they  were  con- 
vinced that  potentiation  between  organic  phosphorus 
compounds  and  phenothiazine  derivatives  could  be 
and  should  be  demonstrated  in  experimental  animals. 
Originally  Dr.  Arterberry,  the  clinical  discoverer  of 
this  potentiation,  was  believed  by  other  Public  Health 
Service  investigators  to  be  misassociating  a cause  and 
effect  relationship  until  the  rats  proved  him,  local 
physicians  and  me  correct. 
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While  the  letter  you  published  is  better  than  none 
at  all,  it  is  somewhat  behind  the  times.  The  SAFE 
USE  OF  PESTICIDES  from  which  it  was  extracted 
was  published  in  1967  based  on  earlier  writing  of 
work  completed  well  before  1965.  Some  of  the  out- 
moded features  of  this  article  are  as  follows; 

1 . The  antidote  2 — PAM  is  presented  only  by  the 
abbreviation  and  the  brand  name  Protopam.  Neither 
the  common  or  generic  name  pralidoxime  chlor- 
ide not  the  full  chemical  name  were  given.  While 
I realize  a space  problem  should  obviate  the  chem- 
ical name,  the  adopted  common  name  of  all  drugs 
should  be  used  in  preference  to  abbreviations 
and  brands. 

2.  There  is  no  indication  of  how  either  antidote 
works.  The  most  glaring  omission  is  the  adjectival 
words  cholinesterase  reactivating  that  should  have 
been  used  at  least  once  in  the  abstract  or  original 
outline.  Most  physicians  already  know  the  pharma- 
cological blocking  action  of  atropine  but  you  and 
your  board  might  be  surprised  how  many  physicians 
in  the  Northwest  still  are  not  aware  of  the  unusual 
specificity  of  the  cholinesterase  reactivating  anti- 
dote pralidoxime  and  its  close  relatives  in  other 
countries. 

3.  There  is  no  reference  as  to  what  to  do  with 
poisoning  by  the  carbamoyl  poisons  that  have  nearly 
killed  a number  of  cases  seen  since  APHA  published 
their  version  of  the  treatment  outline.  The  carbamoyl 
poisoning  is  much  more  violent  and  dangerous  than 
carbamate  poisoning  and  probably  has  been  even 
missed  with  fatal  cases  unknown. 

4.  The  supposed  contraindication  of  pralidoxime 
in  diazinon  poisoning  has  been  straightened  out 
only  in  the  last  three  years  as  an  oft-cited  error. 

5.  The  advocation  of  a cholinesterase  testing  of 
blood  is  certainly  a fine  recommendation  but  how 
much  blood,  by  what  method,  to  what  laboratory? 
There  have  been  radical  changes  in  cholinesterase 
technology  and  practice  since  APHA  extract  was 
written  especially  in  the  last  two  years.  The  pH  stat 
method  should  ultimately  replace  many  older 
methods  in  former  or  current  use. 


6.  The  carbamates,  the  carbamoyl  oximes,  and 
the  unoxidized  organophosphorus  compounds  are 
not  organophosphates  as  stated  in  the  title. 

The  American  Academy  of  Clinical  Toxicology, 
now  in  its  third  year,  has  adopted  as  one  of  its  func- 
tions and  reasons  for  existence  the  up-dating  of  such 
treatment  regimens  as  you  have  just  published  as 
this  too-brief  and  somewhat  outmoded  outline.  If 
our  Therapeutics  Committee  of  the  Academy  can 
help  you  improve  on  the  publication  of  a more 
up-to-date  outline  please  let  us  know. 

It  would  be  interesting  for  the  Board  of  our  own 
Academy  and  our  Journal  of  Clinical  Toxicology  to 
know  why  this  was  published  as  a letter  to  the  editor. 
As  the  assigned  abstractor  for  the  Journal  of  Clinical 
Toxicology  to  cover  northwest  medicine,  I would 
appreciate  the  editorial  background  of  its  submission 
or  invitation. 

Should  your  journal  be  interested  in  a more  detail- 
ed history  or  information  article  on  the  American 
Academy  of  Clinical  Toxicology  and  its  journal,  we 
can  provide  background  data  through  our  first  presi- 
dent and  now  Executive  Director 
Eric  G.  Comstock,  M.D. 

P.  O.  Box  2565 
Houston,  Texas,  77001 

Very  sincerely  yours, 

GRIFFITH  E.  QUINBY,  M.D. 

Encouragement  to  Prod 

Bethesda,  Maryland 

Dear  Dr.  Hartley: 

Just  a note  of  admiration  for  your  paper,  “Medi- 
cation Errors  in  Hospitals,”  in  the  March  1969  issue 
of  NORTHWEST  MEDICINE  which  has  just  come  to  my 
attention.  It’s  as  accurate,  unsensationalized,  and 
supportive  a review  as  I have  read.  I hope  it  suc- 
ceeds in  encouraging  many  physicians  to  prod  their 
pharmacists  to  get  moving. 

Sincerely, 

WILLIAM  M.  HELLER,  PH.D. 

Executive  Director-Designate 
The  United  States  Pharmacopeia 
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IN  ASTHMA 
IN  EMPHYSEMA 


’»^imfidmane6 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  (x>tassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg.  aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions;  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  . RICHMOND,  VIRGINIA  23217 


yf/nn/^^c/Mtetd  macet/Z/'caA 


NOTES : 


The  American  Medical  Association  supports  a Senate 
bill  that  would  require  pharmacists  to  include  the  name 
of  the  drug,  or  list  ingredients  of  combinations,  on  every 
prescription  label  unless  directed  not  to  do  so  by  the 
physician  writing  the  prescription.  AMA  also  supports 
another  Senate  bill  requiring  code  identification  on 
each  tablet  or  capsule. 

Use  of  drugs  of  all  kinds  is  discussed  in  an  edit- 
orial in  the  May  11  issue  of  Advertising  Age.  Television 
may  be  encouraging  pill  taking  but,  says  the  editorial, 

” -we  wonder  if  we  haven't  all  grown  up  in  a terribly 
medically  conscious  era.  From  the  time  a baby  is  born  in 
our  society  he  is  subjected  to  all  kinds  of  inoculations, 
vaccinations,  external  medical  applications,  pill,  powder, 
and  liquid  ingestions,  until  it  becomes  second  nature  for 
a person  to  engage  in  all  forms  of  'self  medication'  if 
that  is  the  proper  term,  to  alleviate  any  and  all  problems 
that  arise,  whatever  their  nature." 

It's  also  dangerous  not  to  operate,  if  a New  York 
lawsuit  is  any  indication.  A woman  in  Westchester  is 
suing  a community  hospital,  and  some  of  its  officials, 
for  $250,000  because  they  did  not  let  her  surgeon  go 
through  with  a scheduled  tubal  ligation.  She  claims 
injury  to  her  health,  continued  risk  of  pregnancy,  and 
personal  distress.  Her  lawyer  says  the  refusal  is 
malpractice  and  a violation  of  the  womsin's  constitutional 
rights . 

Motels  make  more  profit  than  candy  stores.  Candy 
stores  make  more  profit  than  TV  repair  services  and  TV 
services  make  more  profit  than  butchers.  Lowest  profit 
margin  is  in  the  new  car  business.  Percentages,  based  on 
sales,  not  on  investment,  are:  23. -^2;  15.04;  12.98;  7*13; 

4.21.  The  survey,  published  by  the  Accounting  Corporation 
of  America,  is  reported  by  the  National  Foundation  of 
Independent  Business. 

Northwest  Senators  are  introducing  bills  of  medical 
interest.  Senator  Packwood,  of  Oregon, has  introduced  an 
abortion  bill  to  end  what  he  calls  "compulsory  pregnancy" 
and  Senator  Magnuson,  of  Washington,  is  proposing  a 
World  Environmental  Institute. 

Nutrition  note:  A Kentucky  horse  breeding  farm  was 

noted  for  its  racetrack  winnings  and  for  its  very  poor 
soil.  When  asked  how  such  poor  land  could  produce  such 
fast  horses  the  owner  said,  "The  grass  on  this  place  is 
so  sparse  that  we  have  to  teach  the  horses  to  eat  at 
thirty  miles  an  hour."  „ ^ „ 
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Electromyograpiic 

evidence  of 
muscle  relaxation 


Artist’s  concept  of  voluntary  muscle  j 
with  motor  end  plates  and  sptndf^ 


In  patients  with  nerve  root  pressure  syndromes, 
cervical  and  low  back  strains,  osteoarthritis,  and  fibromy- 
ositis,  one  of  the  important  objectives  is  relief  of  the 
painful  muscle  spasms  which  can  become  self-perpetuating 
and  hinder  further  therapy.  The  effectiveness  of  Valium® 
(diazepam)  as  a skeletal  muscle  relaxant  was  demonstrated 
in  a controlled  electromyographic  smdy  that  compared  the 
muscle  relaxant  effects  of  Valium  and  a placebo  in  20 
patients.* 

With  needle  electrodes  placed  in  the  patients’ 
fibrositic  nodules  (the  so-called  “trigger  areas”),  EMG 
recordings  were  made  prior  to  and  15  to  20  minutes  after 
an  intramuscular  injection  of  1 ml  (5  mg)  Valium  or  pla- 
cebo. Patients  were  then  placed  on  oral  Valium,  2 mg 
t.i.d.  for  one  week,  after  which  EMG  tracings  were  again 
recorded. 

Muscle  relaxation  was  evident  from  the  EMG  pat- 
terns in  all  cases  after  Valium  was  injected.  After  15-20 
minutes,  marked  reduction  of  electrical  activity  was 
demonstrated  by  a lesser  number  of  motor  unit  discharges 
and  lower  voltage.  Observations  for  up  to  an  hour  follow- 
ing placebo  administration  showed  no  significant  change 
in  the  electrical  activity.  EMG  tracings  after  a week  of 
oral  Valium  were  approximately  the  same  as  those  follow- 
ing parenteral  administration. 

Patients’  subjective  responses  correlate  well 
with  EMG  findings 

The  patients’  reports  of  decreased  tenderness  of 
the  affected  muscles  and  increased  mobility  of  the  involved 
muscle  groups  generally  correlated  well  with  the  objective 
evidence  of  muscle  relaxation  effected  by  Valium. 

’Arroyo,  P.,  Jr.:  J.  Florida  Med.  Assoc.,  53:29. 1966. 


Please  see  last  page  of  this  advertisement  for 
prescribing  information. 


^ EMG  activity  following  placebo  iqidotibtt 


EMG  activity  following  I.M.  injet^l|M|of  Valium  ' 

Oral  Valium  , S., 


^G  activity  following  oral  Valium 

Bctromyograms  of  the  effect  of  Valium  vs.  placebo 
fupon  reflex  muscle  spasm.  First  tracing  in  each  myo- 
ptram  was  recorded  after  electrode  needle  insertion. 
^-^Photographs  vrere  taken,  using  triple  exposures,  by 
^7elactrically  shifting  the  oscilloscope  baseline. 

—Adapted  from  Arroyo,  P., 


ValiurnffUMRoaM  I 


After 

insertion 


to  help  break  the  spasm-pain  cyde 
in  skeletal  musfcle  spasm 


Prompt  onset  of  action 


\^llUlTr  (diazepam) 

Effective  skeletal  muscle  relaxant . . . 
useful  adjunct  in  total  management  of 
musculoskeletal  disorders 

Helps  increase  range  of  mobility,  thus 
facilitating  return  to  more  normal  activity 

For  relief  of  psychic  tension,  often  a 
significant  and  complicating  factor  in 
musculoskeletal  disorders 


Generally  well  tolerated:  most  common 
side  effects— drowsiness,  fatigue,  ataxia 

Flexible  dosage 

An  h.s.  dose  facilitates  sleep  in  tension- 
induced  insomnia 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  acute  agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in: 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology; 
spasticity  caused  by  upper  motor  neuron  disorders;  athetosis;  stiff- 
man  syndrome.  Injectable  form  may  also  be  used  adjunctively  in 
status  epilepticus  and  severe  recurrent  seizures;  anxiety  prior  to 
gastroscopy,  esophagoscopy,  and  surgical  procedures;  cardiover- 
sion (I.V.);  tetanus. 

Contraindications:  Use  of  Injectable  in  infants  and  tablets 
in  children  under  6 months  of  age;  known  hypersensitivity  to 
drug;  acute  narrow  angle  glaucoma;  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Tablets:  Not  of  value  in  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appropriate  treat- 
ment. As  with  most  CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  When  using  oral  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency  and/ or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage  of 
standard  anticonvulsant  medication;  abrupt  withdrawal  in  such 
cases  may  also  be  associated  with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance.  Keep  addiction-prone 
individuals  (such  as  drug  addicts  or  alcoholics)  under  careful  sur- 
veillance because  of  their  predisposition  to  habituation  and  de- 
pendence. Use  of  any  drug  in  pregnancy,  lactation  or  in  women 
of  childbearing  age  requires  that  potential  benefit  be  weighed 
against  possible  hazard.  Injectable:  I.Y  should  be  injected  slowly, 
directly  into  vein,  taking  at  least  one  minute  for  each  5 mg  (1  ml) 
given;  do  not  mix  or  dilute  with  other  solutions  or  drugs;  do  not 
add  to  I.V  fluids.  Rare  report  of  apnea  or  cardiac  arrest  noted  usu- 
ally following  I.V  administration,  especially  in  elderly  or  very  ill 
and  those  with  limited  pulmonary  reserve;  duration  is  brief;  resus- 
citative  facilities  should  be  available.  Not  recommended  as  the  sole 
treatment  for  psychotic  or  severely  depressed  patients;  should  not 
be  administered  to  patients  in  shock,  coma,  or  in  acute  alcoholic 
intoxication  with  depression  of  vital  signs. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
—particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  such  as  phenothiazines,  narcotics,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Employ  usual  precau- 
tions in  the  severely  depressed  or  in  those  with  latent  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  neces- 
sary. Observe  usual  precautions  in  impaired  renal  or  hepatic  func- 
tion. Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  ItolYz  mg 
once  or  twice  daily,  increasing  gradually  as  needed  or  tolerated). 
Injectable:  Not  recommended  for  bronchoscopy,  laryngoscopy,  ob- 
stetrical use,  or  in  diagnostic  procedures  other  than  gastroscopy  and 
esophagoscopy;  laryngospasm  is  a possible  reaction  during  gastros- 
copy and  necessary  countermeasures  should  be  available;  drug  has 


produced  hypotension  or  muscular  weakness  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol;  since  effect  with  nar 
cotics  may  be  additive,  appropriate  reduction  in  narcotic  dosage  isi 
possible;  use  lower  doses  (2  to  5 mg)  for  elderly  and  debilitated,, 
safety  and  efficacy  in  children  under  12  not  established. 

Adverse  Reactions:  Side  effects  most  commonly  reported 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  confu 
sion,  constipation,  depression,  diplopia,  dysarthria,  headache,  hypo 
tension,  incontinence,  jaundice,  changes  in  libido,  nausea,  change;" 
in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary  retention 
vertigo  and  blurred  vision;  with  Injectable,  hiccups,  hypoactiviq- 
phlebitis  at  injection  site,  syncope  and  urticaria.  Paradoxical  re 
actions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations 
increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances  anc| 
stimulation  have  been  reported;  should  these  occur,  use  of  th< 
drug  should  be  discontinued.  Because  of  isolated  reports  of  neu 
tropenia  and  jaundice,  periodic  blood  counts  and  liver  functior 
tests  are  advisable  during  long-term  therapy.  Minor  changes  it 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  afte 
therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  ORAL 
—Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  musck 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  dis 
orders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients 
2 to  2V^  mg,  1 or  2 times  daily  initially,  increasing  as  needed  anc 
tolerated.  (See  Precautions.)  Children:  1 to  2 Vi  mg  t.i.d.  or  q.i.d 
initially,  increasing  as  needed  and  tolerated  (not  for  use  under  ( 
months).  INJECTABLE— Usual  initial  adult  dose  is  2 to  10  mg  I.M 
or  I.V,  depending  on  indication  for  use.  Lower  doses  (usually 
to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  pa 
tients  and  when  sedative  drugs  are  added.  (See  Precautions  ancl 
Adverse  Reactions.)  In  gastroscopy  and  esophagoscopy,  5 to  1(' 
mg  I.M.  or  I.V,  30  minutes  prior  to  procedure.  As  preoperativii 
medication,  10  mg,  I.M.,  1 to  2 hours  before  surgery.  In  cardioj 
version,  5 to  1 5 mg,  I.V,  within  5 to  10  minutes  prior  to  procedurt, 
Give  I.V  injections  slowly;  take  at  least  1 minute  for  each  ' 
mg  (1ml). 

In  acute  conditions  injection  may  be  repeated  within  1 houi| 
although  interval  of  3 to  4 hours  is  usually  satisfactory;  not  morj 
than  30  mg  should  be  given  within  8-hour  period.  Once  acutj 
symptomatology  has  been  properly  controlled  with  injectablj 
form,  patient  may  be  placed  on  oral  form  if  further  treatment  i| 
required. 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  an 
10  mg;  bottles  of  100  and  500.  All  Strengths  also  available  i 
Tel-E-Dose^ packages  of  1000.  Valium®  (diazepam)  Ampul 
2 ml;  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  compounde 
with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  ber" 
zoate  and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  prt, 
servative. 


Roche 

LABORATORIES 


Division  of  Hottmann-La  Roche  Inc. 
Nulley.  New  Jersey  071 10 


Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Siochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients ...  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


screening;  “Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


Qiochemical 

^IROCEDURES 


P 


AFFILIATE  OF  MEAD  JOHNSON 


Headquarters  Laboratory 

12020  Cbandlei'  Boulevard 
North  Hollywood,  California  91607 
From  Area  Code  213  Call: 


763-8203  • 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


5I270C 


Picture  of 
torticollis 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, ' 2 yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  "with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions^-®...but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 

Parafon  Forte  TABLE- 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness.! 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic! 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos-| 
siblyhave  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “ McN El L”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1955 

2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacolojrical  Basis  of  Thera 
peutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965.  p.  331.  3.  Kestler,  0 

C-,  and  Gyurik,  J.:  Industr.  Med.  Surjr 
31 :372,  1962.  4.  Forster,  S.,  et  al.:  Amer 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G. 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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( McNEIl ) 

McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


One  of  seven  dosage  forms 

Thorazine 


—chlorpromazine  HCI 

Spansu  e 


Available  in  30  nng.,  75  mg.,  1 50  mg.,  200  mg.  and  300  mg.  strengths. 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


NOTE:  Tkt  ki^  therapeutic  index 
of  Tiocinate  permits  its  ^ministra- 
tion in  dosage  sufficimt  to  alkve 
smooth  muscle  spasm  promptly, 
■too  mg.  dosage  mutdly  creates  a 
thaeapaUic  blood  leuek  In  reducirg 
dosa^  ajter  reli^,  lengthening  the 
time  biJweenjlBsage  rmker  &an  lessen- 
^ tkejLcxommtnded  dose  is  preferable, 
im  pT'-'ipt  direet  action  allows  a 
cmseioasness  of  the  first  suggestion  zf 
. . return  of  sysiptom  ...  a guide  to  dose 
f^jpticing  and  to  drlermining  when  treat- 
ii  ccinplfte.  A prescription  for 
fit  jJj  e or  sixteen  400  mg.  tablets  will 
usually  correct  spasm  and  leave  a fm$ 
iav’eisfor  a reserve. 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASNI  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 


SPASTIC  URETER  . . . the  specific  relaxing  efect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

W.\RNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  rela.xes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOS.\GE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO..  INC. 
RICHMOND,  VIRGINIA  23217 


After  only  one  year: 

Administered 
to  more  people 
dian  live  in 
Boise, 

Salem,  and 

Everetts 


Injectable 

Gafamvan 

bentamian  I sulfate 

injection 

An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Boise,  Salem,  and  Everett  is 
201,000.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^’^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^ 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 

W>unds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  Infected  wounds  and  burns. 


j important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  injectable 
I (gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


^lounting  evidence  in  the  laboratory... 

Over  95%  gram-negative 
lathc^ns  sensitive: 


I } other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

I a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
ographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
onth  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
(iltures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


^thogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

Garamycin 

Kanamycin 

Cephalothin 

Cephatoridine 

Ampicillin 

Colistimethate 

Chloramphenicol 

Tetracycline 

debsteila 

MMumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

(arobacfar 

laroganaa 

95.9% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

(MitieHa 
nrobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

(hbsMIa, 
ill  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2.883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

lerug/nosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 
Indole-pot  Wve 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mirabllls. 
Indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

snspedfled 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coll 
and  all  other 
Escherichias 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Pancolobaetrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52,7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram-positive  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  auroum, 
coagulase-posrtive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc..  Dedham,  Massachusetts  (mid-May  to  mid-August,  1969).® 
Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
r^lts  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  hospitals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error.  The  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scop>e  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 

^ Injectable 

Garamvan 

brand  ot  ■ M ■ 

gentamian  I sulfate 

injection 


See  Clinical  Considerations  section  on  last  page... 


Injectable 

Garamyan 

gentamian  I sulfate 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  tyvo,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteria)! 

Less  Severe 
0.8-I.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy- 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  tire 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious  / Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lo  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  G.\RA.\1YCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  G.\ramyci\  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacler.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibilitv  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


LY  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
B.ACTERIA  BY  GENTA.MICIN  SULF.ATE 
(TUBE  DILUTION  STUDIES) 


BACTERIA 

No.  of 
Strains 
Tested 

No.  of  Strains 
(%)  Inhibited  by: 

4 meg./ cc.  8 mcg./cc. 

or  less  or  less* 

No.  of 
In  Vitro 
Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 
indole-negative 

836 

736 

(88%) 

779 

(93%) 

11 

Proteus  species 
Klebsiella-Aerobacter 

477 

210 

(14%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

*Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  bv  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  Erom  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia:  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respirator;,-  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  Garamvcin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
GAR.YMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  w 
pre-existing  renal  damage,  treated  with  G.4RAMYCIN  Injecul 
usually  for  longer  periods  or  with  higher  doses  than  recommend, 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  til 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-existi 
renal  impairment.  Kidney  function  diminished  by  infection  of  i| 
upper  urinary  tract  may,  however,  improve  during  effective  tre 
ment  with  G.ara.mycin  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  dn 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sulf 
has  not  been  shown  to  afford  any  clinical  advantages  and,  moreo 
may  result  in  additive  toxicity.  .Monitoring  of  vestibular,  cochlt 
and  renal  function  will  provide  guidance  for  therapy  in  such  ca 
Precautions:  In  patients  with  impaired  renal  function  in  wh- 
serious  infection  develops,  serum  concentrations  of  the  drug  n 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these 
tients  or  in  those  in  whom  recommended  dosage  or  duration 
therapy  must  be  exceeded  as  a life-saving  measure,  routine' stuc 
of  kidney  function  should  be  performed  when  possible.  These  r ; 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  fuj 
tion  and  measurement  of  serum  concentration  of  the  drug  wl| 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintaii| 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  ! 
days  or  be  repeated  unless  required  for  serious  infection  not  , 
sponsive  to  other  agents.  > 

.As  with  other  antibiotics,  treatment  with  Gar.amycin  Injectal 
may  occasionally  result  in  overgrowth  of  nonsensitive  organism? 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use.  in  pregnancy  or  the  potential  for  fetal  ototoxicity 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  a! 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fc 
GAR.A.MYCI.N  Injectable  should  not  be  used  in  pregnant  patienu  ' 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisa 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  conside 
related  to  treatment  with  G.ara.myci.n  Injectable  was  2.8  per  c j 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  w I 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia, 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  ka 
mycin),  and  5 were  over  60  years  of  age.  Si.x  also  had  decrea 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal 
the  4 patients  retested. 

.Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  sho’i 
increases  in  BUN  that  were  probably  related  to  treatment  v 
Garamycix  Injectable.  Of  20  increases  probably  or  possibly  rel; 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients, 

4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  yvere  one  insUI 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depres;i 
of  granulocytes  yvith  normal  bone  marrow.  Other  rarely  repo  l| 
and  possibly  treatment-related  adverse  reactions  yvere  anemia,  1 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotens  .j 
convulsions,  tyvitching,  salivation,  nausea,  vomiting,  increased  tr  f 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin, | 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycix  Injectable,  40  mg./cc.,  2-cc.  multiple-  i 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentamici  i 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int. 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  .Armstrong,  D.,  I 
Smith,  J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infecti| 
J.  Infect.  Dis.  119:483,  1969.  (3)  Cox,  C.  E.:  Gentamicin,  a I 
aminoglycoside  antibiotic:  Clinical  and  laboratory  studies  in  uri^ ' 
tract  infections,  J.  Infect.  Dis.  119:486,  1969.  (4)  Groll,  E.;  Cliil 
experience  with  gentamicin,  data  from  12  German  clinics,  in  (|t 
tamicin:  First  International  Symposium,  Paris,  January  lj?i 
Lucerne,  Essex  Chemie  .AG,  pp.  121-128.*  (5)  Jackson,  G.  G.: 
tory  and  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74^! 
Medeiros,  .A.  E.:  Discussion,  J.  Infect.  Dis.  119:533, 1969.  (7)  Polk  i, 
Discussion,  J.  Infect.  Dis.  119:529, 1969.  (8)  Three-month,  nation-^! 
hospital  audit  by  R.  .A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachu  U 
(mid-May  to  mid-.August,  1969). 

*Dosage  in  this  investigational  study  yvas  less  than  noyv  recommeipi 
in  Package  Insert. 

For  more  complete  prescribing  details,  consult  package  inset  >f 
Physicians’  Desk  Reference.  Schering  literature  is  also  avail  It 
from  your  Schering  Representative  or  Medical  Services  Departn  k 
Schering  Corporation,  Union,  New  Jersey  07083. 
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HERE  ARE 
THE  COLD  EACTS 


ISOCLOR  helps  patients  face  the  cold  facts 

ISOCLOR 


soclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
f|;olds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
iiafest  antihistamines.  And  pseudoephedrine  HCI  — a 
fecongestant  bronchodilator  providing  effective  and 
ong  lasting  relief  for  the  entire  respiratory  tract.  Both 
"vork  to  extend  the  range  of  relief. 

I 

i^OMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 

phlorpheniramine  Maleate 4 mg. 

bseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

i^hlorpheniramine  Maleate 10  mg. 

'^seudoephedrine  HCI 65  mg. 

■ |ln  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
^INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
‘ 'Conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
; opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-%  tsp.  q.  3-4  h. 

20-30  pounds 

1/4 -1/2  tsp.  q.  3-4  h. 

15-20  pounds 

i/s-i/4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 
QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


EDITORIAL 


Bright  Future  For  Medical  Education 


A brilliant,  newly  conceived  plan  for  medical 
- education  will  reverse  the  direction  in  which 
it  has  traveled  since  Flexner  published  his  rec- 
ommendations in  1911.  He  drove  medical  edu- 
cation to  the  university  campus.  The  new  plan 
will  send  medical  education  from  campus  to 
community,  where  the  gains  made  since  1911 
will  be  enhanced  by  bringing  students  into 
contact  with  medicine  in  the  environment  within 
which  it  must  always  be  delivered.  The  plan  will 
at  once  enable  education  to  be  oriented  wholly 
toward  practice,  and  increase  the  number  of 
graduates  to  deliver  the  care  for  which  demand 
is  increasing  rapidly.  The  concept  is  exciting. 

This  innovation  in  medical  education  has 
been  developing  in  a number  of  centers 
largely  because  of  recognition  that  existing 
medical  schools  have  physical  limits.  Enrollment 
has  been  increased  about  as  far  as  the  four  walls 
of  classrooms  will  permit.  New  construction  is 
expensive  and  beyond  budgets  at  most  schools. 
Some  way  had  to  be  found  to  still  further  in- 
crease graduating  classes  without  spending 
enormous  sums  for  new  schools  and  for  expan- 
sion of  existing  schools.  Many  have  simulta- 
neously arrived  at  the  present  proposal  —to 
remove  the  Flexnerian  shackles  that  have  held 
medical  education  to  the  restrictions  of  the 
campus. 

The  University  of  Washington  School  of 
Medicine  proposes  to  enroll  students  who  will 
spend  very  little  time  on  the  University  of 
Washington  Campus.  The  region  in  which  this 
plan  w’ill  become  effective — Washington,  Alaska, 
Montana,  Idaho — ^has  many  candidates  for  medi- 
cal education  now  unable  to  gain  admission  to  a 
medical  school.  These  well  qualified  individuals 
can  be  enrolled  in  the  University  of  Washington 
School  of  Medicine  and  at  the  same  time  in  a 
college  or  university  participating  in  the  plan. 
There  are  many  such  institutions  in  the  region 
to  be  included  and  many  have  expressed  interest 
in  the  proposal.  Most  of  the  core  material,  now 


included  in  the  modern  curriculum  recently 
adopted  at  UWSM,  can  be  given  at  the  associ- 
ating schools.  Facilities  and  personnel  are  readily 
available.  They  can  be  given  whatever  advice 
and  guidance  may  be  necessary,  by  the  Medical 
School.  Students  can  spend  a few  months  on  the 
campus  at  Seattle  for  instruction  not  readily 
available  at  the  institution  conducting  the  main 
program.  Present  operation  of  on-campus  edu- 
cation will,  of  course,  continue. 

The  new  curriculum  at  UWSM,  because  of 
its  flexibility,  appears  to  be  made  for  just  such 
application.  It  is  designed  to  include  many 
electives  and  it  permits  a student  to  proceed  at 
his  own  pace.  Graduation  in  three  years  is 
possible. 

After  completion  of  the  first  two  years  of  his 
education,  the  student  selects  his  pathway  to  the 
M.D.  degree.  Those  enrolled  under  the  new 
plan  will  then  obtain  clinical  training  in  com- 
munities not  necessarily  the  site  of  a college  or 
university.  Many  medical  centers  will  be  able 
to  qualify  as  educational  centers,  and  they  will 
be  selected  according  to  the  pathway  to  be  given 
the  most  attention.  A modem  hospital,  with 
alert  staff,  could  well  become  one  of  the  “micro- 
academic units”  proposed  for  this  phase  of  medi- 
cal education. 

In  addition  to  admitting  more  students  and 
producing  more  physicians,  the  new  plan  offers 
several  other  advantages.  There  is  no  doubt 
that  association  with  the  medical  school  will 
be  stimulating  to  every  community  involved. 
Presence  of  medical  students  in  a community 
hospital  can  be  a ehallenge  to  house  staff  and 
medical  staff.  More  important,  however,  will  be 
the  attitude  training  made  available  to  the 
students. 

Since  clinical  training  will  be  given  by  physi- 
cians in  practice,  at  the  point  where  medical 
care  becomes  the  practical  application  of  medical 
science,  the  students  will  actually  be  trained  for 
practice.  They  will  escape  the  transition  period 
necessary  when  the  present  system  ends  and 
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the  new  physician  steps  into  what  many  students 
now  call  the  real  world.  He  will  be  so  much  a 
part  of  it  that  practice  will  blend  completely 
with  the  close  of  his  training  period.  His  attitude 
toward  practice  will  need  no  adjustment. 

Another  attitude  effect  will  be  removal  of 
the  fear  of  practice  in  a small  community.  One 
of  the  reasons  that  the  present  system  has  failed 
to  provide  physicians  to  small  communities  is  the 
lack  of  confidence  of  the  young  physician  in  his 
ability  to  function  without  the  complex  organi- 
zation within  which  he  receives  his  training. 
Thorough  understanding  of  the  opportunities 


in  small  town  practice  will  do  much  to  overcome 
reluctance.  Most  of  these  trained  in  small  com- 
munities will  remain  to  practice  in  the  same 
community  or  one  nearby. 

This  is  the  reversal  of  the  direction  that  was 
established  by  Flexner.  But  it  does  not  take  the 
student  out  of  the  university — it  moves  the  uni- 
versity out  to  the  communities.  And  it  really  does 
not  change  Flexner’s  direction  at  all.  He  moved 
medical  education  into  a new  era  of  great  im- 
provement. That  movement  will  continue.  The 
future  is  bright. 

H.  L.H. 


Opinions 


In  the  heaviest  return  of  cards  since  the  monthly 
series  was  initiated,  three  articles  achieved  a 
virtual  tie  for  best  in  the  April  issue.  As  in  pre- 
vious returns  showing  reader  preference,  it  is 
clear  that  the  most  desirable  articles  are  those 
discussing  problems  met  in  daily  practice. 

These  returns  are  also  demonstrating  an  impor- 
tant characteristic  of  physicians  as  readers  of 
medical  literature.  It  is  obvious  that  a high  de- 
gree of  discrimination  is  being  demonstrated. 
Physicians  select  carefully,  devoting  precious 
reading  time  to  material  that  is  helpful  as  well 
as  interesting.  In  the  April  issue,  it  might  have 
been  expected  that  the  cover  photo,  in  color, 
would  stimulate  the  most  interest.  But  it  did 
not  do  so.  Interest  in  the  other  two  articles  was 
not  diminished  by  the  unbalance  of  interest  on 
the  cover.  This  is  a clear  indication  that  content 
is  more  important  than  cover  exposure  or  illus- 
tration. 

Gratifying  interest  in  library  service  was  re- 
vealed in  the  answers  to  inquiry  about  desire 
for  more  information.  Seventy  percent  expressed 
interest  in  learning  more  about  the  services  avail- 
able from  the  Pacific  Northwest  Regional  Health 
Sciences  Library. 


THE  VOTE  FOR  BEST  ARTICLE: 

Percent 


Phototherapy  and  the  Jaundiced  Infant 29.9 

Surgical  Treatment  of  Rheumatoid 

Arthritis  of  the  Hand 29.2 

Erythrocyte  Sedimentation  Rate 31.2 

Oregon  Physicians 9.7 


THE  VOTE  ON  LIBRARY  SERVICE: 

Percent 


Yes  No 

Have  used  the  loan  service 43.5  56.5 

Have  used  copying  service 25.0  75.0 

Have  used  search  service 20.5  79.5 

Would  like  to  know  more 70.4  29.6 


A report  on  the  Pacific  Northwest  Regional 
Health  Sciences  Library,  with  full  information 
on  how  to  get  library  service,  will  be  carried  in 
the  July  issue. 

H.L.H. 
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000121 


Now 

available  for  your 

prescribing 

needs 


Cordran^  1ape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


408 

Northwest  Medicine,  June,  1970 


A Record  Analysts  of  Washington  Drivers  with 
License  Restrictions  for  Heart  Disease 

ALFRED  GRANGER,  JR.,  M.A.  / PEGGY  ANN  O'NEALL,  Olympia,  Washington 


The  use  of  a new  medical  report  form  along  with  the  findings  of  other 
research  into  the  relationship  of  heart  disease  and  driving  performance  prompted 
this  study  to  determine  if  there  are  drivers  with  specific  heart  diseases,  masked 
by  the  over-all  heart  disease  group,  that  have  significantly  higher  accident, 
violation,  or  accident  and  violation  rates  than  those  of  a comparable  non-restricted 
population. 

A random  sample  of  drivers  restricted  for  specific  heart  diseases  was 
selected  for  study.  These  include  arteriosclerotic,  hypertensive,  rheumatic,  and 
other  heart  disease.  A sample  of  non-restricted  drivers  was  also  selected  to  repre- 
sent the  non-restricted  driving  population  for  comparative  purposes.  This  group 
was  matched  to  each  member  of  the  disease  group  samples  in  terms  of  age,  sex, 
and  city  of  residence. 

The  arteriosclerotic  and  hypertensive  disease  groups  each  were  found  to 
have  significantly  higher  accident  rates  than  that  of  their  matched  groups.  The 
remaining  two  groups,  rheumatic  and  other  heart  disease,  were  not  significantly 
different  from  their  matched  groups  in  terms  of  accident  rates.  None  of  the 
violation  rates  for  any  of  the  four  disease  groups  were  significantly  different 
from  those  of  their  matched  groups. 

Drivers  restricted  for  heart  disease  are  required  to  be  medically  re-examined 
every  six  months,  one  year  or  two  years,  depending  upon  the  recommendations 
of  their  physician  and  the  screening  process  of  the  driver  license  examiners  at 
the  time  the  driver  applied  for  his  license.  It  was  found  in  this  study  that  the 
drivers  on  a six-month  re-examination  cycle  had  a significantly  greater  proportion 
of  accidents  than  expected.  This  indicates  that  they  are  a group  of  problem 
drivers  in  themselves,  regardless  of  the  specific  disease  for  which  they  are 
restricted. 

Another  portion  of  the  study  involved  comparing  the  driving  records  of  the 
universe  of  44  drivers  known  to  be  users  of  pacemaker  devices  with  comparable 
samples  of  drivers  with  heart  disease  and  non-restricted  drivers,  selected  to 
match  the  pacemaker  universe  in  terms  of  age,  sex,  and  city  of  residence.  No 
significant  differences  were  found  among  these  three  groups  in  terms  of  acci- 
dents, violations,  or  the  combination  of  accidents  and  violations.  Therefore,  the 
users  of  pacemakers  do  not  appear  to  be  a ]rroblem  driver  group. 


The  purpose  of  this  research 
is  to  investigate  the  rela- 
tionship of  specific  heart  diseases 
and  driving  performance,  spe- 
cifically, to  determine  if  there 
are  certain  heart  diseases,  mask- 
ed by  the  overall  heart  disease 


grouping,  that  have  significantly 
poorer  driving  records  in  terms 
of  violations  and  accidents  than 
drivers  of  comparable  popula- 
tions. The  following  four  cate- 
gories of  heart  disease  are  con- 
sidered in  this  study:  arterio- 


sclerotic; hypertensive;  rheu- 
matic; other  heart  disease.  A 
fifth  group  included  for  study  is 
composed  of  the  Washington 
drivers  known  to  be  using  pace- 
makers, regardless  of  their  cur- 
rent medical  restriction  status. 
Since  the  use  of  a pacemaker 
indicates  a previous  heart  ail- 
ment, the  pacemaker  group  will 


From  Washington  State  Department  of  Motor  Vehicles  Research  Division. 
Mr.  Crancer  is  Chief  Research  Scientist,  Department  of  Motor  Vehicles. 
Mrs.  O’Neall  is  Senior  Research  Analyst,  Department  of  Motor  Vehicles. 
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TABLE  1 


Median  Age  of  Heart  Disease  and  Matched  Groups 


Disease  Type 

Disease  Group 
Median 

Number  Age 

Age 

Range 

Matched  Group 
Median 

Number  Ase 

Age 

Range 

Arteriosclerotic 

141 

61 

43-86 

141 

61 

39-89 

Hypertensive 

118 

63 

34-85 

120 

62.5 

34-82 

Rheumatic 

85 

58 

24-82 

85 

54 

24-78 

Other  Heart  Disease 

130 

58 

19-86 

127 

57 

20-85 

TOTAL 

474 

60 

19-86 

452 

60 

20-89 

be  included  in  the  term  “disease 
groups”  throughout  this  report 
along  with  the  other  four  heart 
diseases  studied. 

background 

\\'^ashington  law  imposes  re- 
strictions upon  the  driving  privi- 
lege of  indmduals  who  have 
mental  or  physical  disabilities 
which  might  affect  their  ability 
to  operate  a vehicle  safely. 
There  are  approximately  20,000 
drivers  on  medical  restrictions 
at  the  present  time.  Through 
various  channels,  the  Depart- 
ment of  Motor  Vehicles  becomes 
aware  that  a driver  has  a heart 
ailment.  A license,  either  an 
original  or  a renewal,  is  refused 
until  medical  certification  is  re- 
ceived that  indicates  the  condi- 
tion has  been  controlled  for  at 
least  three  months.  The  license 
is  then  issued  with  a restriction 
that  the  driver  be  medically  re- 
examined every  six  months,  one 
year,  or  two  vears  thereafter. 
The  re-examination  cycle  is  de- 
termined by  the  Department 
and  is  guided  by  the  physician’s 
initial  report.  The  physician’s 
report  submitted  to  the  Depart- 
ment following  each  re-exami- 
nation guides  the  Department 
in  determining  whether  the  re- 
striction cycle  should  be  con- 
tinued or  changed.  A new  medi- 
cal report  form  was  introduced 
in  the  Fall  of  1967. 

Several  studies  have  been 
conducted  to  compare  records 
of  drivers  with  medical  or  psy- 
chological restrictions  with  the 


TABLE  lA 
Median  Age  of 

Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 


Group  Number 

Pacemaker  44 

Matched  Pacemaker  44 

Heart  Disease  44 


unrestricted  driving  populations. 
M’aller  conducted  a study  of 
2,672  persons  with  known 
chronic  medical  conditions 
whose  records  were  on  file  with 
the  California  Department  of 
Motor  Vehicles.^  The  driving 
records  of  this  group  were  com- 
pared to  922  California  drivers 
renewing  their  licenses  who  had 
no  known  medical  restrictions. 
The  two  groups  were  matched 
as  to  age,  sex,  marital  status, 
and  socio-economic  status. 

It  was  found  that  drivers  with 
diabetes,  epilepsy,  cardiovascu- 
lar disease,  alcoholism  and  men- 
tal illness  averaged  Uvice  as 
many  accidents  per  1,000,000 
miles  of  driving  and  1.3  to  1.8 
times  as  many  violations  per 
100,000  miles  as  drivers  in  the 
comparison  group  on  an  age- 
adjusted  basis. 

Crancer  and  McMurray  in- 
vestigated accident  and  viola- 
tion rates  of  Washington  drivers 
with  medical  licensing  and  driv- 
ing restrictions.-  It  was  reported 
that  persons  with  heart  disease 
and  vision  deterioration  had  ac- 
cident and  violation  rates  about 
equal  to  the  unrestricted  driving 
population,  while  persons  whose 
licenses  were  restricted  because 
of  diabetes,  epilepsy,  fainting 
and  other  conditions  were 


Age  Range  Median  Age 
39-86  72.5 

42-82  71 

44-84  71 

found  to  have  statistically  higher 
accident  rates  than  the  non- 
restricted  drivers.  The  heart 
disease  group  had  a statistically 
lower  violation  rate,  while  the 
violation  rate  of  those  restricted 
for  diabetes,  epilepsy  and  other 
conditions  was  statistically 
higher. 

Crancer  and  Quiring  investi- 
gated the  driving  records  of  per- 
sons with  selected  chronic  dis- 
eases.® The  final  study  groups 
contained  266  diabetics  and  100 
drivers  with  cardiovascular  dis- 
ease. These  drivers  were  com- 
pared with  the  licensed  drivers 
of  King  Coimty,  matched  for 
sex  and  adjusted  for  age.  It  was 
concluded  that  the  cardiovascu- 
lar group  had  an  accident  rate 
comparable  to  the  King  County 
drivers.  However,  the  violation 
rate  of  this  group  was  signifi- 
cantly higher  than  that  of  the 
King  County  population  to 
which  it  was  compared. 

The  fact  that  the  findings  of 
Crancer  and  McMurray  and 
Crancer  and  Quiring  regarding 
drivers  with  heart  ailment  re- 
strictions differ  from  the  findings 
of  Waller  prompted  this  study 
of  specific  heart  diseases  to 
answer  the  following  question: 
Are  there  specific  heart  diseases, 
masked  by  the  over-all  heart 
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TABLE  2 

Accident  and  Violation  Rates:* 

Heart  Disease  and  Matched  Groups 

Accidents  and 

Accidents  Violations  Violations 


Disease 

Matched 

Disease 

Matched 

Disease 

Matched 

Group 

Group 

Group 

Group 

Group 

Group 

Disease  Type 

Mean 

Mean 

Mean 

Mean 

Mean 

Mean 

Arteriorsclerotic 

.35 

.18 

.59 

.67 

.94 

.85 

Hypertensive 

.31 

.13 

.51 

.38 

.82 

.51 

Rheumatic 

.21 

.25 

.47 

.68 

.68 

.93 

Other  Heart  Disease 

.24 

.17 

.69 

.76 

.92 

.93 

♦Driving  record  includes  time  period  July  1963  through  July  1969. 


TABLE  2A 

Accident  and  Violation  Rates:* 

Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 

Group  Means 


Group 
Pacemaker 
Matched  Pacemaker 
Heart  Disease 


Accidents 

.25 

.18 

.39 


Violations 

.64 

.32 

.36 


Accidents  and 
Violations 
.89 
.50 
.75 


♦Driving  record  includes  time  period  July  1963  through  July  1969. 


disease  grouping,  that  have  sig- 
nificantly higher  accident  or  vio- 
lation rates,  or  both,  than  those 
of  a comparable  population? 

method 

For  each  of  the  groups,  a 
stratified  random  sample  was  se- 
lected from  the  DMV  medical 
restriction  files.  Specifically,  a 
maximum  of  four  drivers  was 
randomly  selected  from  each  file 
drawer  with  the  aid  of  a random 
number  table.  Although  a maxi- 
mum of  184  drivers  was  possible 
for  each  of  the  four  samples,  the 
selection  procedures  employed 
to  assure  random  selection  pre- 
cluded attaining  this  maximum 
in  any  of  the  four  groups.  Table 
1 indicates  the  sample  numbers 
for  each  group. 

Table  8 presents  the  distri- 
bution of  accidents  among  the 
three  medical  restriction  cycles, 
six  months,  one  year,  two  years. 
An  analysis  of  these  distributions 
reveals  that  the  drivers  on  a six- 
month  cycle  have  a significantly 
greater  proportion  of  the  acci- 
dents than  expected. 

Additional  analysis  reveals  that 
the  only  individual  disease  group 


that  showed  any  significant  dif- 
ferences among  the  three  cycles 
was  the  rheumatic  group.  Al- 
though the  differences  indicated 
that  the  six-month  restriction 
group  of  drivers  may  be  over- 
represented in  accident  involve- 
ments, the  numbers  are  too  small 
to  consider  as  reliable.  There- 
fore, the  significant  difiFerence  in 
the  disease  group  total  for  acci- 
dents is  considered  the  result  of 
contributions  from  all  four  indi- 
vidual groups  rather  than  the 
contribution  of  a single  disease 
group. 

violations 

None  of  the  violation  rates  or 
the  distributions  of  violations  of 
the  disease  and  matched  groups 
among  the  five  classes  under 
study  were  found  to  be  signifi- 
cantly diflFerent,  Tables  2,  2A, 
4,  4A. 

The  distributions  of  violations 
by  type,  mandatory  or  non- 
mandatory, and  by  specific  vio- 
lation are  presented  in  Tables  6 
and  6A.  No  significant  differ- 
ences were  found  between  any 
of  the  disease  and  matched 
groups  under  study  in  either  the 


distributions  of  mandatory  and 
non-mandatory  violations  or  in 
the  distributions  of  violations  by 
specific  violation.  A mandatory 
offense  is  one  which  requires  the 
suspension  of  the  driver’s  license 
because  of  the  severity  of  the 
offense. 

No  significant  differences  were 
found  in  the  distributions  of 
violations  among  the  three  re- 
striction cycles  for  any  of  the 
individual  disease  groups  or  for 
the  disease  groups  combined. 
Table  8. 

accidents  and  violations 

Only  the  accident  and  viola- 
tion rate  of  the  hypertensive 
disease  group  was  found  to  be 
significantly  different  from  its 
matched  group.  Table  2.  The 
disease  group  rate  was  signifi- 
cantly higher  than  that  of  the 
matched  group.  This  is  due  pri- 
marily to  the  contribution  of  the 
significantly  higher  accident  rate 
of  this  disease  group.  It  should 
be  noted  that  the  significantly 
higher  accident  rate  for  the  ar- 
teriosclerotic disease  group  was 
offset  by  the  lower  but  not  sig- 
nificantly lower  violation  rate. 
Therefore,  the  combined  acci- 
dent and  violation  rate  of  the 
disease  and  matched  groups  are 
not  significantly  different.  Tables 
5 and  5A  present  the  distribu- 
tions of  accidents  and  violations 
combined.  No  significant  differ- 
ences between  disease  and 
matched  groups  were  found. 
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TABLE  3 

Percentage  Distribution  of  the  Number  of  Accidents:* 


Heart  Disease  and  Matched  Groups 


Other 

Arteriosclerotic^  ° ® 

Hypertensive"”” 

Bheumatic 

Heart  Disease 

Number  of 

Disease 

Matched 

Disease 

Matched 

Disease 

Matched 

Disease 

Matched 

Accidents 

Group 

Group 

Group 

Group 

Group 

Group 

Group 

Group 

0 

70.92 

85.82 

76.27 

87.50 

81.18 

81.18 

78.46 

86.61 

1 

23.40 

9.93 

18.64 

11.67 

16.47 

14.12 

20.00 

11.02 

2 

4.96 

4.26 

3.39 

.83 

2.35 

3.53 

ni 

1.57 

3 

4.96 

4.26 

.85 

1.18 

.11 

.79 

4 

5 

.85 

Total““ 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

Total  Drivers 

141 

141 

118 

120 

85 

85 

130 

127 

‘Driving  record  includes  time  period  July 

1963  through 

July  1969. 

“Due  to  rounding. 

columns  may 

not  add  to 

100.00. 

***The  distribution  of  accidents  differs  significantly  between  the  disease  and  matched  groups  (P  < .05). 


TABLE  3A 


Percentage  Distribution  of  the  Number  of  Accidents:* 
Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 


Number  of 

Matched 

Heart 

Accidents 

Pacemaker 

Pacemaker 

Disease 

0 

79.55 

81.82 

75.00 

1 

15.91 

18.18 

13.64 

2 

4.55 

9.09 

3 

Total  “ 

100.00 

100.00 

2.27 

100.00 

Total  Drivers 

44 

44 

44 

‘Driving  record  includes  time  period  July 

1963  through  July  1969. 

“Due  to  rounding, 

colunms  may  not  add  to 

100.00. 

not  even  for  the  hypertensive 
groups. 

Because  the  number  of  drivers 
known  to  the  Department  as 
users  of  pacemakers  is  small,  the 
universe  of  44  was  selected  for 
study  instead  of  selecting  a sam- 
ple. Each  of  the  44  pacemaker 
users  was  matched  according  to 
age  (within  five  years),  sex,  and 
city  of  residence,  with  a driver 
restricted  for  heart  disease  who 
is  not  a pacemaker  user. 

For  each  of  the  four  heart 
disease  samples  and  the  pace- 
maker universe  a matched  group 
of  non-restricted  drivers  was  se- 
lected in  the  following  manner. 
The  name  of  each  disease  group 
driver  was  located  in  the  annual 
driver  register.  The  character- 
istics of  each  succeeding  driver 
in  the  register  were  reviewed 
until  a driver  was  found  who 
matched  the  disease  group 
driver  in  terms  of  age  (within 
five  years ),  sex,  city  of  residence. 


These  drivers  were  assigned  to 
the  appropriate  matched  groups 
which  comprise  the  normal 
groups  to  which  each  of  the 
disease  groups  were  compared. 

Next,  an  up-to-date  abstract  of 
the  driving  record,  for  each 
driver  selected  for  each  of  the 
disease  and  matched  normal 
groups,  was  obtained  for  the 
period  July  1963  through  July 
1969.  Accident,  violation,  com- 
bined accident  and  violation 
rates,  and  distributions  of  acci- 
dents and  violations  by  type 
were  analyzed  using  appropriate 
statistical  techniques. 

Tables  1 and  lA  present  the 
median  ages  and  age  ranges 
of  each  of  the  eleven  groups 
studied  in  this  report. 

results 

The  accident  rates  of  the 
arteriosclerotic  and  hypertensive 
disease  groups  were  foimd  to  be 
statistically  higher  than  those  of 


their  matched  groups.  Table  2. 
Similarly,  the  distributions  of 
drivers  by  number  of  accidents 
of  these  same  two  disease  groups 
were  significantly  different  from 
their  matched  groups,  the  dis- 
ease group  in  each  case  having 
a greater  proportion  of  acci- 
dents than  the  matched  group. 
Table  3.  There  were  no  signifi- 
cant differences  found  in  the 
rates  or  distributions  of  acci- 
dents among  drivers  restricted 
for  rheumatic  or  other  heart  dis- 
ease, or  drivers  using  pacema- 
kers, Tables  2A  and  3A. 

Tables  7 and  7A  present  the 
distribution  of  accidents  by 
type,  fatal  or  injury.  None  of 
the  members  of  the  eleven 
groups  had  been  involved  in  a 
fatal  accident.  There  were  no 
significant  differences  found  in 
the  distribution  of  injury  acci- 
dents between  any  of  the  disease 
and  matched  groups. 

An  analysis  of  the  medical  re- 
striction cycles  presented  in 
Table  8 reveals  the  proportion 
of  accidents  and  violations  ac- 
cumulated by  drivers  on  a six- 
month  restrietion  cycle  is  sig- 
nificantly greater  than  expected. 
This  is  primarily  attributable  to 
the  significantly  greater  propor- 
tion of  accident  involvements  of 
this  group  mentioned  above. 

It  should  be  noted  that  since 
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TABLE  4 

Percentage  Distribution  of  the  Number  of  Violations:* 
Heart  Disease  and  Matched  Groups 


Number  of 
Violations 
0 
1 
2 

3 

4 

5 

6 

7 

8 

Total*  “ 

Total  Drivers 
•Driving  record 


Arteriosclerotic 
Disease  Matched 


Group 

Group 

67.38 

70.21 

19.15 

15.60 

9.22 

2.84 

1.42 

4.96 

.71 

3.55 

.71 

2.13 

Hypertensive 
Disease  Matched 


Group 

Group 

67.80 

71.67 

23.73 

20.83 

5.08 

5.83 

.85 

1.67 

.85 

.85 

.85 

100.00 

100.00 

118 

120 

through  July  1969. 


Rheumatic'*  ^ 
Disease  Matched 


Group 

Group 

65.88 

62.35 

27.06 

17.65 

2.35 

12.94 

3.53 

4.70 

1.18 

1.18 

1.18 

100.00 

100.00 

85 

85 

Other 

Heart  Disease 
Disease  Matched 
Group  Group 

61.54  58.27 

23.85  25.20 

4.62  10.24 

7.69  1.57 

.77  1.57 

.77  2.36 

.77  .79 

100.00  100.00 

130  127 


.71 

.71  .71 

100.00  100.00 
141  141 

includes  time  period  July  1963 


••Due  to  rounding,  columns  may  not  add  to  100.00. 

•••The  distribution  of  violations  differs  significantly  between  the  disease  and  matched  groups (P  <.05). 


TABLE  4A 


Percentage  Distribution  of  the  Number  of  Violations:* 
Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 


Number  of 

Matched 

Heart 

Violations 

Pacemaker 

Pacemaker 

Disease 

0 

68.18 

77.27 

79.55 

1 

18.18 

15.91 

11.36 

2 

6.82 

4.55 

4.55 

3 

2.27 

2.27 

2.27 

4+ 

4.55 

2.27 

Total 

100.00 

100.00 

100.00 

Total  Drivers 

44 

44 

44 

•Driving  record 

includes  time  period  July 

1963  through  July  1969. 

the  pacemaker  group  is  the  uni- 
verse of  drivers  using  a pace- 
maker device  rather  than  a sam- 
ple, it  includes  some  drivers  who 
do  not  have  now  and  never  have 
had  a license  restriction.  There- 
fore, no  restriction  cycle  com- 
parison could  be  made. 
discussion 

As  indicated  in  the  first  part 
of  this  report,  the  findings  of 
Crancer  and  McMurray  and 
Crancer  and  Quiring  differed 
from  those  of  Waller  in  that  the 
drivers  with  cardiovascular  dis- 
ease in  Waller’s  study  had  a 
higher  accident  rate  than  a com- 
parable non-disease  group  while 
the  Washington  studies  indi- 
cated the  drivers  with  heart 
disease  had  accident  and  viola- 
tion rates  similar  to  those  of 
comparable  non-disease  groups. 


The  results  of  the  present  study 
bring  the  Waller  findings  and 
the  Washington  findings  into 
harmony  by  pointing  up  the  fact 
that  although  the  over-all  heart 
disease  group  may  have  an  acci- 
dent rate  comparable  to  a non- 
disease group,  some  specific 
groups,  namely,  arteriosclerotic 
and  hypertensive  heart  disease, 
do  have  higher  accident  rates 
than  those  of  comparable  non- 
restricted  groups. 

This  finding  supports  the  cur- 
rent licensing  procedure  of  re- 
stricting at  least  those  drivers 
afflicted  with  hypertensive  and 
arteriosclerotic  heart  disease. 
Continued  restriction  of  rheu- 
matic and  other  heart  disease 
afflicted  drivers  should  be  open 
to  review  by  physicians  and  li- 
cense administrators. 


An  important  finding  of  this 
study,  the  fact  that  the  six- 
month  cycle  group  has  a signifi- 
cantly greater  proportion  of  acci- 
dents than  expected,  leads  to  the 
following  consideration:  Per- 

haps the  only  drivers  who  should 
be  medically  restricted  in  the 
future  should  be  those  required 
to  be  re-examined  every  six 
months,  regardless  of  the  type 
of  disease. 

Current  licensing  procedures 
require  that  a license  applicant, 
known  to  the  department  as 
having  heart  disease,  must  ob- 
tain a physician’s  certification 
that  the  heart  condition  has  been 
under  control  for  a minimum  of 
three  months  before  even  a re- 
stricted license  will  be  issued. 
Although  this  research  did  not 
investigate  the  length  of  time  a 
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TABLE  5 

Percentage  Distribution  of  the  Number  of  Accidents  and  Violations:* 
Heart  Disease  and  Matched  Groups 


Other 

Number  of 

Arteriosclerotic 

Hypertensive 

Rheumatic 

Heart  Disease 

Violations 

Disease 

Matched 

Disease 

Matched 

Disease 

Matched 

Disease 

Matched 

ir  Accidents 

Group 

Group 

Group 

Group 

Group 

Group 

Group 

Group 

0 

52.48 

63.12 

58.47 

67.50 

.56.47 

56.47 

50.77 

55.12 

1 

24.82 

19.15 

21.19 

19.17 

29.41 

14.12 

29.23 

23.62 

2 

10.64 

4.96 

11.86 

9.17 

7.06 

16.47 

7.69 

11.02 

3 

7.09 

3.55 

3.39 

3.33 

4.71 

8.24 

4.62 

3.94 

4 

2.84 

5.67 

3.39 

.83 

1.18 

2.35 

6.15 

1.57 

5 

.71 

2.13 

.85 

1.18 

2.35 

.79 

6 

.77 

2.36 

7 

8 

.71 

.71 

.77 

1.57 

9 

10 

.71 

.71 

11 

.85 

Total"’ 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

100.00 

Total  Drivers 

141 

141 

118 

120 

85 

85 

130 

127 

•Driving  record  includes  time  period  July 

1963  through  July  1969. 

••Due  to  rounding,  columns  may  not  add  to  100.00. 


TABLE  5A 

Percentage  Distribution  of  the  Number  of  Accidents  and  Violations:* 
Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 


Number  of 
Violations  and 

Matched 

Heart 

Accidents 

Pacemaker 

Pacemaker 

Disease 

0 

63.64 

70.45 

..59.09 

1 

13.64 

15.91 

25.00 

2 

11.36 

9.09 

6.82 

3 

4.55 

2.27 

4.55 

4+ 

6.82 

2.27 

4.55 

Total’* 

100.00 

100.00 

100.00 

Total  Drivers 

44 

44 

44 

•Driving  record  includes  time  period  July  1963  through  July  1969. 


••Due  to  rounding,  columns  may  not  add  to  100.00. 


driver  had  been  under  a par- 
ticular cycle  restriction,  it  is 
clear  that  those  drivers  who  are 
on  a sLx-month  cycle  are  those 
for  whom  there  is  the  least  con- 
trol of  the  condition.  It  appears 
that  research  is  warranted  to 
determine  the  eflFectiveness  of 
extending  the  minimum  control 
period  to  six  months  or  a year, 
in  order  to  reduce  the  accident 


rate  of  the  six-month  cycle 
group. 

The  results  of  the  pacemaker 
portion  of  this  study  reveals  that 
as  a group  the  drivers  using 
these  devices  are  not  a problem 
driver  group,  that  is,  they  do 
not  have  significantly  different 
accident  or  \aolation  rates  from 
either  a comparable  group  of 
heart  disease  drivers  or  a corn- 
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parable  group  of  non-restricted 
drivers.  Therefore,  it  is  sug- 
gested that  any  program  under 
consideration  to  restrict  this 
group  of  drivers  on  the  basis 
of  their  using  a pacemaker  de- 
\ice  be  questioned  in  light  of 
these  findings. 

conclusion 

The  findings  of  this  study  il- 


TABLE  6 


Percentage  Distribution  of  Violations  by  Type:* 
Heart  Disease  and  Matched  Groups 


Violation  Category 
Mandatory 
License  Suspension 
Drunken  Driving 
Reckless  Driving 
Hit  and  Run 

Driving  While  Suspended 
Other 

Total  Mandatory 
Non-Mandatory 
License  Suspension 
Speeding 
Failure  to  Stop 
Negligent  Driving 
Defective  Equipment 
Failure  to  Yield 
Improper  Turn 
Prohibited  Turn 
Disobey  Road  Signs 
Other 

Total  Non-Mandatory 
Grand  Total** 

Number  of  Violations 
Number  of  Drivers 


Arterio 

Hyper- 

Rheum- 

Other 

Heart 

sclerotic 

tensive 

atic 

Disease 

Group 

Group 

Group 

Group 

2.41 

6.67 

0 

2.22 

1.20 

1.67 

0 

0 

1.20 

0 

0 

1.11 

0 

0 

0 

0 

0 

0 

0 

0 

4.81 

8.34 

0 

3.33 

42.17 

36.66 

45.00 

38.89 

8.43 

15.00 

17.50 

23.33 

12.05 

6.67 

7.50 

5.56 

0 

0 

2.50 

2.22 

10.84 

6.67 

10.00 

7.78 

3.61 

1.67 

2.50 

1.11 

1.20 

1.67 

2.50 

3.33 

2.41 

8.33 

5.00 

1.11 

14.46 

15.00 

7.50 

13.33 

95.18 

91.67 

100.00 

96.67 

100.00 

100.00 

100.00 

100.00 

83 

60 

40 

90 

141 

118 

85 

130 

•Driving  record  includes  time  period  July  1963  through  July  1969. 


••Due  to  rounding,  columns  may  not  add  to  100.00. 


TABLE  6A 

Percentage  Distribution  of  Violations  by  Type: 
Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 


Category  of  Violation 
Mandatory 
License  Suspension 
Non-Mandatory 
License  Suspension 
Speeding 
Failure  to  Stop 
Negligent  Driving 
Defective  Equipment 
Failure  to  Yield 
Improper  Turn 
Prohibited  Turn 
Disobey  Road  Signs 
Other 

Total  Non-Mandatory®  * 
Number  of  Violations 
Number  of  Drivers 


Pacemaker 


28 

44 


Matched 

Pacemaker 


14 

44 


Heart 

Disease 


0 

0 

0 

35.71 

28.57 

31.25 

17.86 

7.14 

18.75 

3.57 

7.14 

6.25 

0 

0 

0 

3.57 

28.57 

25.00 

17.86 

7.14 

12.50 

3.57 

7.14 

0 

3.57 

7.14 

0 

14.29 

7.14 

6.25 

100.00 

100.00 

100.00 

16 

44 


•Driving  record  includes  time  period  July  1963  through  July  1969. 
••Due  to  rounding,  columns  may  not  add  to  100.00. 


TABLE  7 

Distribution  of  Accidents  by 

Arteriorsclerotic  Hypertensive 

Disease  Matched  Disease  Matched 


Fatal  Accidents 

Group 

0 

Group 

0 

Group 

0 

Group 

0 

Injury  Accidents 

7 

3 

3 

3 

Injuries 

14 

3 

3 

3 

Number  of  Accidents 

50 

26 

37 

16 

Number  of  Drivers 

141 

141 

118 

120 

•Driving  record  includes 

time  period 

July  1963  through  July 

1969. 

Type:* 


Rheumatic 
Disease  Matched 


Group 

Group 

0 

0 

5 

4 

12 

7 

18 

21 

85 

85 

Other  Heart  Disease 
Disease  Matched 
Group  Group 
0 0 

2 4 

2 8 

31  21 

130  127 
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TABLE  7A 


Distribution  of  Accidents  by  Type:* 

Pacemaker,  Matched  Pacemaker,  and  Heart  Disease  Groups 


Type  of  Accident 

Pacemaker 

Matched 

Pacemaker 

Heart 

Disease 

Fatal 

0 

0 

0 

Injurv 

2 

3 

5 

Number  of  Injuries 

2 

4 

5 

Number  of  Accidents 

11 

8 

17 

Number  of  Drivers 

44 

44 

44 

‘Driving  record  includes  time  period  July  1963  through  July  1969. 

TABLE  8 

Percentage  Distribution  of  Accidents,  Violations, 


Accidents  and  Violations  by  Medical  Restriction  Cycle* 
Arteriosclerotic,  Hypertensive,  Rheumatic,  Other  Heart  Disease  Combined 


Accident /Violation 
Category 

Medical  Restriction  Cycle 
6 months  1 year  2 years 

Total 

Total  Number  of  Drivers 

23 

204 

247 

474 

Accidents:  None 

47.83 

75.00 

79.76 

76.16 

One  or  more 

52.17 

25.00 

20.24 

23.84 

Total 

100.00 

100.00 

100.00 

100.00 

Violations  : None 

47.83 

70.10 

63.56 

65.61 

One  or  more 

52.17 

29.90 

36.44 

34.39 

Total 

100.00 

100.00 

100.00 

100.00 

Accidents  & 
Viol.ations:  None 

26.09 

57.35 

54.25 

54.22 

One  or  more 

73.91 

42.65 

45.75 

45.78 

Total 

100.00 

100.00 

100.00 

100.00 

‘Driving  record  includes  the  period  July 

1963  through  July  1969. 

lustrate  that  although  the  acci- 
dent rate  of  the  over-all  heart 
disease  group  is  about  the  same 
as  that  of  a comparable  popu- 
lation, the  over-all  rate  masks 
the  significantly  higher  accident 
rates  of  two  specific  heart  dis- 
ease groups,  the  arteriosclerotic 
and  the  hypertensive. 

The  other  important  finding  of 
the  study  is  that  the  six-month 


cylcle  group  of  drivers  restricted 
for  heart  disease  has  a signifi- 
cantly greater  proportion  of 
accidents  than  expected.  This 
indicates  that  the  six-month 
group  itself  is  a problem  driver 
group,  regardless  of  the  specific 
heart  disease  with  which  the  in- 
dividual drivers  are  afflicted. 

The  portion  of  the  study  in- 
voKdng  the  universe  of  known 


drivers  who  use  a pacemaker 
device  demonstrates  that  this 
group  of  drivers  has  accident 
and  violation  rates  about  the 
same  as  comparable  groups  of 
drivers  restricted  for  heart  dis- 
ease and  non-restricted  drivers. 
Therefore,  they  do  not  appear 
to  be  a problem  driver  group. 

(Mr.  Crancer) 
Dept,  of  Motor  Vehicles  (98501 } 
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Anaplastic  Cancer  of  the  Thyroid 

RICHARD  K.  BEEMER,  M.D.  / HARVEY  W.  BAKER,  M.D. 

Portland,  Oregon 

Fifteen  cases  of  anaplastic  cancer  erf  the  thyroid  were  encountered 
at  Good  Samaritan  Hospital  over  a period  of  11  years.  The 
physical  findings  suggested  thyroid  cancer  preoperatively  in  nearly 
all  of  these  patients.  In  only  four  was  the  operative  procedure 
considered  possibly  curative.  Eleven  of  the  15  patients  were  dead 
within  one  year  after  surgery.  The  other  four  patients  were  alive 
and  free  of  disease  after  periods  of  two  to  seven  years. 

In  seven  of  the  15  cases  a mixture  of  well-differentiated  and 
anaplastic  carcinoma  was  found  on  histologic  examination.  Five 
of  these  seven  patients  had  had  masses  in  the  neck  for  two  years 
or  more  preoperatively. 

It  is  suggested  that  well-differentiated  cancer  had  existed  for 
long  periods  in  some  of  these  patients,  with  recent  transformation 
to  an  anaplastic  growth.  This  information  tends  to  emphasize  the 
need  for  a surgical  approach,  rather  than  observation,  for  many 
long-standing  thyroid  masses. 


Most  studies  of  thyroid  can- 
cer have  focused  on  the 
low  - grade,  well  - differentiated 
tumors  that  are  most  commonly 
encountered.  There  is  less  avail- 
able information  on  poorly- 
differentiated  or  anaplastic  tu- 
mors which  have  an  entirely 
different  presentation,  natural 
history  and  prognosis.  The  pres- 
ent report  is  an  analysis  of  ex- 
perience with  this  latter  form  of 
thyroid  cancer. 

records  reviewed 

The  records  of  all  patients 
with  thyroid  cancer  seen  at  Good 
Samaritan  Hospital  during  an 
eleven-year  period,  1957  through 
1967,  were  reviewed.  There  were 
76  patients  with  a diagnosis  of 
well-differentiated  cancer  and  15 
patients  with  poorly-differenti- 
ated or  anaplastic  cancers.  The 
histologic  sections  of  the  tumors 
of  these  15  patients  were  studied 
and  additional  sections  were  pre- 


pared from  tissue  blocks  on 
some.  Follow-up  information 
was  obtained  from  the  patients’ 
physicians,  from  later  hospital 
charts  and  from  autopsy  records. 

Ten  of  the  15  patients  with 
anaplastic  cancer  were  women. 
Ages  ranged  from  38  to  83  years. 
Seven  of  the  15  were  over  70 
years  while  only  two  were  less 
than  50.  Mean  age  of  64  years 
in  these  patients  contrasted  with 
mean  age  of  41  in  the  group  of 
76  patients  with  well-differenti- 
ated cancer. 

typical  history 

Typical  history  of  a patient 
with  anaplastic  cancer  was  of 
presence  of  a mass  in  the  thy- 
roid region  for  many  years  with 
recent  rapid  increase  in  size, 
often  with  associated  discomfort, 
hoarseness,  or  dysphagia.  A mass 
in  the  thyroid  region  was  the 
chief  complaint  of  13  of  the  15 
patients.  One  of  the  remaining 


patients  complained  of  a supra- 
clavicular mass  and  the  other 
complained  of  dysphagia,  hoarse- 
ness and  a 20-pound  weight  loss. 
Duration  of  the  thyroid  mass 
varied  from  two  weeks  to  50 
years.  Eight  of  the  15  patients 
had  been  aware  of  a mass  for 
over  two  years  and  each  of  them 
reported  a recent  rapid  increase 
in  size  ( two  weeks  to  five 
months).  Four  patients  com- 
plained of  hoarseness  and  three 
of  choking  or  dysphagia. 

examination 

There  was  little  doubt  as  to 
the  preoperative  diagnosis  in  the 
typical  patient  with  anaplastic 
thyroid  cancer.  The  thyroid  mass 
was  described  as  being  stony- 
hard,  bulky,  and  fixed  to  adja- 
cent structures.  Firm,  enlarged, 
cervical  lymph  nodes  were  pal- 
pable in  six.  Indirect  laryngos- 
copy was  recorded  for  eight 
patients  and  vocal  cord  paralysis 
was  noted  in  six.  Preoperative 
diagnosis  of  thyroid  cancer  was 
firmly  made  on  nine  of  the  15 
patients  and  in  four  others  the 
diagnosis  was  possible  or  proba- 
ble cancer.  One  patient  was 
thought  to  have  a thyroid  ade- 
noma and  in  another  the  pre- 
operative diagnosis  was  thyroid- 
itis. These  findings  were  in  sharp 
contrast  to  the  group  of  patients 
with  well-diflferentiated  thyroid 
cancers  in  whom  the  preopera- 
tive diagnosis  was  typcially  ade- 
noma. 

Four  of  the  patients  in  this 
series  had  preoperative  studies 
with  radioiodine.  Thyroid  scans 
in  three  patients  showed  no  up- 
take of  radioiodine  in  the  region 
of  the  mass,  and  depressed  24- 
hour  uptake.  The  fourth  scan 
was  normal,  with  a 24-hour  up- 
take of  54  percent. 

operative  findings 

Operative  attempts  to  remove 


417 

Northwest  Medicine,  June,  1970 


tumors  were  futile  in  typical  pa- 
tients with  anaplastic  thyroid 
cancer.  Biopsy  only  of  an  ob- 
viously nonresectable  mass  was 
performed  on  two  occasions. 
Exploration  and  attempts  at  re- 
moval in  nine  of  the  remaining 
13  patients,  revealed  tumors  that 
had  extended  from  the  thyroid 
to  invade  adjacent  structures  in- 
cluding the  strap  muscles,  tra- 
chea, esophagus,  larynx,  carotid 
sheath  and  mediastinum.  Gross 
eradication  of  tumor  could  not 
be  accomplished  in  these  pa- 
tients and  only  decompression, 
with  removal  of  the  bulk  of  the 
growth  was  possible.  Trache- 
ostomy was  performed  on  five 
of  these  patients  and  in  one, 
gastrostomy  was  added. 

In  only  four  patients  was  the 
operation  felt  to  oflFer  possibility 
of  cure.  It  is  of  interest  that 
none  of  these  four  were  in  the 
group  with  a firm  preoperative 
diagnosis  of  cancer.  One  patient 
thought  to  have  thyroiditis  had  a 
frozen-section  diagnosis  of  can- 
cer following  which  a lobectomy, 
with  juxtathyroid  and  upper 
mediastinal  node  dissection,  was 
performed.  Since  tumor  was 
found  at  the  medial  margin  of 
the  specimen,  the  patient  was 
returned  to  surgery  a week  later 
and  the  remaining  lobe  removed. 
The  patient  with  preoperative 
diagnosis  of  adenoma  had  total 
thyroidectomy  and  radical  neck 
dissection  after  a frozen  section 
revealed  cancer.  One  of  the  re- 
maining two  patients  with  pre- 
operative diagnosis  of  possible 
cancer  had  total  lobectomy.  Sub- 
total thyroidectomy  was  per- 
formed in  the  other. 

postoperative  course  and  follow-up 

Three  of  the  15  patients  never 
left  the  hospital.  One  patient,  a 
67-year-old  woman,  had  cardiac 
arrest  on  the  first  postoperative 
day.  Another  had  repeated  bleed- 


ing from  the  bed  of  residual 
tumor  and  died  on  the  tenth  day 
following  surgery.  The  third  pa- 
tient died  in  22  days  with  pul- 
monary edema  and  cardiac  fail- 
ure. Each  of  these  patients  had 
only  partial  removal  of  extensive 
cancer  and  tracheostomy  had 
been  necessary  at  the  time  of 
surgery  in  each.  Postoperative 
records  of  the  remaining  patients 
indicated  uneventful  convales- 
cence except  for  one  instance  of 
transient  tetany. 

Five  of  the  patients  had 
cobalt-60  therapy  to  the  primary 
site,  after  release  from  the  hos- 
pital. An  additional  patient  had 
radiation  of  a retropharyngeal 
mass  and  a large  metastasis  to 
the  thigh  was  radiated  in  an- 
other. While  anaplastic  tumors 
of  the  thyroid  have  been  fre- 
quently described  as  radio- 
resistant it  is  of  interest  that 
objective  tumor  regression  and 
worthwhile,  though  brief,  palli- 
ation was  obtained  in  each  in- 
stance. 

Of  the  twelve  patients  who 
left  the  hospital  only  four  were 
considered  to  have  had  opera- 
tions that  were  possibly  curative. 
The  remaining  eight  patients 
were  all  dead  of  their  cancers 
within  II  months,  the  average 
period  of  survival  following  sur- 
gery being  six  months.  Extensive 
local  disease  at  the  thoracic  inlet 
was  the  main  cause  of  death. 
Pulmonary  metastases  prior  to 
death  were  noted  in  four  of  the 
eight  patients  and  post-mortem 
examinations  in  two  revealed 
widespread,  systemic  metastases 
as  well. 

One  of  the  four  patients  who 
had  possibly  curative  operations 
was  lost  to  follow-up  after  45 
months  but  had  no  evidence  of 
tumor  when  last  seen.  The  other 
patients  remain  free  from  disease 
two,  six  and  one-half  and  seven 
years  following  surgery. 


pathology 

The  most  striking  finding  on 
microscopic  study  of  the  tumors 
in  this  series  was  the  variety  of 
histologic  patterns  of  cancer 
present  in  a given  tumor.  Figure 
I.  In  only  seven  patients  was  a 
single  histologic  type  of  thyroid 
cancer  found  and  in  two  of  these 
a biopsy  only  had  been  per- 
formed so  the  material  may  not 
have  been  representative  of  the 
total  tumor.  Three  of  the  tumors 
were  composed  purely  of  spindle 
and  giant  cell  cancer  and  in  four 
the  small  cell  form  was  the  only 
pattern  seen  on  available  tissue. 

The  remaining  eight  tumors 
exhibited  a variety  of  histologic 
patterns  of  thyroid  cancer  and 
in  seven  there  were  clear  foci  of 
well-diflFerentiated  forms  adja- 
cent to  the  anaplastic  areas.  Un- 
mistakable areas  of  well-differ- 
entiated papillary  cancer  accom- 
panied anaplastic  cancer  in  five 
cases.  Foci  of  follicular  cancer  ac- 
companied the  papillary  cancer 
in  three  of  these  instances  and 
in  another  case  follicular  cancer 
accompanied  a small  cell  and 
spindle  cell  cancer  without  the 
presence  of  papillary  changes. 
A well-differentiated  Hurthle  cell 
cancer  was  found  adjacent  to  a 
small  cell  cancer  in  another 
specimen  which  also  contained 
scattered  giant  cells.  Metastatic 
lymph  nodes  were  found  to  con- 
tain papillary  cancer  as  well  as 
the  anaplastic  patterns  in  several 
patients. 

It  is  of  interest  that  five  of 
the  seven  patients  whose  speci- 
mens contained  both  well-differ- 
entiated and  anaplastic  forms  of 
cancer  gave  a history  of  a thy- 
roid mass  for  over  two  years 
with  recent  rapid  growth.  This 
suggests  that  a low-grade  form 
of  neoplasm  may  have  been 
present  for  a long  period  with 
eventual  superimposition  of  the 
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aggressive,  anaplastic  tumor. 
With  the  exception  of  the  uni- 
formly fatal  outcome  in  spindle 
and  giant  cell  cancers,  there  was 
no  relation  between  the  histo- 
logic pattern  and  the  ultimate 
prognosis.  The  gross  extent  of 
the  tumor  was  the  determining 
factor.  The  four  patients  who 
survived  all  had  cancer  confined 
to  the  thyroid  gland  without 
local  or  distant  extension. 

discussion 

Anaplastic  cancers  are  an  un- 
common form  of  thyroid  neo- 
plasm. In  this  study  they  ac- 
counted for  only  16  percent  of 
all  thyroid  cancers  seen  at  Good 
Samaritan  Hospital.  This  inci- 
dence compares  quite  closely 
with  that  noted  in  larger  series.''^ 
The  age  difference  of  over  two 
decades  between  patients  with 
well-differentiated  tumors  and 
those  with  anaplastic  tumors  has 
also  been  noted  by  others.’  " 

The  anaplastic  cancers  in  this 
group  of  15  patients  exhibited 
a typcially  rapid  rate  of  growth 
and  spread  to  neighboring  struc- 
tures. Only  in  the  four  instances 
where  the  tumor  was  grossly 
confined  to  the  thyroid  was 
definitive  surgery  and  long-term 
survival  possible.  The  uniformly 
poor  prognosis  in  cases  where 
the  neoplasm  has  spread  beyond 
the  thyroid  capsule  has  been 
described  in  other  reports. 

The  association  of  well-differ- 
entiated cancer,  predominantly 
papillary,  with  the  anaplastic 
cancers,  in  seven  of  the  15  cases 
is  of  particular  interest  and  has 
been  noted  elsewhere.  Wychulis 
reported  foci  of  papillary  cancer 
in  16  of  162  anaplastic  cancers.* 
Woolner  reported  the  association 
of  papillary  and  anaplastic  can- 
cer in  11  of  130  cases."  Clark 
also  noted  this  association  and 
reported  that  a significant  feature 


Fig.  1 A.  Case  1.  Spindle  and  giant  cell  pattern  which  formed  bulk  of  this 
tumor'  (left)  and  portion  of  small  focus  of  well-differentiated  papillary 
carcinoma  (right)  (xl31). 

B.  Case  10.  Great  mass  of  this  tumor  had  anaplastic  small  cell  pattern  seen 
here  adjacent  to  small  area  of  well-differentiated  follicular  carcinoma  (x65). 

C.  Case  4.  This  tumor  was  composed  of  elements  of  papillary  carcinoma 
(left)  a predominant  mass  of  spindle  and  giant  cell  cancer  (center)  and  a 
small  area  containing  Hurthle  cell  carcinoma  (right)  (xl31). 
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of  several  spindle  and  giant  cell 
cancers  was  the  presence  of 
transitional  changes  from  a pre- 
vious papillary  or  follicular  car- 
cinoma.® In  an  autopsy  study  of 
13  patients  who  died  with  spin- 
dle and  giant  cell  cancer, 
Ibanez  et  al  noted  foci  of  papil- 
lary and  follicular  cancer  in  each 
case.®  Hutter  et  al,  in  a study  of 
papillary  cancer  of  the  thyroid, 
found  foci  of  mutation  to  spindle 
and  giant  cell  cancer  in  a sig- 
nificant number  of  their  pa- 
tients." These  changes  were  most 


frequent  in  patients  ultimately 
dying  of  thyroid  cancer,  being 
present  in  18  of  68  such  patients 
(26  percent). 

It  seems  reasonable  to  hy- 
pothesize that  most  anaplastic 
thyroid  cancers  thus  arise  not 
de-novo,  but  from  metaplasia  of 
pre-existing,  well-diflFerentiated 
tumors.  The  histologic  evidence 
might  be  more  convincing  were 
it  not  for  the  destructive  bulky 
growth  of  the  anaplastic  cancer 
in  most  instances.  The  long  his- 
story  of  a thyroid  mass  in  so 


many  of  the  patients  in  this  ser- 
ies and  other  studies  may  be 
additional  evidence  of  the  pre- 
existence of  a well-differentiated 
tumor  with  its  typically  sluggish 
growth  rate.  Further  substanti- 
ating evidence  should  stimulate 
a more  suspicious  and  aggressive 
attitude  on  the  part  of  the  physi- 
cian toward  indolent  thyroid 
masses  in  our  aging  population. 

(Dr.  Beemer) 
1015  N.W.  22nd  Ave.  (97210) 
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MAINTENANCE  OF  DEMOCRACY  REQUIRES  EFFORT 

It  is  not  enough  to  read  the  headlines  and  slogans  that  we  find  in  the  press.  It  is  not 
enough  to  listen  to  what  comes  off  the  street  even  if  it  is  dignified  by  a radio  report  or  a 
television  broadcast.  These  are  only  the  superficial  symptoms  of  our  agitated  times. 
You  will  learn  nothing  from  them  except  that  people  are  still  capable  of  violent,  irra- 
tional, angry  acts.  In  order  to  form  reasoimble,  workable,  helpful  judgments,  there  is 
no  shortcut  even  in  our  electronic  age.  We  must  be  prepared  to  work  and  study,  and  to 
inform— not  inflame— ourselves  and  others.  These  are  the  prosaic,  perhaps  clumsy,  paving 
stones  that  make  up  the  road  that  democracy  must  travel.  Construction  may  be  slow— 
but  there  is  no  glamorous  easy  way. 

Morris  C.  Schumiatcher,  Q.C.,  Regina,  Saskatchewan 
In  The  Freeman,  December  1969 
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Drug  Therapy 

V Oral  Anticoagulant  Therapy 


JOHN  S.  HOLCENBERG,  M.  D./J  AN  J.  V E L T K A M P,  M.  D.,  Seattle,  Washington 


The  use  of  oral  anticoagulant 
drugs  presents  difficult  ther- 
apeutic problems;  there  is  great 
controversy  regarding  their  indi- 
cations and  efficiency.  Several 
laboratory  methods,  each  with 
different  end  points,  are  used  to 
evaluate  the  therapeutic  effect. 
Many  life-threatening  hemor- 
rhages have  occured  when  these 
drugs  interact  with  other  drugs. 

This  article  will  summarize 
the  indications  for  the  use  of 
oral  anticoagulants,  discuss  pos- 
sible explanations  for  the  con- 
troversies, and  present  a general 
approach  to  both  laboratory 
monitoring  and  drug  interac- 
tions involving  oral  anticoagu- 
lants. 

indications 

The  goal  of  anticoagulant 
therapy  is  to  prevent  enlarge- 
ment of  an  existing  thrombus 
and  the  occurrence  of  additional 
new  thrombi.  Indications  for 
this  therapy  are  best  discussed 
by  considering  the  site  of  the 
thrombus,  venous  or  arterial. 

Venous  thrombosis  occurs  in 
a slow  moving  or  stagnant 
stream,  and  often  can  be  pre- 
vented by  adequate  anticoagu- 
lant therapy.  On  the  other  hand, 
arterial  thrombi  largely  occur  by 
platelet  clotting  on  an  injured 
surface;  this  clotting  is  not  re- 


duced by  safe  levels  of  anticoag- 
ulant therapy.  This  difference 
probably  explains  why  anticoag- 
ulant therapy  is  more  effective 
for  venous  than  for  arterial 
thrombosis.  When  arterial  flow 
stagnates,  as  it  does  proximal  to 
peripheral  arterial  emboli,  proxi- 
mal to  occlusive  arterial  throm- 
bi, and  with  generalized  throm- 
bosis during  protracted  shock, 
thrombi  develop  in  the  stagnant 
arterial  blood  just  as  they  do  in 
veins.  With  these  arterial  throm- 
bi, as  in  venous  thrombosis  and 
embolism,  anticoagulation  is 
usually  begun  with  heparin  fol- 
lowed by  oral  anticoagulants, 
the  specific  duration  depending 
on  the  patient’s  course.  Heparin 
should  not  be  used  with  an  acute 
myocardial  infarction. 

Prophylactic  anticoagulant 
therapy  is  also  useful  for  pre- 
venting venous  thrombosis  in 
bed-ridden  patients.  This  is  es- 
pecially true  in  poor  risk  pa- 
tients, such  as  those  immobilized 
after  surgery  and  fractures,  in- 
tractable chest  pain,  shock  and 
heart  failure,  or  for  those  bed 
patients  who  have  arrhythmias, 
a history  of  previous  deep  vein 
thrombosis  or  pulmonary  embo- 
lism, obesity  or  diabetes.  For 
these  conditions,  anticoagulant 
therapy  is  continued  for  one  or 
two  weeks  or  until  the  patient  is 
completely  mobilized. 


Although  long  term  anticoag- 
ulant therapy  is  controversial,  it 
is  felt  to  be  of  value  for: 

1.  Transient  ischemic  attacks 
due  to  cerebral  vascular 
disease. 

2.  Rheumatic  heart  disease 
with  embolism. 

3.  Patients  with  prosthetic 
cardiac  valves  to  prevent 
thrombus  formation  on  the 
valves. 

4.  Myocardial  infarction. i 

The  use  in  myocardial  infarc- 
tion is  the  most  controversial. 
Nevertheless,  recent  studies 
show  that  anticoagulant  therapy 
significantly  decreases  the  rein- 
farction rate,  at  least  during  the 
first  three  years  following  acute 
myocardial  infarction. Loeli- 
ger  suggests  that  the  controversy 
over  the  usefulness  of  anticoagu- 
lants in  infarction  may  be  based 
only  on  different  anticoagulant 
levels  maintained  by  the  various 
investigators.'*  In  his  survey  of 
several  studies  a significant  dif- 
ference in  reinfarction  rate  was 
seen  only  when  the  thrombotest 
was  consistently  below  12  per- 
cent. This  correlation  under- 
scores the  need  for  careful  labor- 
atory control  of  anticoagulation 
therapy. 

contraindications 

Absolute  contraindications  to 
the  use  of  anticoagulants  are 
those  which  predispose  to  bleed- 
ing, namely: 

1.  Active  ulcerative  diseases 
of  the  gastrointestinal  tract. 

2.  Recent  hemorrhage,  hemor- 
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rhagic  diathesis  or  thrombo- 
cytopenia. 

3.  Severe  stages  of  hyperten- 
sion, renal  or  liver  disease. 

4.  Subacute  bacterial  endocar- 
ditis and  vasculitis. 

5.  Operations  on  brain,  spinal 
cord,  or  eye,  and  traumatic 
surgery  with  large  open  ori- 
fices like  prostatic  resection. 

6.  Poor  patient  cooperation 
with  regular  testing  or  in- 
adequate testing  facilities. 

7.  Suicidal  tendencies. 

Relative  contraindications  are: 

1.  Mild  hypertension,  renal  or 
liver  disease  (including 
alcoholism). 

2.  A past  history  of  ulcerative 
disease  of  the  gastrointes- 
tinal tract. 

3.  Anv  occupation  that  causes 
a hazard  of  significant  phy- 
sical injury. 

The  oral  anticoagulants  pass 
through  the  placenta  into  the 
fetal  circulation;  therefore,  he- 
parin should  be  substituted  es- 
pecially during  the  first  10  and 
last  3 to  4 weeks  of  pregnancy.^ 

COMPARISON  OF  LABORATORY 
MONITORING  METHODS 

general  considerations 

Use  of  any  oral  anticoagulant 
must  be  monitored  with  compe- 
tent laboratb'ry  control.  The 
most  common  monitor  is  the 
one-stage  prothrombin  time  as 
first  devised  by  Quick.  Results 
from  different  laboratories,  how- 
ever, may  not  be  comparable. 
This  difference  mainly  results 
from  variations  in  the  prepara- 
tion and  source  of  tissue  throm- 
boplastin used  for  the  test.  Dif- 
ferent sources  of  thromboplastin 
have  different  sensitivities  for 
factor  \TI,  and  are  inhibited  to 
various  degrees  by  a factor  that 
develops  in  the  blood  of  anti- 
coagulant treated  patients.®"* 
Thus,  the  same  patient  may 
show  widely  different  prothrom- 


bin times  by  different  tests,  even 
if  the  various  tests  give  similar 
or  identical  control  times. 

Several  corrections  for  this 
variability  have  been  developed; 
in  Great  Britain  a uniform  stand- 
ardized human  brain  thrombo- 
plastin is  available  (Manchester 
Comparative  Thromboplastin).* 
Another  is  the  thrombdtest  of 
Owrens.i*  This  standardized 
reagent  is  commercially  avail- 
able, easy  to  use,  and  quite 
stable.  Unlike  other  prothrom- 
bin tests,  the  Owren  thrombotest 
doesn’t  measure  factor  V (labile 
factor).  This  is  an  advantage,  as 
this  factor  is  not  lowered  by 
anticoagulant  therapy,  but  may 
fall  in  stored  blood  samples. 

Because  of  these  problems,  we 
recommend  the  following  steps 
for  safe  and  adequate  anticoagu- 
lation therapy: 

1.  Use  only  one  laboratoryfor 
prothombin  tests. 

2.  Discuss  with  that  labora- 
tory what  test  and  throm- 
boplastin preparation  is 
used,  and  discuss  any  un- 
usual results  with  the 
supervisor. 

3.  Use  the  therapeutic  ranges 
shown  in  Table  1 for  that 
particular  thromboplastin. 

4.  Use  slightly  less  anticoagu- 
lant in  patients  with  rela- 
tive contraindications  to 
this  therapy.  For  in- 
stance, Loeliger  maintains 
the  thrombotest  at  5 to  10 
percent  in  patients  without 
contraindication,  and  7 to 
13  percent  in  patients  with 
relative  contraindications."* 

Table  1 was  devised  by  com- 
parison of  the  different  tests  with 
known  samples.**  The  clinician 
can  use  either  the  percentage  or 
the  prolongation  ratio  (patient’s 
prothrombin  time/control  time). 

pharmacologic  differences 
between  anticoagulants 


There  are  two  types  of  oral 
anticoagulants;  the  coumarins 
and  indandiones.  The  indan- 
diones  (such  as  phenindione) 
have  a much  higher  incidence  of 
severe  side  effects  than  the  cou- 
marins and  should  not  be  used. 
The  commonly  used  coumarins 
in  this  country  are  warfarin  and 
bishydroxycoumarin.  Bishydro- 
xycoumarin  is  incompletely  and 
variably  absorbed  from  the  gut; 
warfarin  is  well  absorbed,  and 
therefore,  is  the  preferred  agent. 

There  is  considerable  indivi- 
dual variation  in  the  rate  of 
metabolism  of  both  warfarin  and 
bishydroxycoumarin.  Both  drugs 
are  long  acting;  recovery  to  nor- 
mal coagulability  takes  at  least 
one  week.  This  long  duration  of 
action  explains  why  the  dose 
does  not  have  to  be  tapered 
when  therapy  is  stopped.*^ 

Over  95  percent  of  both  cou- 
marin  drugs  is  bound  to  plasma 
proteins  (albumin).  Both  are 
metabolised  by  liver  microsomal 
enzymes  to  compounds  which 
are  excreted  largely  in  the  urine. 

These  characteristics  all  lead 
to  marked  variation  in  indivi- 
dual response.  The  maintenance 
dose  must  be  determined  by  the 
monitoring  laboratory  test.  In 
addition,  many  changing  influ- 
ences such  as  debilitating  illness, 
diet,  fever,  intestinal  distur- 
bances with  diarrhea,  and  other 
drugs,  can  change  the  patient’s 
response  to  these  drugs.  There- 
fore, laboratory  tests  must  be 
done  at  regular  intervals.  While 
monthly  testing  should  be  satis- 
factory in  the  patient  on  a stable 
regimen,  weekly  or  even  daily 
testing  may  be  needed  when 
other  drugs  are  begun  or  stop- 
ped, or  other  changes  occur  in 
the  patient’s  state  of  health. 

drug  interactions 

Enhancement  of  anticoagu- 
lant effect  with  the  possibility  of 
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TABLE  1 


Therapeutic  levels  of  anficoagulation  according  to  Loeliger 


9 


Thromboplastin  Preparation 


Percentage 


Prolongation  Ratios" 


Thrombotest 
Prothrombin  time  tests 
Simplastin,  Ortho,  Dade 
Home-made  human  brain 
Manchester  Comp,  reagent 


5-10 

2.5— 4.0 

20-40 

1.4— 1.8 

15—30““ 

2.0— 3.0 

15-36 

“ patient’s  prothrombin  time/control  time 
“ “ varies  from  batch  to  batch 


TABLE  2 

Anticoagulant  Effect 


dangerous  hemorrhage  occurs 
through  several  mechanisms: 

1.  Increase  in  the  free  drug  by 
other  agents  which  displace 
the  anticoagulant  from  its  in- 
active protein-bound  form  in 
plasma.  This  type  of  enhance- 
ment is  seen  when  the  cou- 
marins  are  combined  with 
clofibrate,  oxyphenbutazone, 
phenylbutazone  and  the  sul- 
fonamides. 

2.  Increase  in  anticoagulant 
levels  when  a stimulator  of 
drug  metabolism  is  stopped. 
In  other  words,  there  are 
many  drugs  which  promote 
anticoagulant  degradation. 
When  these  breakdown  stim- 
ulators are  stopped,  break- 
down gradually  slows.  Anti- 
coagulant levels  then  accumu- 
late unless  the  maintenance 
dosage  is  simultaneously  re- 
duced. If  the  anticoagulant  is 
continued  at  the  same  level, 
severe  bleeding  can  result. 

This  process  involves  the  re- 
cently established  concept  of 
enzyme  induction.  Many  drugs 
and  natural  products,  like  steroid 
hormones,  are  metabolised  by  a 
common  enzyme  system  in  the 
microsomes  of  the  liver  cells. 
The  levels  of  these  enzymes  can 
be  increased  markedly  by  cer- 
tain drugs.  This  process  is  called 
induction.  It  involves  the  syn- 


Enhanced  by 

I.  Vitamin  K deficiency 

(malabsorption,  diet,  antibiotics) 


Miscellaneous  Effects 

salicylates,  quinidine,  steroids, 
d-thyroxin 

3.  Hepatic  disease 


thesis  of  increased  levels  of  en- 
zymes and  cofactors,  and  there- 
fore requires  several  days  for  the 
maximal  change  to  occur. 

Very  little  of  the  inducer  may 
be  needed.  For  instance,  pheno- 
barbital  60  mg  each  night  is  suf- 
ficient. Other  inducer  drugs  are 
chloral  hydrate,  haloperidol,  gris- 
eofulvin,  meprobamate,  ethchlor- 
vynol,  and  insecticides. 

The  problems  with  coumarins 
occur  when  the  inducer  is  stop- 
ped. Then  the  levels  of  the  en- 
zymes gradually  fall  to  their  nor- 
mal amounts  in  several  days. 
Since  the  rate  of  coumarin  break- 
down is  then  slowed,  its  blood 


Decreased  by 

1.  Increased  Vitamin  K 
(leafy  vegetables) 

2.  Drugs 

Increased  metabolism 
sedatives,  griseofulvin 


3.  Pregnancy,  congestive 
heart  failure 

levels  and  effect  will  gradually 
increase  to  toxic  levels  unless 
the  dosage  is  decreased. 

These  problems  occur  when 
we  are  most  likely  to  let  down 
our  guard  about  drug  reactions. 
They  occur  when  the  patient  no 
longer  needs  the  inducer  agents, 
when  he  is  clinically  improved 
or  discharged  from  the  hospital. 

3.  Decreased  absorption  of  vita- 
min K by  cholestyramine, 
gut  sterilizing  drugs,  exces- 
sive mineral  oil  and  lack  of 
bile  can  increase  anticoagu- 
lant effect. 

4.  Corticosteroids,  quinidine, 
quinine,  ACTH,  norethan- 


2.  Drugs 

Displacement  from  plasma  binding 
Atromid,  phenylbutazone, 
sulfonamides 
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drolone,  propylthiouricil, 

Nomenclature 

salicylates,  phenyramidol, 

and  d-thyroxin  also  enhance 

Generic  Name 

Trade  Name 

the  anticoagulant  effect,  but 

acetaminophen 

Tylenol,  Tempra,  and  others 

the  mechanisms  are  not  de- 

bishydroxycoumarir 

1 Dicumarol 

fined. 

chloral  hydrate 

Noctec,  Dermal,  Somnos 

Since  many  drugs  are  metabo- 

clofibrate 

Atromid-S 

lised  by  a common  system,  drug 

diphenylhydantoin 

Dilantin 

effects  can  be  enhanced  by  one 

ethchlorvynol 

Placidyl 

drug  inhibiting  the  metabolism  , 

griseofulvin 

Fulvicin,  Grifulvin 

of  another.  There  are  no  estab- 

haloperidol 

Haldol 

lished  examples  of  drugs  which 

meprobamate 

Equanil,  Miltown 

inhibit  coumarin  breakdown. 

norethandrolone 

Nilevar 

Nevertheless,  both  warfarin  and 

oxyphenbutazone 

Tandearil 

bishydroxycoumarin  can  inhibit 

phenobarbital 

Luminal 

the  metabolism  of  diphenylhy- 

phenylbutazone 

Butazolidin 

dantoin  and  tolbutamide.  The 

phenindione 

Danilone,  Hedulin 

dosage  of  these  drugs  must  be 

phenyramidol 

Analexin 

reduced  if  they  are  combined 

propylthiouracil 

.... 

with  oral  anticoagulant  therapy. 

propoxyphene 

Darvon 

An  excellent  review  of  clini- 

d-thyroxin 

Choloxin 

cally  important  drug  reactions 

warfarin 

Coumarin,  Panwarfin 

has  been  published. 

Prothromadin 

summary 

The  oral  anticoagulant  drugs 
are  very  active  agents  which 
have  disadvantages  of  consider- 
able variation  from  patient  to 
patient,  and  changes  in  effect 
in  the  same  patient  with  other 
drug  therapy  and  changes  in  his 
life  pattern.  These  drugs  can  be 
used  safely  and  effectively  if  the 
physieian  uses  adequate  labora- 
tory monitoring,  and  abides  by 
the  following  general  principles; 

1.  Use  only  required  drugs. 

2.  Substitute  acetaminophen, 
propoxyphene  or  codeine 
for  aspirin. 

3.  Avoid  sedative  medications 
whenever  possible.  If  nec- 
essary, use  a short-acting 
barbiturate. 

4.  Be  cautious  when  adding 
or  stopping  any  new  drug. 

Department  of  Medicine, 
University  of  Washington 
School  of  Medicine 
(98105) 
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Notes  On  Joint  Disease 


V Rheumatoid  Arthritis  or  Osteoarthritis? 

L.  A.  H E A L E Y , M.  D.  , Seattle,  Washington 


Is  it  rhematoid  arthritis?  When 
a patient  presents  with  pain 
and  swelling  of  her  finger  joints 
this  is  the  primary  question.  Not 
only  is  this  decision  necessary  for 
proper  treatment  but  the  patient 
probably  has  a friend  or  relative 
with  rheumatoid  arthritis,  or 
someone  has  suggested  this  diag- 
nosis, and  she  is  frightened  by 
possible  consequences  of  the 
disease. 

Of  the  many  features  which 
aid  in  making  the  differentiation, 
the  most  helpful  may  be  loeation 
of  the  joints  affected.  All  text 
books  stress  that  swelling  of  the 
proximal  interphalangeal  (PIP) 
joints  is  the  classic  finding  of 
rheumatoid  arthritis.  This  is  true, 
but  enlargement  of  the  same 
proximal  interphalangeal  joints 
can  often  take  place  in  osteo- 
arthritis or,  as  it  is  also  known, 
degenerative  joint  disease  (DJD). 
Their  involvement  is  not  specific 
for  rheumatoid  arthritis. 

In  Figure  I the  hand  at  left  is 
from  a patient  with  osteoarthritis 
or  DJD.  In  addition  to  enlarge- 
ment of  the  terminal  interpha- 
langeal joints  (TIP)  and  the  over- 
lying  Heberden’s  nodes,  both  of 
which  are  halmarks  of  this  con- 
dition, we  can  see  that  there  is 


DJD. 


Fig.  1 

also  enlargement  of  the  proximal 
interphalangeal  (PIP)  joints  as 
well.  These  joints  appear  knobby 
and  irregular  and  are  firm  to 
palpation.  These  findings  are  due 
to  the  growth  of  bony  osteophytes 
or  spurs. 

In  the  hand  at  right,  from  a 
patient  with  rheumatoid  arth- 
ritis (RA),  the  proximal  inter- 
phalangeal and  the  metacarpal 
phalangeal  (MCP)  joints  are  swol- 
len. The  synovial  thickening  and 
interstitial  edema  result  in  the 
characteristic,  symmetrical,  fusi- 
form swelling  that  produces  the 
spindle-shaped  fingers.  These 
joints  are  softer  and  more  tender 
to  palpation. 


R.A 


As  indicated  by  the  legend 
between  the  two  photographs, 
PIP  and  TIP  joint  involvement 
is  seen  in  osteoarthritis  whereas 
in  rheumatoid  arthritis  the  PIP 
and  MCP  joints  are  involved. 
In  other  words,  the  PIP  joints 
are  not  specific  for  either  disease; 
the  diagnosis  depends  on  the 
company  they  keep.  The  meta- 
carpal phalangeal  joints  are  not 
affected  by  osteoarthritis.  If  a 
patient  is  seen  with  symmetrical 
synovitis  of  the  metacarpal  pha- 
langeal joints  and  both  wrists, 
the  diagnosis  is  surely  rheumatoid 
arthritis. 

Additional  features  of  rheuma- 
toid arthritis  include  morning 
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stiffness  lasting  at  least  30  min- 
utes and  loss  of  grip  strength 
which  makes  the  performance  of 
kitchen  tasks  such  as  lifting  pots 
and  opening  jars  difficult.  In  a 
young  woman  swelling  of  the 
finger  joints  is  most  likely  rheu- 
matoid arthritis  but  after  age  45, 
it  may  be  either  osteoarthritis  or 
rheumatoid.  The  erythrocyte  sed- 
imentation rate  is  helpful  in  dif- 
ferentiating the  two.  Since  rheu- 
matoid arthritis  is  an  inflamma- 
tory disease,  the  ESR  will  be 
elevated  whereas  in  degenera- 
tive joint  disease  it  will  be  nor- 
mal. 

Finally,  we  should  consider 
the  rheumatoid  factor.  This  serum 
protein,  which  will  be  discussed 
in  more  detail  in  a subsequent 
note,  is  found  in  the  majority 
of  patients  with  rheumatoid  arth- 


ritis. However,  the  test  is  one 
bit  of  evidence  in  arriving  at  a 
diagnosis;  it  is  not  tantamount 
to  a diagnosis  of  rheumatoid 
arthritis.  At  times  it  can  be  de- 
monstrated in  patients  who  do 
not  have  this  disease.  For  ex- 
ample, a sensitive  test  such  as  the 
commonly  used  RA  latex  slide 
test,  may  be  positive  in  as  many 
as  15  percent  of  normal,  older  in- 
dividuals. In  the  case  in  question 
here,  if  the  patient  whose  hands 
are  labelled  DJD  in  Figure  1 
had  a normal  sedimentation  rate 
and  a positive  RA  latex  test,  the 
diagnosis  would  still  be  osteo- 
arthritis and  not  rheumatoid  arth- 
ritis. 

Initially  the  patient  with  os- 
teoarthritis may  experience  some 
pain  and  stiffness  in  the  fingers 
but  with  time  these  symptoms 


subside.  Grips  remain  strong 
and  there  is  minimal  if  any  loss 
of  joint  mobility.  The  main  com- 
plaint is  a cosmetic  one  and 
this  is  real  for  many  women  but 
unfortunately  it  is  unavoidable. 
There  is  no  effective  treatment, 
but  none  is  really  needed.  The 
patient  can  be  reassured  that 
her  hands  will  remain  functional 
although  they  will  not  look  so 
attractive  as  previously.  Patients 
can  continue  to  do  housework 
or  type  although  probably  at  a 
lesser  speed,  or  play  the  piano 
but  their  range  may  be  limited. 
The  main  function  of  the  doctor 
is  to  recognize  the  condition, 
reassure  the  patient  of  its  nature, 
and  help  her  avoid  unnecessary 
tests  and  medications. 

1118  Ninth  Ave.  (98101) 


FREEDOM  FROM  EVERYTHING  EXCEPT  TYRANNY 

False  leaders  have  come  among  us— seeking  more  power  over  our  lives  and 
occupations.  They  have  dangled  before  us  a picture  of  the  lush  pastures  of  economic 
security;  we  have  listened— and  followed. 

These  leaders  would  have  us  believe: 

—that  security  is  surely  to  be  found  in  the  money  bags  of  government,  if  we 
will  but  permit  them  to  run  our  business,  our  farms,  our  professions,  our  jobs,  and 
our  lives. 

—that  the  source  of  all  security  and  welfare  is  the  state  and  that  it  may  not  be 
had  except  from  the  state. 

—that  higher  taxes  upon  our  labor  and  thrift  will  provide  us  more  welfare, 
—that  the  state  will  give  us  more  security  by  spending  more  than  its  income 
and  by  depreciating  the  value  of  money. 

—that  we  may  have  more  abundance  if  the  state  limits  the  harvest  of  our  fields 
and  the  yield  of  our  flocks;  that  prosperity  is  increased  by  paying  farmers  to  over- 
produce, destroying  the  surplus,  and  taxing  everybody  to  pay  for  it. 

—that  we  may  have  more  liberty  through  more  laws  and  regulations  giving  more 
power  to  the  state  and  to  officials,  agents,  investigators,  and  bureaucrats  in  general 
to  supervise  and  regulate  every  detail  of  our  lives. 

—that  American  citizens  will  rise  to  nobler  heights  of  morality  and  individual 
achievement  if  they  trust  the  state  to  provide  all  that  is  needful. 

-that  we  may  enjoy  freedom  from  want,  freedom  from  everything  except  the 
greatest  of  all  freedoms-freedom  from  the  tyranny  of  the  state  itself. 

Mr.  Walter  R.  Youngqoist,  Director  Emeritus  of  The  First  Federal 
Savings  and  Loan  Association  in  Minneapolis.  In  the  Freeman, 
November,  1969. 
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IN  G.U.  THERAPY 

Does  not  create  problems... 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver;  it  brings  patient  comfort  with  first  dose  pain  relief.  Unlike 
newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  has  a time 
tested  record  of  minimal  side  effects.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


FIRST  DOSE  PAIN  RELIEF 


For  G.U.  Frequency- Urgency- Burning 


Clinically  effective  for  G.U.  Therapy  ^-5 


• CYSTITIS 

• PYELITIS 
•TRIGONITIS 

• URETHRITIS 


Each  blue-coated  tablet  contains  active: 

Atropine  Sulfate  . . .0.03  mg.  Methylene  Blue  ...  .5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  . .18.1  mg. 

Methenamine 40.3  mg.  Benzoic  Acid 4.5  mg. 


Caution:  Federal  Law  prohibits  dispensing  without  a prescription. 


Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac,  disease.  While  under  this 
therapy  the  urine  is  blue:  patients  should 
be  so  advised  to  allay  apprehension. 

Side  Effects:  Neither  irritation  nor  untoward 
reactions  have  been  reported;  however,  if 
pronounced  dryness  of  the  mouth,  flushing, 
or  difficulty  in  initiating  micturition  occurs, 
decrease  dosage.  If  rapid  pulse,  dizziness 


or  blurring  of  vision  occurs,  discontinue  use 
immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 
Administration  and  Dosage:  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed  by 
liberal  fluid  intake.  Older  Children:  Reduce 


dosage  in  proportion  to  age  and  weight. 
How  Supplied:  Bottles  of  100,  500  and 

I, 000  tablets. 

References:  (1)  Sands,  R.  X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961;  (2)  Renner,' M. 
J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3) 
Haas,  Jr.,  J.,  and  Kay  L.  L.:  Southwest. 
Med.  42:30-32,  1961;  (4)  Marshall,  W.:  Clin, 
Med.  7:499-502,  I960;  (5)  Strauss,  B.: 
Clin,  Med,  4:307-310,  1957. 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


PHARMACEUTICALS,  INC. 
CHICAGO,  ILLINOIS  60640 


MJ-GP-Z 


JUDGE  ANTIBIOTICfOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  vJho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


'v*<. 


OREGON 


Oregon  Medical  Association-^^M  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Noel  B.  Rowls,  M.D.,  Astoria 

SECY-TREAS.  Lawrencc  M.  Lowell,  M.D.  Portland 
EXECUTIVE  SECY.  Mr.  Robert  O.  Bissell,  Portland 
Annual  Meeting  October  1-4,  1970,  Portland 


John  Tomlin  Memorial  Cancer 
Lectures^  July  24-25,  1970 


JEROME  M.  VAETH,  M.D. 


JAMES  A.  MERRILL.  M.  D.  RICHARD  F.  MATTINGLY,  M.D.  RALPH  C.  BENSON,  M.D. 

PANEL  MODERATOR 


Guest  speakers  at  the  John  Tomlin  Memorial  Cancer  Lectures  will  be:  Dr.  Mattingly, 
Professor  and  Chairman,  Dept,  of  Gynecology  & Obstetrics,  Marquette  School  of  Medi- 
cine; Dr.  Merrill,  Professor  and  Chairman,  Dept,  of  Gynecology  & Obstetrics,  U.  of 
Okalahoma  Medical  School;  Dr.  Vaeth,  Director,  Claire  Zellerbach  Saromi  Memorial 
Tumor  Institute  of  San  Francisco,  Mt.  Zion  Hospital  & Medical  Center;  and  Dr.  Benson, 
Professor  and  Chairman,  Dept,  of  Obstetrics  & Gynecology,  U.  of  Oregon  Medical  School. 


The  1970  John  Tomlin  Memorial  Cancer  Lectures 
will  be  held  July  24-25  at  the  Rogue  Valley  Country 
Club  in  Medford,  Oregon.  The  annual  symposium  is 
devoted  to  the  dissemination  of  medical  knowledge 
relating  to  cancer,  and  is  conducted  under  the  aus- 
pices of  the  Oregon  Division  of  the  American  Cancer 
Society.  Program  is  as  follows: 


Friday,  July  24,  1970 

11:30  A.M.  Registration 

1:30  A.M.  Introductions 

Frank  A.  Moore,  M.D. 
Chairman  1970  Lecture  Series 
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1:35  p.M.  Welcome 

T.  C.  Groomes,  President 

Jackson  County,  American  Cancer  - 

Society 

Harvey  Baker,  M.D.,  President,  Ore- 
gon Division  American  Cancer  Society, 
Inc. 

1:45  P.M.  Vulvar  Pathology 
Dr.  Merrill 


2:30  p.M.  Uterine  Malignancy,  The  Surgical 
Approach 

Dr.  Mattingly 

3:30  p.M.  Uterine  Malignancy,  The  Radiologic 
Approach 
Dr.  Vaeth 

4:15  p.M.  Panel  Discussion —Surgical and  Rado- 
logic  Complications  of  Gynecologic 
Malignancy  Therapy 

Moderator:  Dr.  Benson 


5:00  p.M.  Questions  and  Answers 

Dr.  Benson 


Saturday,  July  25,  1970 


9:10  A.M.  Practical  Modern  Methods  of  Diagno- 
sis of  Gynecologic  Malignancy 

Dr.  Merrill 


10:15  A.M.  The  Approach  to  Ovarian  Neoplasia 
Dr.  Mattingly 


11:00  A.M.  The  Role  of  Radiotherapy  in  Less 
Common  Gynecologic  Malignancy 

Dr.  Vaeth 


11:45  A.M.  Questions  and  Answers 

Dr.  Benson 


Oregon  Shakespearean  Festival  Program 

Thursday,  July  23 Richard  II 

Friday,  July  24 Comedy  of  Errors 

Saturday,  July  25 Julius  Caesar 

8:45  P.M. 

Sunday,  July  26 Richard  II 

8:45  P.M. 

Rosencrantz  hGuildenstern  are  Dead 

2:00  P.M. 


The  1970  Lecture  Series,  which  is  eligible  for 
six  prescribed  hours  of  American  Academy  of  General 
Practice  Credits,  was  arranged  by  Frank  A.  Moore, 
1970  Chairman,  Andrew  C.  Lynch,  1971  Chairman, 
June  P.  Byers,  James  T.  Post,  Thomas  J.  Tinsley  John 
T.  Brandenburg,  Robert  H.  Buck,  Oscar  Heyerman, 
Florian  Shasky,  Earl  L.  Lawson  and  Robert  M. 
Turner. 


Component  Society  Officers' 
Conference  To  Be  Held 

The  1970  Oregon  Medical  Association  Com- 
ponent Society  Officers’  Conference  will  be  held 
at  the  Rogue  Valley  Country  Club  in  Medford, 
Oregon  on  Sunday,  July  26,  1970.  Its  general 
Theme,  “Operation  ’70 ...  Improving  Communi- 
cations,’’ the  Conference  will  follow  the  John 
Tomlin  Memorial  Cancer  Lectures  July  24-25, 
also  at  the  Rogue  Valley  Country  Club. 

The  conference  will  begin  at  8:00  a.m.  and  will 
run  through  12:30  p.m.  Included  on  the  preliminary 
program  are  presentations  on  continuing  education, 
professional  liability,  legislative  efforts,  the  health 
care  delivery  system,  and  “The  OM A’s  Responsibility.’’ 

Component  society  presidents,  presidents-elect, 
secretaries  and  component  society  staff  members  are 
invited  to  the  annual  conference. 


Portland  Internist  Named 
President-Elect 

Otto  C.  Page,  Portland  internist,  was  elected  presi- 
dent-elect of  the  American  Society  of  Internal  Medi- 
cine at  the  14th  Annual  Meeting  in  Philadelphia  on 
April  12.  Dr.  Page’s  term  as  president  of  the  11,000 
member  specialty  society  will  follow  that  of 
Josph  T.  Painter,  Houston,  Texas. 

Dr.  Page  is  chairman  of  the  ASIM  Council 
on  Communications,  a former  secretary  and  five- 
year  Council  member.  He  is  also  a past  president 
of  the  Oregon  Society  of  Internal  Medicine  and  a 
former  member  of  the  Board  of  Trustees  of  the 
Oregon  Medical  Association.  The  new  president- 
elect is  also  a trustee  of  the  Diabetic  Childrens’ 
Camp  Foundation  and  is  a member  of  the  Oregon 
Family  Counseling  Service. 
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Rich  Maender  thought  safety  belts 
were  just  for  high  speed  driving. 


What^  your  excuse; 


m 


Advertising  contributed  for  the  public  good. 


OuhC- 


UOMS  Alumni  Association 


New  president  of  the  University  of  Oregon  Med- 
ical School  Alunni  Association  is  1936  graduate 
Gerald  E.  Kinzel,  Portland  obstetrician.  He  was  elec- 
ted April  23,  at  the  group’s  55th  annual  meeting. 

Other  officers  named  were  Willis  J.  Irvine,  Port- 
land, Vice-President;  Albert  Oyama,  Portland,  Secre- 
tary; and  Ernest  T.  Livingstone,  Portland,  Treasurer. 

Regional  vice  presidents  elected  for  the  coming 
year  include;  Delbert  R.  Dickson,  Santa  Barbara; 
Marvin  M.  John,  Umatilla;  Gordon  W.  Summers, 
Portland;  and  John  C.  Brougher,  Vancouver,  Wash. 


At  the  Association’s  annual  luncheon,  three  men 
whose  services  to  the  School  and  to  the  medical 
profession  have  been  outstanding  were  honored: 

Mr.  LeRoy  B.  Staver,  President  and  Chief  Execu- 
tive Officer  of  the  U.S.  National  Bank  of  Oregon  was 
presented  an  honorary  membership  in  the  Alumni 
Association  for  his  outstanding  interest  and  contri- 
butions to  the  fields  of  education  and  health,  parti- 
cularly his  years  of  work  with  the  Sommer  Memorial 
Lecture  Committee. 

A former  president  of  both  the  Multnomah  Countv 
Medical  Society  and  the  Oregon  Medical  Association, 
Portland  psychiatrist  Herman  Dickel  also  was  pre- 
sented an  honorary  membership  in  recognition  of 
the  excellent  leadership  exhibited  while  Chairman 
of  the  Oregon  Medical  Association’s  Committee  on 
Medical  Education  and  his  tireless  efforts  while 
serving  as  chairman  of  the  Regional  Advisory  Com- 
mittee of  the  Oregon  Regional  Medical  Program. 

Robert  Stone  Dow,  Portland  neurologist,  was 
cited  by  the  group  for  his  outstanding  contributions 
to  the  medical  profession  as  teacher,  author,  re- 
searcher and  clinician  with  an  Award  of  Meritorious 
Achievement. 

A special  award  was  presented  this  noon  to  the 
Oregon  State  Elks  Association.  This  award  was 
made,  according  to  Robert  Burns,  outgoing  pres- 
ident, in  recognition  of  the  Elks  Association’s 
continued  and  generous  support  of  the  Elks 

Continued  on  page  434 


—The  low^t  priced  tetracycline— nystatin  combination  available— 


mpared  to  the  general patient  population, 

eumatoid  arthritics 


ore  prone  to 
J.  intolerance  with 
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am  aspinn 


ut  no  G.L  intolerance 
ith  Bufferin 
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rthritics. 


The  high  incidence  of  G.I.  intolerance 
to  plain  aspirin  was  revealed  from 
hospital  records  comparing  rheumatoid 
arthritics  to  the  general  patient  popula- 
tion.^ A two-part  study  reported  in  an 
article'  in  the  Journal  of  the  A merican 
Medical  Associatioyi  investigated  this 
problem  to  determine  if  Bufferin* 
would  be  better  tolerated  by  arthritics. 

The  first  part  dealt  with  37  hos- 
pitalized rheumatoid  arthritics  with 
proved  intolerance  to  aspirin.  In  a 
double-blind  crossover  test,  alternating 
regimens  of  aspirin  and  Bufferin  (2 
tabs.  4 times  a day  while  awake)  were 
administered.  Of  the  37,  twenty-six 
responded  to  Bufferin  without  signifi- 
cant gastrointestinal  problems.  In  the 
second  part,  25  of  these  same  26 
artliritics  participated  in  a long-term 
management  stud}’  using  Bufferin. 

In  this  single-modality  test,  24 
out  of  25  arthritics  with  proved  aspirin 
intolerance  took  a regimen  including 
Bufferin*  (2  tabs,  q.i.d.)  from  4 to  18 
months  with  no  significant  gastro- 
intestinal distress. 

Achieve  higher  pure 
acetylsalicylic  acid  blood  levels 
faster  with  Bufferin. 


In  a series  of  tests,^  blood  levels  w'cre 
measured  which  compared  Bufferin 
witli  plain  aspirin.  In  the  first  minutes, 
Bufferin  produced  blood  levels  of  pure 
acetylsalicylic  acid  averaging  almost 
twice  those  of  plain  aspirin  tablets. 

Bufferin  can  give  arthritis  suffer- 
ers the  benefit  of  higher  pure  acetylsali- 
C}lic  acid  levels  faster.  And  without 
undue  risk  of  gastrointestinal  problems. 

Composition  : Each  tablet  con- 
tains aspirin  5 Gr.,  and  the  antacid 
Di-Alminate®  (Bristol-Myers’  brand 
of  Aluminum  Gl}  cinate  and  Magne- 
sium Carbonate). 
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Eye  Clinic  at  the  Medical  School.  H.M.  Randall 
received  the  award  for  the  Elks. 

Also  at  the  luncheon  18  physicians  who  have 
practiced  medicine  40  years  or  more  and  who 
have  been  active  in  alumni  affairs  were  awarded 
lifetime  memberships  in  the  Association.  Those 
honored  were:  Victor  Adix,  J.B.V.  Butler,  Sante 
Caniparoli,  Joyle  O.  Dahl,  George  H.  Henton, 
Howard  P.  Lewis,  Robert  Shiomi,  all  of  Portland. 
Other  Oregon  physicians  honored  include:  R.D. 
Eby,  Beaverton;  J.  Otto  George,  Clatskanie; 
Thomas  A.  McKenzie  and  Marian  Hayes  Miller, 
Eugene;  Louie  A.  Maulding,  Nyssa;  Vem  W. 
Miller,  Salem;  and  H.A.  Woods,  Ashland. 

Out-of-state  physicians  presented  lifetime  mem- 
bership certificates  include  G.  Horace  Coshow, 
Carpinteria,  Calif.;  Fordyce  A.  H.  Johnson,  Pasadena, 
Calif.;  Eric  D.  Pearson,  Plattsburgh,  N.Y.;  and  H.  C. 
Watkins,  Jr.,  Aberdeen,  Wash. 


JOSEF  ROSCH,  M.D. 


Josef  Rosch  Joins  UOMS  Faculty 

Josef  Rosch  has  joined  the  University  of  Oregon 
Medical  School  faculty  as  professor  of  diagnostic 
radiology. 

Dr.  Rosch  received  the  Czechoslovakian  equiva- 
lent of  the  M.D.  degree  from  Charles  University, 
Prague,  where  he  also  took  his  radiology  specialty 
training  and  served  on  the  faculty.  He  came  to  the 
United  States  in  1967  as  a research  associate  at  the 
UOMS  and  then  went  to  the  UCLA  School  of 
Medicine  as  a visiting  professor. 


•Majorily  of  patients  studied  received  long-term  therapy 
consisting  of  physiotherapy,  dietary  adjuncts,  and  in 
some  instances,  gold  salts. 

3-I^Freinonl-Smith,  Paul,  JAMA,  159:186-^88,  June  4, 
1 95  5. 

•iTruiti,  Fdward  B.,  Jr.,  and  Morgan,  Ann  M.,  Journal  of 
Pharmaceutical  Sciettcer,  54  No,  1 1:1640-1646,  1965, 
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NOEL  B.  RAWLS,  M.D. 


Boon  Docs 


Shortage  of  physicians  in  rural  areas  has  never 
been  so  acute  as  at  the  present  time.  There 
is  a true  numerical  shortage  throughout  the  State 
and  the  nation.  This  shortage  is  caused  partly  by 
the  increased  number  of  physicians  who  go  into 
administrative,  research  or  government  medicine, 
with  these  categories  now  including  about  one 
out  of  every  three  physicians  in  the  country.  And  it 
is  partly  due  to  maximum  utilization  of  all  phy- 
sicians because  of  health  care  insurance,  increas- 
ing public  awareness  of  the  need  for  adequate 
health  care,  and  vast  technological  advances  in 
medicine.  All  this  has  brought  upon  us  another 
factor  with  which  we  must  deal — the  increasing 
tendency  to  specialize. 

The  unfortunate  result  of  these  factors  is  mal- 
distribution of  physicians,  which  primarily  affects 
rural  areas.  Shortages  exist  everywhere  with  no 
real  possibility  of  quickly  filling  the  gap.  Com- 
bining this  very  real  fact  with  one  more,  that  one- 
half  of  all  the  physicians  in  smaller  communities 
in  this  State  are  over  age  50,  makes  the  long- 
range  prospect  under  current  circumstances 
deadly. 

As  the  general  practitioner’s  status  in  medicine 
has  decreased,  so  has  the  young  physician’s  ten- 
dency to  seek  specialization  increased.  Our 
young  friend  seeks  specialty  training  for  a variety 
of  reasons — not  only  for  the  very  obvious  enhance- 
ment of  his  ego,  but  for  the  accordant  convenience 
of  practice  and  actual  reward  which  big  city 
specialization  typically  engenders.  In  making 


his  career  decision,  the  physician  is  also  influ- 
enced by  the  sociological  axiom  that  rural  Amer- 
ica is  moving  to  town. 

One  overriding  fact  is  still  chillingly  clear, 
whether  its  the  metropolite  out  for  a drive  in  the 
country  or  the  rancher  who  lives  there;  when 
somebody  gets  hurt  or  sick  out  there,  somebody 
has  got  to  take  care  of  him. 

This  very  obvious  situation  is  now  being  re- 
cognized by  the  press.  For  example,  Portland’s 
KGW-TV  Channel  8 recently  presented  a docu- 
mentary entitled,  “MD.”  “MD  ” stands  for  “Miss- 
ing Doctor.” 

This  fine  film  was  put  together  by  KGW’s 
John  Tuttle.  It  was  well  done  and  created  a great 
deal  of  comment  inside  and  outside  of  the  pro- 
fession. It’s  too  bad  it  had  to  be  done. 

In  talking  to  legislators  about  the  problems  of 
establishing  a Department  of  Family  Practice  at 
UOMS,  I become  more  and  more  aware  that  if 
something  is  not  done  voluntarily  to  reduce  the 
physician  shortage  and  maldistribution  in  the 
State,  the  Legislature  will  be  forced  to  do  it  by 
law.  The  problem  is  somewhat  the  same  on  the 
national  scene.  At  the  AMA  Clinical  Session  in 
Denver  last  December,  Roger  O.  Egeberg  told 
us  that  if  some  sort  of  acceptable  solutions  to 
these  problems  are  not  advanced  and  sponsored 
by  organized  medicine,  the  Federal  government 
must  step  into  the  breech  with  mandatory  so- 
lutions. 

There  are  a few  rays  of  sunshine;  the  American 
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Academy  of  General  Practice  and  its  Board 
Certification  Program;  meaningful  plans  for 
Departments  of  Family  Practice  at  our  and  other 
medical  schools;  an  increasing  interest  in  family 
medicine  on  the  part  of  medical  students;  the 
move  of  many,  particularly  the  well-heeled,  away 
from  the  central  city;and  the  crying  need  of  rural 
areas  which  young  physicians  are  beginning  to 
hear.  Is  this  enough?  I think  not. 

At  the  interim  session  of  the  Oregon  Medical 
.Association  in  1969,  a resolution  was  introduced 
that  would  require  a period  of  general  practice 
in  a small  town  as  a prerequisite  for  specialty- 
training.  The  specialists  in  the  Medical  Associa- 
tion rose  in  righteous  indignation,  the  resolution 
was  tabled  and  finally  was  considered  at  the 
Midyear  Meeting  last  month.  The  subject  will  be 
carried  as  a resolution  to  AMA  to  request  that  the 
Council  on  Medical  Education  study  the  matter. 
Hardly  a mandate  for  action. 

I challenge  the  doubters  to  come  forth  with  a 
definite  plan  that  will  produce  an  increase  and 


redistribution  of  physicians  in  Oregon.  Certainly 
it  is  not  enough  to  sit  and  smugly  say,  “I  will  be 
a CP  in  a small  town  when  the  law  says  I have  to.” 
It  is  imperative  for  each  physician  to  ask  himself, 
“How  can  we  accomplish  this?”,  and  not  to  say 
that  is  is  impossible. 

The  alternative  is  clear  and  needs  re-emphasis. 
If  organized  medicine  does  not  come  forth  with 
viable  plans  soon,  the  Federal  government  and 
perhaps  even  our  State  Legislature  will  promul- 
gate legislative  solutions  that  we  will  decry, 
but  that  we  shall  have  to  obey. 

And  so  I say  to  you  doctors  out  there,  perhaps 
help  is  on  the  way  in  one  form  or  another.  None 
too  soon.  Certainly  those  of  you  who  man  these 
frontiers  deser\e  our  gratitude  and  our  thanks. 
Now  you  need  the  support  of  organized  medicine 
to  add  to  your  ranks. 

^ ^ 


LEGAL  LOOPHOLES 

A legal  loophole  probably  can  be  defined  as  a weakness  or  defect  in  or  an 
omission  from  a law.  Usually  it  results  from  error  or  oversight  by  a law-making  body. 
Webster  defines  it  as  a means  of  evading  the  “intent”  of  a law. 

Under  our  system  of  justice  laws  must  be  exactly  and  precisely  worded,  and 
they  are  taken  to  mean  exactly  what  they  say  and  no  more.  If  a law  is  properly  written, 
all  citizens  can  have  the  same  understanding  of  what  it  means.  If  lawmakers  expressed 
only  a general  “intent”  or  a hazy,  inexact  statement  of  a law  they  wished  observed, 
those  who  read  it,  even  in  the  best  of  faith,  could  get  a wide  variety  of  ideas  of  what 
exactly  was  meant.  And  there,  would  be  chaos. 

Even  the  Internal  Revenue  Service,  in  its  collection  of  income  taxes,  insists 
only  that  the  exact  letter  of  the  law,  as  written,  be  obeyed;  it  tells  taxpayers  they  may 
take  advantage  of  every  proper  legal  means— sometimes  even  a “loophole”— to  avoid 
paying  taxes  not  specifically  required  under  the  law. 

Thus  if  there  is  a legislative  omission  or  defect  in  any  law,  a lawyer  is  compelled 
under  his  Canons  of  Ethics  as  part  of  his  duty  to  his  client  to  try  to  find  and  point  out 
that  omission.  If  the  courts  agree  the  law  has  a “loophole,”  the  lawmakers  then  can 
remedy  it. 

His  Canons  of  Ethics  bind  every  lawyer,  “by  all  fair  and  honorable  means,  to 
present  every  defense  that  the  law  of  the  land  permits”  (including  errors  or  omissions 
in  the  law  as  it  is  written),  so  that  no  one  is  deprived  of  life  or  liberty  except  by  due 
process  of  law. 

And  the  Canons  add  “The  client  is  entitled  to  the  benefit  of  any  and  every 
remedy  and  defense  that  is  authorized  by  the  law  of  the  land,  and  he  may  expect  his 
lawyer  to  assert  every  such  remedy  or  defense”— including  an  actual  legal  loophole. 
(This  is  written  to  inform,  not  advise.  Facts  may  change  the  application  of  the  law.) 

From  It's  the  Law,  published 
by  the  Washington  State 
Bar  Association  in 
Legal  Column,  Number  14 
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The  following  64  pages,  making  up  the  WESTERN  JOUR- 
NAL OF  Medicine  insert  now  being  simultaneously  used  in 
Arizona  Medicine  and  California  Medicine,  is  pre- 
sented here  on  trial  for  appraisal  by  the  readers  of  NORTH- 
WEST Medicine.  The  Western  Journal  of  Medicine, 
published  by  the  California  Medical  Association,  is  oflFered  at 
low  cost  as  a supplement  for  seleaed  journals  from  the  Rocky 
Mountains  westward.  It  is  anticipated  that  each  of  the  journals 
using  the  insert  will  keep  its  own  identity,  treating  the  WEST- 
ERN Journal  of  Medicine  as  additional  material  within 
its  present  cover. 

Besides  the  great  savings  in  cost,  a principal  advantage  of 
reaching  the  combined  circulation  would  be  that  the  WESTERN 
Journal  of  Medicine  would  attract  writers  who  now  place 
their  scientific  articles  in  publications  that  can  give  wider 
readership  than  any  of  the  journals  of  the  West  can  offer  by 
itself. 


The  Crisis  Treatment  of  Suicide 


Norman  Tabachnick,  M.D.,  Los  Angeles 


NORTHWEST 
MEDICINE 
EDITION  i 


■ Almost  all  suicidal  persons  who  consult  physicians  wish  to  live.  Gener- 
ally they  fall  into  one  of  two  groups.  Interpersonal  suiciders  manifest 
frequent  threats  and  attempts,  are  emotionally  labile,  have  ill-defined 
suicide  plans,  and  clear  ideas  as  to  how  their  crises  might  be  resolved. 
Intrapersonal  suiciders  are  less  open  in  manifestations  of  suicidal  drive, 
withdrawn  rather  than  emotional,  often  have  clearly-formulated  suicide 
plans  and  do  not  have  ideas  ( other  than  suicide ) as  to  how  their  crises 
might  end.  The  suicidal  situation  results  from  two  factors:  (1)  the  loss 
of  some  valuable  person  or  commodity,  and  (2)  the  loss  of  self-esteem. 
What  ensues  is  temporary  character  disorganization — crisis.  Treatment 
is  based  on  restoration  or  replacement  of  lost  objects  and  building  up  of 
self-esteem. 


Suicide  is  one  of  the  most  important  crises  with 
which  practicing  physicians  must  deal.  There  are 
a number  of  situations  surrounding  suicide  which 
come  to  his  attention.  There  is  the  case  of  the 
threatened  suicide,  the  case  of  the  suicide  attempter 
who  is  seen  (fortunately  living)  after  a suicide 
attempt  of  greater  or  lesser  severity  has  been  made, 
and  there  is  the  situation  of  the  family  which  has 
lost  a member  through  suicide.  These  situations 
are  crises  not  only  for  the  victim  and  his  family 
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but  for  the  physician  also.  There  are  perhaps  few 
situations  which  can  arouse  so  much  anxiety  in  a 
human  being  as  that  of  suicide  or  suicidal  activity 
in  someone  with  whom  he  is  involved. 

Some  idea  of  the  frequency  of  this  situation  can 
be  obtained  by  a glance  at  the  statistics  regarding 
suicide.  For  the  last  few  years,  the  number  of 
completed  suicides  in  the  United  States  has  varied 
between  20,000  and  25,000  annually.'  The  aver- 
age rate  for  this  country  is  10  per  100,000  popula- 
tion. Less  adequate  statistics  are  available  for  sui- 
cide attempts,  since  no  way  has  been  devised  of 
accurately  recording  all  of  them.  However,  esti- 
mates based  on  clinical  experience  and  some  sui- 
cide census  studies  indicate  that  for  every  com- 
pleted suicide,  there  are  at  least  eight  suicide 
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attempts.  Probably  the  number  of  persons  who 
talk  about  suicide  and  think  about  it  would  in- 
clude the  majority  of  the  entire  population.  Thus, 
the  suicidal  continuum  of  thought  and  activity  is 
quite  possibly  a universal  phenomenon. 

Studies  at  the  Los  Angeles  Suicide  Prevention 
Center  indicate  that  approximately  70  percent  of 
people  who  die  by  suicide  have  consulted  a physi- 
cian sometime  within  the  last  six  months  of  their 
lives.  Although  it  is  possible  that  many  of  them 
have  managed  to  conceal  their  suicidal  intention, 
this  figure  represents  an  important  challenge  for 
the  physician.  This  is  true  because  it  is  well  known 
that  the  suicidal  person  is  most  often  ambivalent: 
He  wishes  to  die,  but  he  wishes  to  live.  The  engag- 
ing of  the  wish  to  live  with  appropriate  action  to 
accomplish  this  end  is  the  task  in  the  treatment  of 
suicidal  ideation. 

In  addition  to  the  actual  number  of  suicide 
events,  there  is  another  most  important  issue  asso- 
ciated with  suicide.  This  is  the  sorrow,  grief  and 
depression  generated  in  the  people  involved  with 
the  suicide  attempter.-  A treatment  of  suicidal  sit- 
uations has  as  its  aim  not  only  the  preservation  of 
life  but  the  alleviation  of  emotional  turmoil  in 
troubled  groups  of  people. 

The  observations  and  suggestions  in  this  article 
are  based  on  the  following  sources: 

• Approximately  45,000  suicidal  patients  treat- 
ed at  the  Los  Angeles  Suicide  Prevention  Center 
in  the  past  ten  years. 

• A review  of  the  values  and  shortcomings  of 
treatments  of  suicidal  situations  by  non-psychiatric 
physicians,  psychiatrists  and  psychologists  in  the 
Los  Angeles  area  in  the  past  ten  years. 

• A review  of  over  2,000  cases  of  death  in  which 
“suicide,”  “probable  suicide,”  or  “possible  suicide” 
has  been  listed  as  “cause  of  death.”* 

The  Two  Important  Clinical  Groups 

Suicide  is  not  a rigidly  defined  disease  entity 
but  rather  a type  of  reaction  which  people  ap- 
proach through  different  routes.  However,  re- 
view of  the  statistics  of  suicidal  personality  char- 
acteristics, both  in  living  and  dead  suicide 
attempters,  indicates  that  a valuable  clinical  dif- 
ferentiation can  be  made  between  the  previously 
mentioned  two  main  types  of  suicidal  individuals, 
the  interpersonal  group  and  the  intrapersonal 


•The  cooperatioD  of  the  Los  Angeles  County  Coroner’s  Office  under 
Drs.  Curphey  and  Noguchi  is  gratefully  acknowledged. 


group.  As  with  all  attempts  to  make  broad  gen- 
eralizations about  human  beings,  these  classifica- 
tions are  not  exact.  The  same  variability  of  sign 
and  symptom  which  can  occur  in  any  clinical 
syndrome  holds  true  for  suicide.  It  is  also  true 
that  on  infrequent  occasions  mixtures  of  these 
two  types  may  be  seen. 

First,  there  are  certain  symptoms  which  are 
common  to  both  groups.  These  include  psychic 
depression,  increased  intake  of  alcoholic  bev- 
erages and  increased  drug-taking. 

The  Interpersonal  Group 

In  the  interpersonal  suicide  group  of  suicide 
activities,  the  following  characteristics  are  present: 

• There  are  frequently  suicidal  threats,  suicidal 
actions  (attempts),  and  other  intimations  of  sui- 
cidal behavior  which  occur  in  interpersonal  set- 
tings. For  example,  an  individual  in  this  group 
might  make  frequent  references  to  death,  might 
declare  to  relatives  or  friends  that  someone  who 
has  recently  died  is  “better  out  of  it,”  or  might 
communicate  to  others  that  he  is  considering 
various  ways  by  which  a person  might  dispose  of 
himself  in  a quick  and  easy  way. 

• There  are  often  emotional  outbursts,  quick 
flashes  of  temper,  anger  and  anguish  expressed 
toward  others. 

• There  is  frequently  a history  of  previous  sui- 
cidal behavior,  ideation,  threats  or  attempts. 

• The  suicidal  plan  which  members  of  this  group 
possess  is  usually  not  well  defined.  Often  there 
is  no  plan  apart  from  the  intention  that  if  things 
continue  to  go  badly,  some  kind  of  suicidal  activity 
will  take  place. 

• “Interpersonal  attempters”  often  have  clear 
and  definite  ideas  as  to  how  their  crisis  might  be 
easily  ended.  They  sometimes  may  be  initially 
reticent  about  discussing  their  ideas.  However, 
once  this  difficulty  is  penetrated  and  a bond  of 
trust  has  been  established,  the  thought  as  to  what 
might  terminate  the  emotional  crisis  is  easily 
forthcoming. 

An  example  of  the  interpersonal  type  of  suicide 
activity  follows: 

A 23-year-old  married  woman  with  two  young 
children  was  seen  at  a hospital  following  the  in- 
gestion of  approximately  twenty  0.1  gram  Nem- 
butal® capsules  which  resulted  in  a fairly  deep 
coma.  About  nine  months  earlier  she  had  come 
to  Los  Angeles  from  Kentucky  with  her  husband 
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who  was  pursuing  the  possibility  of  a good  job. 
They  were  relatively  recently  married,  and  neither 
had  been  away  from  their  hometown  before.  The 
patient  considered  herself  a somewhat  introverted 
person  and  found  it  difficult  to  find  new  interests 
and  friends  in  Los  Angeles.  Indeed,  her  own 
choice  would  have  been  never  to  leave  her  home- 
town, but  she  had  deferred  to  her  husband’s 
wish. 

In  the  time  they  had  been  in  Los  Angeles,  she 
had  become  moody  and  irritable,  subject  to  fre- 
quent outbursts  of  temper  with  regard  to  her 
husband  and  had  become  increasingly  fond  of 
alcoholic  beverages  and  sleeping  pills.  She  said 
that  she  was  not  sure  what  was  causing  her  tension. 
However,  when  the  interviewer  pointed  to  her 
loneliness  and  isolation  since  the  move,  she 
quickly  admitted  that  she  felt  these  factors  were 
very  important  in  her  present  condition. 

Although  she  had  thought  about  suicide  on  a 
number  of  occasions  and  had  possibly  communi- 
cated some  suicidal  ideas  to  her  husband,  she 
had  no  clearly  formulated  suicidal  plan.  However, 
on  the  evening  of  the  attempt,  following  a moody 
introspective  session  in  which  she  could  feel  no 
hope  for  the  future,  she  impulsively  swallowed 
the  20  capsules. 

The  Intrapersonal  Group 

Specific  symptoms  in  the  intrapersonal  group 
include: 

• A progressive  isolation  from  significant  others 
and  from  valuable  outside  situations  (such  as  job, 
church  or  club). 

• The  intrapersonal  group  differs  decidedly  from 
the  interpersonal  group  in  that  the  suicidal  thoughts 
and  activities  are  usually  well  concealed  from 
others. 

• Persons  in  this  group  tend  to  have  well  thought 
out  suicidal  plans  and  to  have  made  preparations 
to  implement  them. 

• They  tend  to  be  deeply  depressed  (as  against 
the  mild  or  moderate  depression  of  the  interper- 
sonal group).  They  do  not  communicate  their 
bad  feelings,  hopelessness  and  thoughts  of  suicide 
to  others. 

• They  do  not  have  available  to  them  plans  as 
to  how  their  bad  situation  may  be  resolved  (apart 
from  suicide).  One  does  not  see  quick  “bounce- 
backs”  from  depression. 


An  example  of  this  group  is  a 63-year-old  single 
male.  His  close  woman  friend,  after  many  weeks 
of  urging,  got  him  to  go  to  the  Suicide  Prevention 
Center.  At  first  he  denied  plans  of  suicide.  How- 
ever, he  did  indicate  that  he  was  increasingly 
depressed. 

His  difficulties  seemed  to  have  begun  about  ten 
years  ago  when  his  wife  died.  He  took  that  loss 
very  seriously  and  felt  that  he  had  never  really 
recovered  from  it.  Apparently  during  the  depres- 
sion that  followed  his  wife’s  death  his  job  per- 
formance decreased  so  that  approximately  two 
years  after  her  death  he  lost  the  job  that  he  had 
had  for  many  years.  He  had  drifted  from  one 
relatively  non-skilled  job  to  another,  and  usually 
each  new  job  represented  a step  down.  Recently, 
for  long  periods,  he  had  been  able  to  do  no  work 
at  all  and  would  spend  a good  deal  of  time  in  his 
cheap,  one-room  apartment,  smoking  and  thinking. 

He  had  had  a woman  friend  for  about  a year, 
and  at  times  they  had  been  somewhat  close.  How- 
ever, their  relationship  had  recently  begun  to 
deteriorate.  The  friend  did,  however,  think  enough 
of  him  to  try  to  get  some  help  for  him. 

Only  extremely  active  effort  by  a staff  member 
induced  him  to  continue  his  visits  to  the  Suicide 
Prevention  Center.  Many  times  he  would  miss 
appointments,  but  usually  after  one  or  two  calls 
he  would  come  in  again.  He  did  manage  to 
acknowledge  that  things  were  going  very  badly 
and  that  he  thought  of  suicide  and  had  a detailed 
suicide  plan.  However,  it  was  very  difficult  for 
him  to  respond  to  the  efforts  of  the  staff  member 
even  though  “all  the  stops  were  pulled  out.”  After 
about  two  months  of  contact  with  the  Center,  he 
died  in  a fire  that  had  apparently  been  caused 
when  he  fell  asleep  smoking  a cigarette. 

Treatment 

Various  aspects  of  the  psychotherapy  of  the 
two  types  of  suicide  attempters  will  be  discussed 
here,  and  it  should  be  said  at  the  outset  that  one 
important  adjunct  to  treatment  that  will  not  be 
commented  on  in  detail  is  the  pharmacotherapy 
of  suicide,  although  drug  therapy  is  a tool  that 
should  be  considered  in  many  cases.  Some  prin- 
ciples which  should  govern  the  prescription  of 
drugs  are  these:  They  should  be  given  symptomat- 
ically to  deal  with  depressive  and  agitated  symp- 
toms of  the  patient.  When  they  are  prescribed 
to  deal  with  these  symptoms  and  are  not  conceived 
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of  as  a definite  treatment  for  the  suicide-producing 
situation,  they  can  be  most  helpful.  However,  it 
must  be  kept  in  mind  that  drugs  alone  will  almost 
never  take  care  of  the  underlying  dynamic  situa- 
tion that  is  producing  suicide.  Precisely  because 
they  can  alleviate  symptoms,  they  can  be  a two- 
edged  tool.  The  physician  must  also  seek  to  identi- 
fy, either  through  his  own  investigation  or  by 
referral  to  a psychotherapist,  the  specific  suicide- 
producing  factors  in  each  case.  Such  factors,  once 
identified,  must  be  diligently  pursued.  Only  when 
drugs  are  used  in  an  ancillary  manner  with  this 
approach  do  they  have  a rational  place  in  the 
treatment  of  suicidal  conditions. 

There  are  a number  of  causative  factors  for 
different  suicidal  situations.  However,  it  is  pos- 
sible to  make  a general  classification  of  factors 
which  tend  to  move  a person  into  suicide.  This 
classification  consists  of  ( 1 ) an  external  trauma 
or  loss,  and  (2)  an  internal  loss  of  hope. 

Externally,  the  trauma  or  loss  can  take  many 
forms.  The  most  frequent  precipitating  factor  for 
suicide  is  the  loss  of  a valuable  person.  This  loss 
can  take  place  in  many  ways.  The  most  common 
include  death,  divorce  and  lovers’  quarrels.  In 
addition  to  the  loss  of  a significant  other  person, 
there  can  be  other  traumas  to  the  individual.  For 
example,  his  self-esteem  can  be  wounded  because 
someone  he  thinks  highly  of  depreciates  him. 
Likewise,  his  self-esteem  can  be  adversely  affected 
by  not  receiving  a promotion  at  work  or  advance- 
ment at  school.  Loss  of  health  and  loss  of  financial 
assets  are  also  often  seen  as  precipitating  factors. 

/Vt  the  same  time  that  an  external  loss  occurs, 
suicidal  people  undergo  an  internal  loss.  This  is 
the  loss  of  optimism,  the  loss  of  their  feeling  that 
it  is  possible  for  them  to  confront  difficult  situa- 
tions, to  judge  what  might  be  of  value  in  regard 
to  these  situations,  and  then  to  implement  such 
decisions. 

An  example  of  loss  of  self-esteem  is  noted  in 
the  case  of  the  63-year-old  man  cited  earlier.  At 
the  time  of  his  wife’s  death,  he  had  been  function- 
ing quite  weU.  However,  the  depression  which 
followed  her  death  brought  on  many  feelings  of 
loneliness,  lack  of  enthusiasm  for  his  job,  and 
a consequent  failure  in  effective  work.  The  heavy 
drinking  which  he  then  indulged  in  only  added 
to  a vicious  circle  of  loss  of  self-esteem,  decrease 
in  effectiveness,  further  loss  of  self-esteem. 


In  rare  cases,  the  physician  will  observe  only 
one  of  these  factors  (external  or  internal)  to  be 
operative.  However,  in  the  overwhelming  majority 
of  suicidal  situations  both  kinds  of  loss  are  dem- 
onstrated. Indeed,  the  physician  feels  he  is  ob- 
serving a complementary  phenomenon.  People 
undergo  external  loss  at  many  times  in  their  lives. 
In  most  instances,  although  they  may  feel  some- 
what disheartened  by  their  loss,  they  are  quickly 
able  tn  summon  up  their  resources  and  go  ahead 
to  some  other  form  of  activity  which  they  feel  has 
meaning  and  value.  However,  a certain  propor- 
tion respond  to  loss  with  feelings  that  “life  is  just 
not  worthwhile  anymore.” 

The  loss  of  hope  can  take  a number  of  forms. 
Sometimes  suicidal  persons  feel  that  the  particular 
loss  they  have  incurred  is  one  that  is  irreplaceable. 
Therefore,  it  makes  no  sense  for  them  to  try  to 
get  anything  else  and  to  go  on  living.  At  other 
times,  the  feeling  is  more  focused  on  the  abilities 
of  the  suicidal  person.  Although  he  considers  it 
conceivable  that  some  lost  object  might  be  restored 
or  replaced,  he  just  does  not  feel  that  he  could 
accomplish  this.  From  this  standpoint,  suicide 
seems  an  attractive  solution. 

Even  though  extreme  hopelessness  is  present 
at  this  time,  it  is  important  to  keep  in  mind  that 
almost  all  suicidal  persons  are  ambivalent,  that  is, 
no  matter  how  hopeless  and  interested  in  death 
they  may  be,  there  is  an  accompanying  wish  for 
life.  This  knowledge  can  provide  the  spark  for 
the  physician’s  effort  to  reach  out  to  the  suicidal 
person. 

An  important  accompaniment  of  the  feeling  of 
hopelessness  is  the  crisis  situation  that  develops. 
Perhaps  because  the  suicidal  person  does  not  think 
he  can  succeed,  he  makes  no  effort  directed  to 
planning  and  judgment. 

Very  often  the  suicidal  person  shows  a break- 
down of  his  ability  to  put  first  things  first.  For 
example,  a person  who  admits  that  he  is  close 
to  suicide  and  indicates  that  he  would  like  to  live 
may  yet  demur  at  going  into  the  hospital  on  the 
grounds  that  he  has  to  take  his  cleaning  to  the 
laundry.  When  it  is  recommended  that  he  take 
some  medication  to  counteract  his  depression,  he 
will  raise  serious  objections  that  the  medication 
may  be  so  overstimulating  that  he  will  not  be  able 
to  perform  his  job,  or  that  it  will  make  him  drive 
poorly  and  dangerously  or  forget  to  eat.  He  will 
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act  impulsively,  perhaps  deserting  his  small  chil- 
dren in  order  to  seek  solace  in  drinking  or  solitary 
driving. 

Finally,  he  will  be  prepared  to  commit  suicide 
when  he  undergoes  some  slight  frustration,  not 
realizing  that  once  he  is  dead  he  will  have  no 
opportunity  to  pursue  pleasures  and  responsibilities 
which  are  still  of  importance  to  him. 

The  treatment  of  suicidal  situations,  then,  must 
be  aimed  at  the  two  categories  of  etiologic  situa- 
tions. If  there  is  loss  of  hope  and  disintegration  of 
the  personality,  then  therapy  should  be  aimed  at 
reintegrating  the  personality  and  restoring  hope. 
If  there  is  a loss  of  external  valued  objects,  then 
attempts  must  be  made  to  restore  or  replace  them. 
What  are  the  specific  methods  of  accomplishing 
these  ends? 

Reintegration  of  the  Personality 

An  important  keynote  to  the  treatment  of  sui- 
cide is  quick  and  decisive  action.  Most  suicidal 
persons  are  in  a state  of  turmoil  which  reflects  their 
ambivalence  about  important  issues  in  their  lives. 
Should  they  stay  with  an  unfaithful  spouse,  or 
should  they  leave?  Can  they  afford  to  take  a leave 
of  absence  from  work  or  not?  Indecision  spreads 
from  larger  issues  to  smaller  ones;  for  example, 
they  may  be  plagued  for  hours  by  such  trivial 
questions  as  what  tie  to  wear. 

In  this  situation,  the  quick  recognition  by  the 
physician  that  a serious  crisis  exists  and  decisive 
action  to  implement  improvement  is  of  paramount 
value.  Any  point  at  which  the  physician  senses 
that  a suicidal  crisis  exists  should  become  the 
starting  point  for  quick  action.  He  should  request 
the  patient  to  come  in  immediately  and  should  be 
willing  to  make  room  in  his  schedule  for  dealing 
with  this  emergency.  ' 

Once  the  physician  comes  to  a decision  as  to 
which  actions  will  be  therapeutic,  he  must  act 
quickly  to  implement  them.  If  he  feels  that  a 
patient  should  go  into  a hospital,  he  must  try  to 
get  the  patient’s  consent  immediately.  Criteria 
for  hospitalization  include : 

• A feeling  of  hopelessness  that  is  not  reversed 
during  the  initial  interview  with  the  patient.  During 
this  interview,  the  physician  will  have  formulated 
a treatment  plan.  (For  example,  he  may  have  de- 
cided that  the  patient  should  rejoin  her  parents, 
take  an  anti-depressant,  and  have  regular  psycho- 
therapeutic interviews  with  him.)  If  the  patient 
responds  to  the  plan  with  a lifting  of  depression  and 


a feeling  that  things  may  indeed  get  better,  this  is  a 
positive  sign.  However,  if  there  is  no  improvement 
following  the  communication  of  the  therapeutic 
plan,  this  points  toward  hospitalization. 

• The  presence  of  a psychotic  state. 

• A history  of  repeated  impulsive  suicide  at- 
tempts while  in  a depressed  condition. 

On  occasion,  a patient  for  whom  admittance  to 
hospital  seems  clearly  indicated  will  refuse  to  co- 
operate with  such  a procedure.  What  course  should 
then  be  followed  by  the  physician?  If  the  patient’s 
condition  is  such  that  he  clearly  seems  to  threaten 
his  own  life  outside  of  a hospital,  then  steps  for 
commitment  can  be  quickly  taken.  Either  a fam- 
ily member  or  friend  or  the  physician  himself  may 
initiate  such  commitment  procedures  by  getting 
in  touch  with  the  nearest  psychiatric  hospital  or 
general  hospital  that  has  psychiatric  in-patient 
facilities. 

There  are,  however,  a number  of  cases  in  which 
the  issues  will  be  ambiguous.  The  patient  may  not 
be  clearly  psychotic.  Although  the  physician  may 
feel  that  suicide  is  a strong  possibility,  the  patient 
may  not  be  talking  about  suicide  at  the  time.  On 
occasion,  some  suicidal  patients  will  deny  that  they 
have  suicidal  intentions,  but  it  will  be  felt  that 
they  are  lying.  Under  such  conditions,  if  commit- 
ment may  not  seem  possible  the  physician  will 
often  have  to  settle  for  less  than  the  ideal.  He 
must  inform  the  patient  of  his  grave  concern,  offer 
him  whatever  seems  helpful  that  the  patient  will 
accept,  and  tell  him:  “I  want  you  to  know  that  I 
want  to  help  you  and  I am  available  at  all  times. 
If  you  should  change  your  mind  about  entering 
the  hospital,  please  feel  free  to  call  me.”  Although 
there  are  a few  patients  who  may  kill  themselves 
under  such  conditions,  such  a sincere  and  open 
declaration  of  interest  in  the  patient  will  ( 1 ) often 
sustain  him  and  help  him  through  the  crisis,  and 
(2)  sometimes  be  responded  to  by  a request  for 
hospitalization. 

Sometimes  the  physician  will  feel  that  admit- 
tance to  hospital  is  not  indicated,  particularly  if 
the  suicidal  patient  can  be  brought  close  to  some- 
one who  is  interested  in  him.  Such  a person  may 
be  a family  member,  a friend,  a member  of  the 
clergy  or  a sensitive  paid  helper  such  as  a nurse. 
With  suicidal  patients,  it  is  often  necessary  not  only 
to  make  such  suggestions  but  to  go  a long  way 
toward  seeing  them  effected.  Thus  a physician 
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may  make  a call  to  a patient’s  relative,  discuss  the 
seriousness  of  the  patient’s  condition  with  him,  and 
request  the  relative  to  take  the  patient  to  his  home. 
Not  only  may  such  action  be  lifesaving,  it  will  help 
restore  to  the  patient  the  feeling  that  he  is  impor- 
tant— important  enough  to  make  someone  take 
time  and  make  significant  effort  on  his  behalf. 

Once  having  made  a diagnosis  of  the  suicidal 
crisis,  a non-psychiatrist  may  wish  to  refer  the 
patient  to  a specialist  in  psychiatry  or  psychology. 
In  some  cases,  however,  this  will  not  be  possible, 
and  in  others  it  may  be  quite  feasible  for  a physi- 
cian with  sympathetic  human  feelings  to  begin 
treatment  himself. 

In  any  case,  whoever  undertakes  the  crisis  treat- 
ment and  psychotherapy  of  the  suicidal  patient 
will  have  to  deal  with  loss  of  hope  in  a person  who 
is  not  capable  of  making  sound  decisions.  The 
task  here  is  to  point  out  to  the  patient  that  certain 
of  his  decisions  are  not  in  his  own  best  interest, 
and  to  point  out  how  new  decisions  might  be  better 
than  the  ones  he  has  come  to.  For  example,  the 
individual  who  feels  that  it  is  more  important  to  go 
to  the  laundry  than  to  a hospital  where  his  life 
might  be  saved  could  have  this  poor  judgment 
pointed  out  to  him.  It  could  then  be  stated  that 
his  life  is  more  important  than  his  laundry,  and 
the  suggestion  in  favor  of  the  hospital  could  be 
made  again. 

Activities  such  as  these  will  not  only  help  the 
patient  toward  life-saving  and  more  rational  deci- 
sions but  will  also  provide  him  with  valuable 
models  of  thinking.  A patient  observing  a therapist 
who  has  about  him  an  air  of  “putting  first  things 
first”  can  see  that  such  rational  thinking  is  prefer- 
able to  his  own  impulse-ridden  thoughts  and  ac- 
tions. 

An  additional  tool  in  the  therapeutic  arma- 
mentarium should  be  the  holding  out  of  hope  on 
the  part  of  the  therapist.  This  need  not  be  done 
by  explicit  references  to  the  fact  that  hope  is 
necessary.  The  attitude  of  hopefulness  is  much 
more  importantly  conveyed  by  the  therapist’s  atti- 
tude that  the  situation  does  have  a good  chance 
of  resolving  in  a hopeful  manner.  Also  the  therapist 
should  know,  and  he  may  wish  to  convey  to  the 
patient,  that  crisis  and  suicidal  situations  are  most 
often  short-lived,  that  they  are  periods  of  turmoil 
which  pass  away  with  time  and  with  therapeutic 
effort,  and  as  they  do  pass  away,  the  patient 
emerges  with  restored  hope. 


Consider  the  following  example.  A 52-year-old 
woman  called  a physician  because  of  concern  that 
she  would  act  on  her  suicidal  feelings.  These  had 
begun  after  the  death  of  her  mother.  The  two 
women  had  lived  together  for  many  years  with 
no  other  close  contacts.  Although  the  patient  was 
a quite  capable  woman  who  had  not  only  taken 
care  of  the  home  but  had  supported  the  couple 
through  her  employment,  she  felt  hopeless  and  in- 
competent at  the  time  she  called,  and  wondered 
v/hether  life  was  worth  living. 

The  physician  listened  to  her  story,  sympathized, 
and  then  pointed  out  that  depression  and  despon- 
dency at  such  a time  were  quite  normal,  and  that 
adjusting  to  the  loss  of  her  mother  and  finding 
new  important  relationships  probably  would  take 
some  time  and  involve  a number  of  difficulties. 
However,  he  also  pointed  to  her  assets  as  exempli- 
fied by  her  past  successes  and  the  competence 
which  had  been  present  up  to  the  time  of  her 
mother’s  death.  The  physician  gave  her  his  honest 
opinion  that  she  would  almost  certainly  be  able  to 
achieve  a new  adaptation  as  time  went  on.  In  the 
interim,  he  assured  her,  he  would  see  her  at  weekly 
intervals,  would  give  her  an  anti-depressant  agent 
if  necessary,  and  would  be  available  for  her  to 
phone  at  any  time. 

The  patient  was  mildly  encouraged  during  the 
first  interview  and  showed  it  by  a decrease  in  de- 
pression. Over  the  course  of  the  next  three  months, 
she  manifested  gradual  improvement  and  at  that 
time  was  able  to  discontinue  medication  and 
weekly  interviews.  For  some  months  afterward, 
she  called  the  physician  on  the  average  of  once  a 
month  and  then  these  calls  stopped.  A follow-up 
call  a year  later  found  the  patient  doing  well. 

The  question  has  been  raised,  “Does  conveying 
to  the  patient  that  the  crisis  situation  is  relatively 
short-lived  contradict  the  dictum  that  quick  and 
decisive  action  is  called  for?”  This  contradiction 
is  more  apparent  than  real.  The  point  is  that  a 
feeling  that  the  crisis  will  eventually  be  overcome 
must  not  take  the  place  of  instituting  definite 
plans  to  help  implement  its  being  overcome.  As 
a matter  of  fact,  if  the  latter  is  not  accomplished 
during  the  period  in  which  the  crisis  is  present, 
there  may  be  an  unfortunate  successful  suicide 
attempt. 
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Restoration  of  Lost  Objects 

Next  there  is  the  issue  of  the  restoration  or 
replacement  of  the  external  objects.  In  the  inter- 
personal group,  this  can  often  be  fairly  easily 
accomplished.  Frequently  a relationship  which  is 
deteriorating  can  be  restored.  A lovers’  quarrel, 
an  estrangement  between  two  friends  or  relatives, 
can  often  be  investigated  for  purposes  of  recon- 
ciliation, and  often  enough  this  possibility  becomes 
an  actuality. 

In  the  case  of  the  young  wife  whose  history 
was  described  in  earlier  paragraphs,  the  following 
treatment  ensued.  When  the  husband  learned  of 
the  cause  for  his  wife’s  despair,  he  was  overcome 
with  guilt  and  was  eager  to  do  whatever  would 
be  possible  to  restore  good  and  optimistic  feelings 
in  his  wife.  He  readily  agreed  to  return  to  their 
hometown,  and  a follow-up  letter  from  the  wife 
six  months  later  revealed  that  things  were  going 
well. 

Even  in  those  situations  where  the  specific  lost 
individual  cannot  be  restored,  it  is  not  too  difficult 
to  find  substitute  people  or  interests.  Very  often 
clergymen,  business  acquaintances  or  other  friends 
of  the  suicidal,  told  of  the  patient’s  need  for  in- 
creased personal  contact,  will  bring  themselves 
closer  to  him.  Sometimes  they  can  be  of  great 
help  by  introducing  the  patient  to  new  groups  of 
people.  We  should  not  forget  that  many  people 
welcome  opportunity  to  be  of  help  to  others. 

Nearly  always  the  therapist  willing  to  make  the 
effort  can  find  someone  known  to  the  patient  who 
wilt  agree  to  help  in  this  friendly  way.  But  if  no 
one  of  that  order  can  be  found,  it  should  be  re- 
membered that  social  workers,  the  Family  Service, 
and  the  family  groups  of  churches  and  certain 
social  organizations  are  set  up  to  help  in  such 
situations. 

A.  Iso  the  possibility  of  the  patient’s  reaching  out 
for  new  interests  and  individuals  should  be  actively 
explored.  Attention  should  be  paid  to  his  own 
past  history  and  his  own  personal  predilection  in 
the  course  of  this  attempt.  Very  often  fraternal, 
school,  church  and  social  groups  may  be  used  in 
this  endeavor. 

In  the  intrapersonal  group,  the  restoration  of 
objects  is  much  more  difficult.  This  may  be  linked 
to  the  relatively  less  accessible  approach  to  hope 
in  these  patients.  However,  by  and  large,  the 
same  means  indicated  to  be  useful  in  the  interper- 
sonal group  should  be  attempted  here. 


One  must  expect,  however,  a much  longer  haul 
with  intrapersonal  suicidal  patients.  In  this  group, 
the  therapist  often  becomes  the  new  object.  He 
must  be  prepared  to  enter  into  a long  period  of 
support  and  availability  to  his  patient.  He  must 
recognize  that  although  many  patients  will  respond 
to  this  kind  of  therapy,  the  response  may  not  be  an 
easy  or  quick  one.  Such  patients  often  become 
extremely  onerous  for  internists,  general  practi- 
tioners or  others  who  do  not  have  the  specific  re- 
sources that  trained  psychotherapists  have.  How- 
ever, should  there  be  a feeling  of  particular  interest 
or  liking  for  such  a patient  on  the  part  of  a non- 
psychiatrist physician,  there  would  be  no  contra- 
indication to  his  undertaking  such  a therapy. 

Some  may  question  that  a person  who  is  not 
psychiatrically  trained  could  effectively  treat  a 
severely  disturbed  long-term  patient.  However, 
experience  indicates  that  the  qualification  of  gen- 
uinely caring  for  another  person  is  perhaps  the 
single  most  important  condition  in  treating  suicidal 
patients.  Such  a feeling  of  caring  is  probably 
more  important  in  many  cases  than  years  of  spe- 
cialized training. 

Certain  suicidal  situations  demonstrate  that  the 
ministrations  of  a good  friend  can  get  someone 
through  an  extremely  lethal  suicidal  situation.  We 
have  had  an  opportunity  to  utilize  lay  volunteers 
at  the  Suicide  Prevention  Center  for  many  years. 
These  people  have  come  to  the  Center  because 
of  a feeling  of  wanting  to  help  others,  and  they 
are  accepted  as  workers  when  it  is  felt  that  they 
can  effectively  act  on  this  motivation.  This  group 
has  been  consistently  successful  in  dealing  with 
suicidal  situations,  including  many  of  the  serious 
intrapersonal  ones. 

(3  f course,  it  is  valuable  to  utilize  the  services  of 
a consultant.  Consultation  is  important  even  in 
the  most  highly  skilled  psychiatric  treatment  of  a 
suicidal  patient,  and  it  is  at  least  equally  important 
in  psychotherapy  performed  by  persons  who  are 
not  so  highly  trained. 

In  all  suicidal  situations,  attention  should  be 
paid  to  the  persons  who  are  in  one  way  or  another 
near  to  or  associated  with  the  suicidal  attempter. 
As  already  indicated,  these  significant  others  are 
often  quite  crucial  in  the  treatment  of  suicide.  In 
the  first  place  they  are  important  because  it  is  often 
due  to  rifts  or  difficulties  with  them  that  the  suicidal 
ideation  is  set  into  motion.  Further,  as  already  has 
been  indicated,  enlisting  the  support  of  the  family 
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and  those  around  the  patient  can  often  be  of  ex- 
treme help  to  him.  It  should  be  mentioned  that 
the  physician  is  not  confining  help  to  the  suicidal 
victim  when  he  is  engaged  in  such  collaborative 
work.  Very  frequently,  the  person  who  makes  the 
suicide  attempt  is  only  the  most  obviously  dis- 
turbed member  of  a group  of  people  who  are  un- 
dergoing symbiotic  problems.  Often  the  suicide 
attempt  of  one  member  is  the  alerting  signal  by 
which  an  entire  constellation  of  disturbed  inter- 
personal relationships  is  brought  to  attention. 

An  example  of  the  suicide  attempter  being  the 
disturbed  individual  in  a family  group  is  the  fol- 
lowing: 

A young  man  made  a serious  suicide  attempt 
and  because  of  it  was  admitted  to  hospital.  At 
first  he  was  reticent  to  talk  about  his  condition  but 
after  some  indication  of  interest  on  the  part  of  the 
interviewer,  the  following  story  emerged. 

He  was  in  love  with  a girl  whose  background 
was  unacceptable  to  his  parents.  Over  the  course 
of  a year,  the  mother  repeatedly  told  him  that  his 
marrying  the  girl  would  be  extremely  distasteful  to 
her.  Because  of  his  great  dependency  on  his  fam- 
ily, this  threw  him  into  increasing  turmoil  which 
finally  culminated  in  the  suicide  attempt. 

In  an  ensuing  interview  with  his  mother,  it 
became  apparent  that  there  was  more  to  the  mat- 
ter than  her  dislike  of  the  particular  girl.  Her  own 
marriage  was  unsatisfactory  to  her,  and  she  had 
only  been  able  to  maintain  her  sense  of  well-being 
by  pouring  aU  of  her  energy  into  the  relationship 
with  her  son.  The  threat  of  his  leaving  her  through 
marriage  brought  about  increasing  anxiety  and 
thoughts  of  suicide.  These  concerns  were  impor- 
tant in  her  attitude  toward  her  son. 

It  is  obvious  that  in  this  situation,  therapy  had 
to  be  directed  to  mother  and  son,  and  eventually 
to  the  father  also.  (The  latter  was  necessary  in 
order  to  help  bring  together  the  mother  and  father 
so  that  the  mother  could  relinquish  the  need  for 
her  son.) 

The  Family  and  Friends  of  Suicides 

Next  we  will  consider  those  unfortunate  situa- 
tions in  which  a suicide  has  actually  taken  place. 
Those  surrounding  the  person  who  has  killed  him- 


self will  often  feel  responsible  and  guilty  for  the 
death.  They  must  be  reassured.  They  need  the 
support  of  a philosophy  of  life  which  indicates 
that  no  person  is  omnipotent.  They  should  be 
informed  that,  much  though  we  may  care  for  an- 
other person,  there  are  forces  that  are  greater  than 
our  own  efforts  which  may  act  to  make  that  person 
take  his  life.  They  must  be  reassured  that  their 
irritation  and  anger  toward  the  dead  person  were 
not  damnable  sins  but  rather  human  reactions. 
Although  it  is  natural  that  they  should  feel  a sense 
of  sorrow  and  loss,  in  most  cases  it  is  not  appropri- 
ate for  them  to  take  the  responsibility  for  the 
death  upon  their  own  shoulders. 

Finally,  a word  should  be  said  about  the  chil- 
dren of  suicide  victims,  who  not  only  have  to  live 
with  the  loss  of  one  of  the  two  most  important 
people  in  their  early  lives,  but  also  are  left  with 
the  necessity  to  deal  with  the  frustration  and  anger 
that  may  accompany  such  a loss.  Although  some 
persons  might  think  that  to  feel  angry  toward  some- 
one who  is  so  troubled  as  to  kill  himself  is  irrational 
(and  perhaps  it  is),  such  feelings  are  also  quite 
natural.  A close  watch  should  be  made  of  sur- 
viving children  so  as  to  quickly  identify  indications 
of  emotional  turmoil.  Such  turmoil  may  manifest 
itself  through  any  of  the  indications  of  psychologi- 
cal distress  (anxiety,  depression,  psychosomatic 
symptoms,  hypochondriasis,  dissociative  states, 
psychotic  states).  The  point  is  that  a suicide  of 
a parent  may  often  predispose  a child  to  emotional 
turmoil  in  later  life. 

Author’s  note:  A number  of  additional  articles  may  be 
consulted  by  the  clinician  interested  in  treatment  of  sui- 
cidal conditions.  These  include:  “Acutely  Suicidal  Pa- 
tients” by  Robert  E.  Litman,  California  Medicine,  104: 
168-174,  March  1966;  “Some  Practical  Procedures  in  the 
Management  of  Suicidal  Persons”  by  Ronald  S.  Mintz, 
American  Journal  of  Orthopsychiatry,  5:896-903,  October 
1966;  and  “The  Suicidal  Patient  and  the  Physician”  by 
Norman  L.  Farberow,  Edwin  S.  Shneidman,  and  Robert 
E.  Litman,  Mind,  1:69-74,  March  1963.  An  article  which 
gives  additional  helpful  material  is  “The  Practical  Man- 
agement of  Depression”  by  Nathan  S.  Kline,  JAMA, 
190:732-740,  November  1964. 
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Nonspecific  Urethritis  in  Females 

Sumner  Marshall,  M.D.,  Richards  P.  Lyon,  M.D.,  and 
Jack  Schieble,  M.D.,  San  Francisco 


■ The  possibility  of  nonspecific  urethritis  must  be  considered  in  females 
with  persistent  irritative  symptoms  of  the  lower  urinary  tract  despite 
“negative”  urine  cultures.  The  diagnosis  can  be  made  only  by  the  proper 
collections  of  urine  specimens  from  both  the  urethra  and  the  bladder. 
These  specimens  will  reveal  the  presence  of  white  blood  cells  in  the  ure- 
thral washings,  while  the  midstream  (bladder)  specimen  will  be  free  of 
cells. 


Nonspecific  urethritis  in  males  is  frequently 
manifested  by  a watery  urethral  discharge,  caus- 
ing spotting  of  underwear  or  bedclothes.  It  is 
usually  associated  with  mild  irritative  symptoms 
of  the  lower  urinary  tract.  Men  are  instantly  aware 
of  a problem  and  are  very  quick  to  seek  medical 
attention  for  this  emotion-laden  area  of  the  body. 

The  causative  organism,  which  is  thought  to  be 
a pleuropneumonia-like  organism  (Mycoplasma) 
is  not  seen  under  ordinary  light  microscopy,  nor 
can  it  be  identified  by  the  usual  culture  techniques. 
If  a frank  urethral  discharge  is  not  present,  the 
urethral  washings  (“first  glass”)  specimen  typ- 
ically reveals  white  blood  cells  but  no  organisms, 
while  the  midstream  (“second  glass”)  specimen 
may  have  no  evidence  of  cells.  It  is,  therefore, 
only  by  examination  of  both  the  first  glass  and 
midstream  specimens  that  the  diagnosis  of  this 
entity  which  we  call  “nonspecific  urethritis”  can 
be  made. 

A similar  entity  can  occur  in  females.  However, 
the  physician  in  his  high  regard  for  sterile,  un- 
contaminated specimens,  usually  obtains  only  a 
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clean-voided  midstream  or  catheter  specimen. 
Henee  a woman  with  persistent  symptoms  of  the 
lower  urinary  tract  irritation  yet  with  elear  urine 
speeimens  from  the  bladder,  is  all  too  often  con- 
sidered to  have  psychologieal  problems,  the  ure- 
thral washings  going  unnotieed.  But  in  females 
as  in  males,  the  diagnosis  of  “nonspeeific  urethri- 
tis” is  made  by  establishing  the  presence  of  white 
blood  cells  in  the  urethral  washings,  while  the 
midstream  specimen  is  free  of  cells.  The  clinical 
problem  usually  clears  rapidly  with  the  use  of 
tetracycline. 

Reports  of  Cases 

Case  1.  A 22-year-old  unmarried  nurse  had  a 
one-month  history  of  symptoms  of  the  lower  uri- 
nary tract  irritation  and  terminal  hematuria.  She 
had  been  treated  by  her  physician  with  both  sul- 
fonamide and  nitrofurantoin,  but  the  symptoms 
persisted.  A catheterized  urine  specimen  was  free 
of  cells  and  bacteria,  both  mieroscopically  and  on 
routine  and  acid-fast  bacilli  culture  media.  Nei- 
ther excretory  urograms  nor  endoscopie  examina- 
tion revealed  any  gross  abnormalities.  Reflux  was 
not  seen  on  voiding  cystourethrogram.  A eourse 
of  urethral  dilations  gave  no  relief. 

Two-glass  urine  specimens  were  obtained  after 
medications  had  been  discontinued  for  one  week. 
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The  first  glass  specimen  revealed  white  blood  cells 
with  no  bacteria  either  on  culture  or  methylene 
blue  stain.  The  midstream  (second  glass)  speci- 
men was  essentially  clear.  Following  a course  of 
tetracycline,  the  symptoms  as  well  as  the  urethral 
washings  cleared  completely.  One  recurrence  three 
months  later  responded  similarly  to  tetracycline. 

Case  2.  A 34-year-old  physician’s  wife,  para  6, 
gravida  6,  had  a history  of  recurrent  episodes  of 
urinary  tract  infection  over  a period  of  five  years. 
They  had  usually  responded  promptly  to  sulfon- 
amide. Over  the  previous  six  weeks,  however, 
she  had  been  treated  with  sulfonamide,  nitro- 
furantoin and  ampicillin  without  abatement  of 
the  irritative  symptoms.  Work-up,  including  ex- 
cretory urograms,  cystoscopy  and  voiding  cysto- 
urethrography, failed  to  reveal  any  cause  for  the 
problem.  Urethral  washings  showed  4 to  5 white 
blood  cells  per  high  power  field,  with  midstream 
urine  free  of  cells  or  bacteria.  Urine  specimens 
obtained  after  a two-week  period  of  no  medica- 
tions showed  no  growth  on  eosin-methylene-blue 
stain  (emb),  blood  agar,  or  Mueller-Hinton  me- 
dia. Following  a course  of  tetracycline,  symp- 
toms abated  and  there  were  no  longer  cells  in 
the  urine. 

Discussion 

The  male  anatomy  permits  easy  and  accurate 
collections  of  urethral  and  midstream  specimens. 
For  comparable  collections  from  females,  proper 
perineal  preparation  must  be  carried  out.*--  Our 
office  nurse  carefully  cleanses  the  patient’s  peri- 
urethral and  intralabial  areas  and  plugs  the  vagina 
with  cotton.  The  patient  is  then  instructed  to 
void  into  two  separate  sterile  containers,  finishing 
the  final  voiding  in  the  toilet.  Both  specimens  are 
then  plated  out  on  blood  agar,  emb,  and  Mueller- 
Hinton  media.  When  possible,  attempt  is  made  to 
isolate  the  mycoplasma  organism. ^ 

The  evidence  suggests  that  the  offending  or- 
ganism is  the  T-strain  Mycoplasma,^  " although 


Ingham  and  associates®  question  whether  the  inci- 
dence of  this  organism  is,  indeed,  statistically 
higher  in  patients  with  clinical  urethritis  than  in 
a “control”  group.  There  is  little  doubt  that  all 
of  the  studies  indicate  we  are  dealing  with  a dis- 
tinct clinical  entity,  characterized  by  the  symptoms 
and  laboratory  findings  outlined  above.  The 
condition  appears  to  be  venereal  in  nature,  which 
is  suggested  by  the  high  recurrence  rate  following 
repeated  sexual  contacts.^  The  findings  similarly 
suggest  that  either  the  male  or  the  female  may  act  | 

as  a carrier  and  hence  that  treatment  of  both  | 

sexual  partners  is  advisable.  * 

Although  there  is  still  question  as  to  the  par-  \ 

ticular  offending  organism  in  “nonspecific  ure-  | 

thritis,”  the  clinical  problem  usually  clears  rapidly  \ 

with  the  use  of  tetracycline.***  It  is  not  within  the  * 

scope  of  this  paper  to  define  the  causal  agent  for  j| 

the  condition  which  we  refer  to  as  “nonspecific 
urethritis,”  but  rather  to  try  to  make  the  clinician 
aware  of  its  possible  presence  in  the  female  with  ; 

persistent  symptoms  of  lower  urinary  tract  irrita-  ; 

tions  but  negative  cultures.  Only  by  properly  ■ 

collected  urethral  and  bladder  specimens  can  the 
condition  be  recognized. 
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The  Normal  Thyroidal  Uptake  of  Iodine 


Jerald  C.  Nelson,  M.D.,  Loma  Linda,  Arnold  Renschler,  M.D.,  Washington,  D.C.,  and 

John  W.  Dowswell,  M.D.,  Loma  Linda 


■ The  range  of  values  jor  the  24-hour  thyroidal  accumulation  of  radio- 
active iodine  in  euthyroid  persons  varies  with  geographic  location.  In 
the  San  Bernardino  Valley  region  of  Southern  California  the  “normal 
range”  is  6 percent  to  33  percent  in  euthyroid  subjects.  This  is  lower  than 
in  studies  from  other  areas  of  the  United  States.  The  urinary  iodide 
excretion  and  the  absolute  iodine  uptake  of  the  thyroid  are  higher  than 
in  studies  from  many  other  areas  of  the  United  States,  pointing  to  iodine 
abundance  as  the  reason  for  this  difference.  The  geographic  variation 
and  the  possibility  of  changing  dietary  iodine  intake  of  normal  persons 
point  to  the  necessity  of  current  and  local  determinations  of  the  “normal 
range”  of  the  thyroidal  uptake  of  radioiodine  if  the  results  of  this 
thyroid  function  test  are  to  be  properly  interpreted. 


The  thyroidal  uptake  of  radioactive  iodine  in 
persons  without  thyroid  disease  varies  with  geo- 
graphic location^  ’ and  may  change  in  the  same 
location  from  one  decade  to  the  next.^  With  the 
opening  of  the  new  Loma  Linda  University  Hos- 
pital in  Loma  Linda,  which  is  in  the  San  Ber- 
nardino Valley  region  of  California,  it  became 
apparent  that  the  24-hour  thyroidal  uptake  of  I”' 
in  our  patients  without  thyroid  disease  did  not 
correspond  with  the  usual  “normal  ranges”  of  20 
to  50  percent  or  15  to  45  percent.’  Accordingly, 
a study  of  the  range  of  radioactive  iodine  uptakes 
in  euthyroid  subjects  was  undertaken. 

Methods  and  Materials 

Three  hundred  twenty-eight  24-hour  thy- 
roidal uptake  determinations  were  performed  from 
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February  15  to  May  14,  1968,  in  the  Section  of 
Nuclear  Medicine.  Forty  were  performed  in  pa- 
tients who  had  received  medications  or  who  had 
non-thyroidal  conditions  which  might  alter  the 
thyroidal  uptake  of  iodine  including  exogenous 
iodides,®  thyroid  hormones,^'*^  adrenal  steroids, 
ACTH,*'*'*  phenylbutazone,*’  para-aminosalicylic 
acid,”  thioureas,*®  infancy,*^  pregnancy,’**-’*  con- 
gestive heart  failure,”-”  renal  disease,”-’^  and 
hepatic  failure.”  Thirty-six  uptake  determinations 
were  performed  following  thyroidal  stimulation  or 
thyroidal  suppression.  There  remained  252  de- 
terminations in  244  patients.  Where  repeat  studies 
were  performed  on  a single  patient  the  initial  I*” 
uptake  was  used  in  this  study. 

A conclusion  regarding  the  thyroidal  status  of 
236  of  these  244  patients  could  be  reached  on 
the  basis  of  the  total  clinical  and  laboratory  evalua- 
tion of  the  patient,  including  examination  by  the 
authors.  Eight  patients  were  excluded  because  the 
thyroidal  status  remained  uncertain.  One  hundred 
and  four  of  the  236  patients  had  thyroid  disease. 
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Chart  1. — Range  of  F’*  uptake  as  determined  in  euthy- 
roid subjects  in  San  Bernardino  Valley  region  of  Califor- 
nia. 


The  other  132  patients  were  free  of  thyroid  dis- 
ease, had  received  no  interfering  medication  and 
did  not  have  non-thyroidal  conditions  known  to 
alter  the  thyroidal  uptake  of  radioactive  iodine. 
Thirteen  of  these  subjects  were  apparently  healthy 
hospital  personnel  who  served  as  volunteer  control 
subjects.  The  values  for  the  24-hour  I*^‘  uptake 
in  these  13  volunteers  did  not  differ  significantly 
from  the  values  in  the  129  euthyroid  patients  as 
determined  by  the  T-test,  therefore,  these  two 
groups  were  combined  and  constitute  the  subjects 
on  which  this  report  is  based.  Radioactive  iodine 
uptakes  were  performed  with  an  average  tracer 
dose  of  10  fjLC.  Measurements  were  taken  at  a 
distance  of  35  cm  from  the  crystal.  Tissue  back- 
ground was  counted  over  the  thigh.  The  standard 
was  measured  in  an  orins  thyroid  phantom  at  the 
most  superficial  level.  Urine  I'^'  was  counted  in  a 
conventional  well  counter.  Urinary  iodine  was 
determined  from  appropriately  diluted  aliquots  of 
urine  by  the  commercial  method  of  Hycel,  Inc.^® 
The  absolute  iodine  uptake  (aiu)  of  the  thyroid 
was  calculated  from  24-hour  measurements  by 
the  formula  of  Alexander  et  al,^’ 

AIU  = I'3i  uptake  X urinary  iodine 
urinary 

while  the  subjects  were  on  random  diets. 

Results 

The  values  of  the  24-hour  thyroidal  1'^’  uptakes 
are  shown  in  Chart  1 . They  range  from  2 percent 
to  37  percent  with  a mean  of  17.6  percent.  These 


values  do  not  conform  to  a normal  curve  of  dis- 
tribution. The  failure  of  the  thyroidal  radioactive 
iodine  uptakes  of  euthyroid  subjects  to  follow  a 
normal  distribution  curve  has  been  reported  by 
others-^'-®  and  may  be  due  to  the  practice  of  in- 
cluding patients  of  various  ages  and  both  sexes  in 
a single  group  even  though  these  factors  have  been 
shown  to  influence  the  thyroidal  radioiodine  up- 
take.Using  the  statistical  tests  for  skewness 
and  kurtosis,  the  transformation  of  our  data 
which  best  fit  the  normal  curve  of  distribution  was 
the  square  root  of  the  radioiodine  uptake.  There- 
fore, the  square  of  the  mean  square  root  plus  or 
minus  two  standard  deviations  from  the  mean 
square  root  (4.11  ± 1.61)^  was  chosen  as  our 
“normal  range.”  This  range  is  from  6 percent  to 
33  percent  in  24  hours.  Twenty-four  hour  urinary 
iodine  excretions  were  measured  in  ten  of  the 
apparently  healthy  volunteers  and  ranged  from 
179  mg  to  535  mg  with  a mean  303  ±41  mg  in 
24  hours.*  The  mean  aiu  of  these  volunteers  was 
4.0  ± 0.9  micrograms  per  hour  or  96  micrograms 
per  24  hours. 

Discussion 

In  Jamaica  normal  persons  have  24-hour  thy- 
roidal radioiodine  uptake  of  0 to  36  percent  and 
61  percent  have  values  below  10  percent.^  This  is 
in  contrast  to  the  range  of  30  percent  to  70  percent 
for  euthyroid  persons  in  Denmark.'  Within  the 
United  States,  the  “normal  range”  has  been  re- 
ported to  be  as  low  as  6 percent  to  32  percent  in 
Gainesville,  Florida,^  and  as  high  as  20  percent  to 
50  percent  in  New  York'*  and  New  England.'^ 
Other  investigators  in  the  United  States  report 
values  between  these  two  extremes."-^®  ” There 
is  evidence  that  higher  ambient  temperatures  are 
associated  with  lower  radioiodine  uptakes,”  though 
not  all  studies  are  in  agreement.”  The  importance 
of  this  factor  in  our  subjects  is  unknown.  Dietary 
iodine  intake  is  important  since  the  radioiodine 
uptake  reflects  both  thyroidal  iodide  accumulation 
and  the  amount  of  stable  iodide  in  the  body  with 
which  the  radioiodine  trace  is  diluted. 

Iodine  deprivation  will  elevate  the  radioactive 
iodine  uptake  in  euthyroid  persons®- and  radio- 
iodine uptake  is  higher  in  regions  of  iodine  de- 
ficiency even  in  the  absence  of  goiter.”-”  Con- 
versely, the  feeding  of  iodine  and  abundant  dietary 
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iodine  intake  are  associated  with  lower  radio- 
iodine uptake. 

The  mean  24-hour  urinary  iodide  excretion  of 
303  micrograms  per  24  hours  in  the  euthyroid 
subjects  in  this  study  is  higher  than  the  91  micro- 
grams per  24  hours  reported  by  Koutras  and  co- 
workers for  euthyroid  subjects  in  Glasgow, the 
100-200  micrograms  per  24  hours  reported  by 
Means  et  al  for  euthyroid  subjects  in  New  Eng- 
land^ or  the  240  micrograms  per  24  hours  reported 
in  euthyroid  subjects  in  San  Francisco  by  Reilly 
et  al."  It  is  similar  to  the  301  micrograms  per 
24  hours  in  euthyroid  subjects  in  Arkansas.^®  The 
Aiu  has  been  reported  to  be  2.3,  2.7,  2.9,  and  3.7 
micrograms  per  hour^’-^'’-’'^’®®  or  70,  82,  and  85 
micrograms  per  24  hours" in  euthyroid  sub- 
jects in  Scotland,  France,  Canada,  and  the  United 
States.  The  mean  of  4.0  micrograms  per  hour 
(96  micrograms  in  24  hours)  found  in  this  study  is 
higher  than  in  other  studies  reported  in  the  United 
States  but  below  the  6.2  micrograms  per  hour 
reported  by  Nagataki  in  normal  Japanese  whose 
dietary  iodine  intake  is  very  high  and  whose  mean 
24-hour  thyroidal  I"‘  uptake  is  14  percent  com- 
pared with  17.6  percent  in  the  present  study.” 
In  normal  subjects  urinary  iodine  is  inorganic 
iodide*^  and  the  renal  clearance  of  iodide  remains 
constant  with  variations  of  the  plasma  inorganic 
iodide  level.*’  Therefore,  the  higher  urinary 
iodine  excretion  in  our  euthyroid  subjects  reflects 
a higher  plasma  inorganic  iodide  level.  An  eleva- 
tion of  the  plasma  inorganic  iodide,  aiu,  and 
urinary  iodine  excretion  follows  increased  iodine 
intake. These  data  point  to  an  increased 
iodine  intake  and  consequent  stable  iodine  dilution 
of  the  radioactive  iodine  trace  as  the  reason  for 
the  relatively  low  24-hour  I’"  uptake  in  euthyroid 
subjects  in  this  region  of  California. 

Difference  in  geographic  location  may  not  be 
the  only  factor  in  the  difference  between  the  re- 
sults of  this  study  and  those  reported  from  other 
areas.  In  a recent  study  from  Alabama,  Pittman, 
Dailey  and  Beschi*  showed  that  the  mean  normal 
24-hour  thyroidal  radioiodine  uptake  decreased 
in  that  area  from  28.6  percent  to  15.4  percent 
during  the  preceding  decade,  largely  as  a conse- 
quence of  the  increasing  iodine  content  of  bread 
resulting  from  newer  baking  methods.  The  normal 
values  may  be  falling  in  many  areas  of  the  United 
States  and  in  the  past  may  have  been  higher  in  and 
about  Loma  Linda,  the  region  of  the  present 
report. 
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ALCOHOL  AND  LARYNGEAL  CANCER 
“There  has  been  much  less  publicity  about  the  connection  between  alcohol  and 
cancer  than  there  has  been  about  smoking  and  cancer.  I think  the  alcohol  lobby 
must  be  even  more  effective  than  the  tobacco  lobby.  . . . 

“[But  statistics  teU  the  tale.]  Out  of  the  several  hundred  people  I have  seen 
with  cancer  of  the  larynx,  there  were  four  non-smokers.  Out  of  the  several  hundred 
people  I have  seen  with  cancer  of  the  pharyngeal  mucosa  . . .,  there  were  three 
non-alcoholics.  A significant  number  of  people  who  have  carcinoma  in  the  larynx 
are  heavy  drinkers  and  heavy  smokers.  Perhaps  you  think  that  alcohol  doesn’t  get 
to  the  vocal  cords  when  you  swallow.  Actually,  not  everything  is  blocked  off  at 
the  false  cord  level.  . . . Why  do  you  think  there  is  the  so-called  whisky  voice? 
Why  do  you  think  people’s  voices  are  a little  bit  hoarse  and  raspy  the  morning 
after  a big  cocktail  party  — too  much  smoking,  too  much  drinking,  and  too  much 
talking  loudly  over  the  noise  of  the  cocktail  party.  We  feel  that  the  drinking  is  an 
important  part  of  it.  . . . 

“You  can’t  turn  this  around  and  say  everybody  who  smokes  and  drinks  is  going 
to  get  cancer.  The  trouble  is  that  you  can’t  tell  ahead  of  time  whose  mucosa  is 
going  to  be  sensitive  to  these  things  and  whose  isn’t.” 

— Herbert  H.  Dedo,  M.D.,  San  Francisco 
Extracted  from  Audio-Digest  Otorhinolaryngol- 
ogy, Vol.  2,  No.  13,  in  the  Audio-Digest  Foun- 
dation’s subscription  series  of  tape-recorded 
programs. 
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Rocky  Mountain  Spotted  Fever 
In  Monterey  County,  California 

E.  Dale  Everett,  Major,  MC,  USA,  and 
Adolph  Rham,  Major,  MC,  USx4,  Fort  Ord 

Rocky  Mountain  spotted  fever  is  a rickettsial 
disease  which  is  widely  distributed  throughout 
North  America.  Signs  and  symptoms  of  this  dis- 
ease were  recently  reviewed.’  The  purpose  of  this 
paper  is  to  report  the  first  known  case  of  this  dis- 
ease from  Monterey  County,  California,  and  to 
add  an  additional  consideration  to  the  differential 
diagnosis  in  a patient  from  this  area  who  presents 
with  fever  and  a rash. 

Report  of  a Case 

A 25-year-old  white  man  was  in  good  health 
until,  two  days  before  admission,  fever  and  chills 
developed. 

He  had  not  traveled  outside  California  for  sev- 
eral months  and  for  at  least  three  weeks  before 
admission  had  not  been  out  of  the  Fort  Ord  area. 
He  had  received  typhus  immunizations  approxi- 
mately 12  weeks  before  the  present  illness. 

On  physical  examination  the  patient  appeared 
to  be  acutely  ill.  The  temperature  was  38.9°C 
(102^F),  the  pulse  rate  96  and  blood  pressure 
122/80  mm  of  mercury.  There  were  bilateral  con- 
junctival petechiae.  A large  number  of  macules, 
some  of  them  petechial,  were  scattered  over  the 
trunk  and  extremities  but  not  on  the  palms  and 
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soles.  The  liver  and  spleen  were  of  normal  size 
and  meningismus  was  not  present. 

A clinical  diagnosis  of  meningococcemia  was 
made  and,  before  therapy  was  begun,  blood  cell 
count,  urinalysis,  aerobic  and  anaerobic  blood  cul- 
tures, spinal  fluid  examination,  determination  of 
blood  urea  nitrogen  and  fasting  blood  sugar  were 
carried  out  and  a Gram  stain  of  material  from 
petechiae  was  prepared.  Blood  was  drawn  and 
frozen  for  serologic  studies.  Therapy  was  begun 
with  5 million  units  of  aqueous  penicillin  intra- 
venously and  aspirin  by  mouth.  The  petechial 
smear  was  said  to  be  positive  for  Gram-negative 
diplococci.  The  leukocyte  count  was  6,600  per  cu 
mm  with  53  percent  neutrophils,  28  percent  band- 
ed forms  and  19  percent  lymphocytes.  Platelets 
were  estimated  to  be  normal  and  remained  so 
throughout  the  stay  in  hospital.  Spinal  fluid,  blood 
cultures,  urinalysis,  chest  roentgenogram,  fasting 
blood  sugar,  blood  urea  nitrogen,  heterophile  ag- 
glutination, and  cold  agglutinins  were  all  negative 
or  normal.  Liver  function  studies  on  the  eighth 
hospital  day  were  normal  with  the  exception  of 
mildly  elevated  serum  glutamic  oxaloacetic  trans- 
aminase. 

During  the  first  three  days  in  hospital,  the  rash 
became  more  petechial  and  a few  lesions  were 
noted  on  the  soles  of  the  feet.  The  leukocyte  count 
decreased  to  2,100  per  cu  mm.  The  temperature 
continued  at  38.9  to  40°C  (102-104°F)  and  the 
patient  complained  of  headache.  As  the  course 
was  atypical  for  meningococcemia,  the  patient  was 
again  interviewed  and  it  was  found  that  about  7 
to  10  days  before  admission,  while  on  bivouac,  the 
patient  had  found  a tick  crawling  on  him,  but  there 
was  no  clear-cut  history  of  tick  bite.  In  light  of 
the  highly  suggestive  history  and  the  clinical  course 
of  illness,  however,  penicillin  was  discontinued  and 
tetracycline  was  begun  on  the  seventh  hospital  day. 
The  patient  became  afebrile  within  24  hours  and 
made  uneventful  recovery. 

Rickettsial  complement-fixation  studies  disclosed 
the  following:  Rickettsia  rickettsii  on  March  3 was 
less  than  1:5;  March  18,  1:40;  April  2,  1:80;  and 
studies  for  typhus  showed  titres  of  1:10,  1:40, 
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1:20.  A Weil-Felix  test  during  the  second  week 
of  illness  was  “positive”  at  1:320,  Proteus  OX-19, 
but  this  was  considered  unreliable  due  to  recent 
typhus  immunization. 

Discussion 

In  retrospect  the  foregoing  case  is  rather  classi- 
cal for  Rocky  Mountain  spotted  fever.  However, 
the  rare  occurrence  of  this  disease  in  this  area  of 
California,  a “positive”  petechial  smear,  and  a 
relatively  large  number  of  cases  of  meningococ- 
cemia  occurring  at  the  time  caused  a delay  in  diag- 
nosis. In  a review  of  the  reportable  disease  records 
of  the  California  State  Health  Department  back  to 


1927,  no  reports  of  this  disease  from  Monterey 
County  were  found. ^ 

At  present  a survey  of  the  tick  infestation  is 
being  done  at  Fort  Ord  Army  Reservation  to  deter- 
mine the  presence  of  a vector  and  whether  the 
vector  harbors  the  organism. 

The  diagnosis  of  Rocky  Mountain  spotted  fever 
should  be  entertained  in  the  febrile  patient  with  a 
rash  which  is  or  becomes  petechial. 
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HOUSE  DUST  ALLERGY 

“Injection  treatment  has  no  place  in  house  dust  allergy  unless  it’s  preceded  by 
attempts  to  get  rid  of  the  house  dust,  especially  in  the  bedroom.  Nearly  half  a 
person’s  life  may  be  spent  in  that  room.  Eighty  percent  of  the  child’s  exposure  to 
house  dust  occurs  in  his  bedroom.  . . . The  sources  are  kapok  and  cotton  Enters, 
mattresses  and  box  springs,  stuffed  toys  and  upholstered  furniture,  and  rugs  and 
rug  pads.  . . . 

“Anyone  with  house  dust  allergy  should  never  have  a feather  pillow  — that’s 
asking  for  trouble.  If  he’s  not  allergic  to  feathers,  he  shouldn’t  try  to  become 
allergic  by  exposing  himself.  There  should  be  allergen-proof  casings  on  the  box 
springs  and  mattress,  and  in  the  case  of  children,  no  stuffed  toys.  There  should 
be  no  upholstered  furniture.  Written  directions  for  house  dust  control  should  be 
given  the  patient  along  with  order  blanks  for  the  encasings.  I tell  the  patient  that 
he  may  have  any  non-wool  rug,  any  non-animal  epidermal  rug  (cotton,  rayon, 
or  nylon  is  fine).  He  can  have  a rubber  rug  pad,  no  pad,  any  pad  except  a cow- 
hair  pad.” 

— William  C.  Deamer,  M.D.,  San  Francisco 
Extracted  from  Audio-Digest  Otorhinolaryngol- 
ogy, Vol.  2,  No.  12,  in  the  Audio-Digest  Foun- 
dation’s subscription  series  of  tape-recorded 
programs. 
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Balantidium  Coli  Infection 
In  a Vietnam  Returnee 

Robert  H.  Lerman,  Major,  MC,  USA, 
William  T.  Hall,  Captain,  MC,  USA,  and 
O’Neill  Barrett,  Jr.,  Colonel,  MC,  USA, 
Honolulu 

Diarrheal  diseases  are  common  in  American 
troops  in  and  returning  from  Southeast  Asia.  Most 
cases  are  bacterial,  usually  due  to  Salmonella  or 
Shigella  organisms.  Protozoal  infections,  especially 
amebiasis  and  giardiasis,  are  also  commonly  seen. 
Balantidiasis,  on  the  other  hand,  is  rarely  seen  and 
therefore  less  likely  to  be  considered  in  the  evalu- 
ation of  patients  with  diarrhea. 

Report  of  a Case 

A 19-year-old  Caucasian  man  was  admitted  to 
Tripler  General  Hospital  in  May  1969  with  chief 
complaint  of  diarrhea.  A month  before  admission 
he  noted  nausea  and  he  vomited  once.  Shortly 
afterward  watery,  brown,  often  explosive  diarrhea 
developed,  defecation  occurring  four  to  six  times 
a day.  This  persisted  and  was  associated  with 
anorexia  and  an  8 or  10  pound  loss  in  weight.  The 
patient  had  been  stationed  in  the  Republic  of  Viet- 
nam for  nine  months  and  had  occasionally  drunk 
well  water.  Three  months  before  admission  he  was 
treated  for  hookworm  infection.  He  denied  fever, 
fatty  stools,  melena  or  bright  red  blood  per  rectum. 
Past  medical  history  was  unremarkable. 

When  examined  he  was  observed  to  be  thin, 
well-developed  and  in  mild  distress.  Explosive 
diarrhea  was  occurring  every  20  minutes  when  he 
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was  first  seen.  Blood  pressure  was  108/68  mm 
of  mercury,  pulse  rate  78  per  minute  and  tempera- 
ture 37.5°C  (99.4°F). 

Bowel  sounds  were  hyperactive  and  there  was 
tenderness  in  the  upper  and  lower  left  quadrants 
of  the  abdomen.  No  hepatosplenomegaly  was 
present.  No  abnormality  was  noted  in  the  remain- 
der of  the  examination. 

Leukocytes  numbered  10,300  per  cu  mm  with 
a normal  differential.  Platelets  appeared  normal 
on  the  blood  smear.  The  hematocrit  was  44  per- 
cent and  hemoglobin  content  was  15.8  grams  per 
100  ml.  On  microscopic  examination  of  a fresh 
stool  specimen  many  large,  oval,  ciliated  parasites 
with  an  easily  definable  macronucleus  and  several 
small  vacuoles  characteristic  of  Balantidium  coli 
were  seen.  Results  of  other  studies,  including  stool 
cultures  and  liver  function  tests,  were  negative  or 
within  normal  limits. 

Following  the  diagnosis  of  balantidiasis,  the  pa- 
tient was  treated  with  tetracycline  250  mg  four 
times  a day  and  Diodoquin®  650  mg  three  times  a 
day  for  2 1 days.  He  became  asymptomatic  within 
36  hours  and  no  abnormalities  were  noted  in  sub- 
sequent stool  examinations. 

Comment 

Balantidium  coli  is  an  oval,  ciliated,  actively 
motile  protozoan,  measuring  50  to  75  micra  in 
length.  It  contains  a large,  kidney-shaped  macro- 
nucleus and  usually  two  contractile  vacuoles.  A 
micronucleus  may  be  found  near  the  concavity  of 
the  macronucleus.  The  constantly  moving  cilia  are 
visible  under  high-power  magnification.  It  infects 
man  incidentally,  the  hog  being  the  usual  definitive 
host.'  The  disease  is  uncommon  and  has  not  been 
frequently  reported  in  the  American  literature.^  In 
one  large  study  of  3,600  patients  with  diarrheal 
diseases,  the  incidence  of  Balantidium  coli  was 
only  0.44  percent.^  The  low  incidence  of  infection 
and  failure  to  transmit  the  disease  experimentally 
suggests  that  man  has  a high  resistance. 

The  severity  of  symptoms  with  B.  coli  varies. 
Some  patients  are  asymptomatic,  but  in  the  major- 
ity diarrhea  is  characteristic,  with  as  many  as  5 to 
25  stools  per  day.'  On  occasion,  severe  dysentery 
may  be  noted,  with  liquid  feces  containing  mucus, 
blood  and  pus.  Tenesmus,  colic  and  tenderness 
over  the  colon  are  also  present. 

Diagnosis  depends  on  demonstration  of  tropho- 
zoites in  a diarrheal  stool.  The  large  size  of  the 
parasite,  its  constant  ciliated  movement  and  large 
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nucleus  permit  easy  identification  of  the  organism.^ 
Treatment  with  Diodoquin®  and  tetracycline  is 
safe  and  effective  and  probably  represents  the  pre- 
ferable mode  of  therapy/  although  ampicillin  may 
be  equally  effective/ 

The  possibility  of  balantidiasis  should  be  consid- 
ered in  evaluating  patients  with  diarrhea  who  have 
been  in  Southeast  Asia. 

Trade  axd  Generic  Names  of  Drugs 
Diodoquin®  5,7-diiodo-8-hydroxyquinoline 
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THE  “PRI^ATE  PR-\CTICE”  AMPICILLIN  RASH 
“Rubella-like  rashes  are  quite  common  after  ampicillin.  It’s  of  interest  that  these 
are  rarely  seen  in  hospitals  and  they  are  commonly  seen  by  practicing  physicians 
and  outpatient  departments.  If  one  breaks  this  down,  it  appears  that  the  rashes 
are  more  commonly  seen  if  the  drug  is  given  orally  than  if  it  is  given  intramus- 
cularly and  that  the  highest  incidence  appears  in  patients  who  receive  ampicillin 
orally  for  respiratory  infections.  This  puzzled  us  for  a while;  but  I think  the 
answer  is  probably  at  hand. 

“A  number  of  months  ago,  an  article  in  the  British  journal  Lancet  indicated 
that  if  a patient  with  infectious  mononucleosis  received  ampicillin,  ...  he  would 
invariably  get  a rash — either  an  ampicillin  or  an  infectious  mononucleosis  rash. 
We  therefore  gave  our  next  few  infectious  mononucleosis  patients  ampicillin  and 
sure  enough  within  24  hours  they  had  a rash.  In  children  whose  heterophil  deter- 
minations are  quite  unreliable,  this  turned  out  to  be  a pretty  good  test  for  infec- 
tious mononucleosis. 

“This  suggested  that  the  reason  rubella-like  rashes  occur  in  respiratory  dis- 
ease is  because  most  of  these  diseases  are  viral,  much  like  infectious  mononu- 
cleosis. What  the  patient  has  before  he  gets  the  ampicillin  is  a mild,  transient  in- 
volvement of  his  blood  vessels,  a very  mild  vasculitis  which  is  quite  common  with 
viral  infections.  When  you  add  ampicillin,  which  can  also  produce  a mild  vascu- 
litis, the  patient  gets  a rash.  This  would  be  a very  fine  explanation  of  why  it  is  so 
commonly  seen  in  private  practice  where  the  drug  is  used  for  the  treatment  of 
respiratory  disease  and  so  rarely  in  the  hospital  where  it  is  used  primarily  for  the 
treatment  of  such  obvious  bacterial  conditions  as  meningitis  and  shigellosis.” 

— Heinz  F.  Eichenwald,  M.D.,  Dallas 
Extracted  from  Audio-Digest  Pediatrics,  Vol. 
15,  No.  4,  in  the  Audio-Digest  Foundation’s 
subscription  series  of  tape-recorded  programs. 
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Medical  Progress 


The  Nature  and  Treatment 
Of  Stress  Ulcers 

A Review 

Carl  B.  Nagel,  M.D.,  Irvine 


Stress  ulceration  of  the  gastrointestinal  tract 
was  recorded  by  the  ancients.  Twenty  centuries 
ago  Celus  observed  this  phenomenon  in  men  suf- 
fering the  extraordinary  tensions  of  a rigorous 
military  campaign.  No  doubt  it  has  been  with  us 
from  the  very  start  of  man’s  indulgence  in  warfare. 
As  we  have  shown  no  particular  inclination  to  give 
up  this  aspect  of  human  activity,  one  may  predict 
stress  ulcers  will  remain  with  us  for  the  foreseeable 
future.  While  war  may  represent  the  ultimate  in 
stress,  the  life  of  the  civilian  is  hardly  without  great 
tension.  The  extreme  physiologic  agitation  which 
may  lead  to  ulceration  in  a combat  soldier  finds  its 
parallel  in  the  stresses  and  strains  of  a major  opera- 
tion or  in  local  or  systemic  disease  processes  of 
unusual  virulence  and  magnitude. 

Definitions  and  Nomenclature 

In  medicine,  as  in  virtually  all  science,  definition 
often  takes  the  form  of  classification.  Medical 
classification  is  based  upon  clinical  behavior,  on 
morphologic  appearance  or  on  known  or  implied 
etiologic  factors.  Those  who  do  the  classifying  use 
one  or  the  other  of  two  fundamentally  very  differ- 
ent approaches.  There  are  the  lumpers  and  the 
splitters.  The  lumpers  tend  to  put  many  or  all 
examples  of  a certain  problem  into  the  same  cate- 


From  the  Department  of  Surgery,  University  of  California,  Irvine, 
California  College  of  Medicine. 

Reprint  requests  to:  Department  of  Surgery.  University  of  California. 
Irvine,  California  College  of  Medicine,  Irvine  92664  (Dr.  Nagel). 


gory  and  sometimes  a single  word  or  apt  phrase 
may  be  found  or  coined  to  identify  and  accurately 
represent  the  whole  problem.  The  splitters  earn 
that  epithet:  As  soon  as  a species  (in  natural  his- 
tory, for  example)  is  defined,  they  gleefully  go 
about  discovering  and  describing  more  or  less  nu- 
merous subspecies.  (One  need  but  think  for  a 
moment  of  the  species  man — Homo  sapiens — to 
recognize  in  himself  the  natural  tendency  toward 
lumping  or  splitting.)  It  is  difficult  to  say  which 
approach,  when  diligently  pursued  and  translated 
into  therapeutic  action,  comes  closest  to  the  truth. 
Stress  ulcer  is  a wonderful  example  of  this  very 
thorny  problem.  If  it  could  be  simply  defined, 
perhaps  it  could  be  simply  or  at  least  uniformly 
treated  with  a higher  degree  of  success.  Unfortu- 
nately, this  little  comer  of  utopia  is  not  yet  well 
mapped.  Even  in  attempts  to  define  the  word 
stress,  the  problem  becomes  almost  impossibly 
complex.  There  are  knowns  as  weU  as  unknowns, 
however,  and  it  is  upon  these  that  attention  should 
be  focused. 

Pathologic  Anatomy 

If  one  word  could  be  used  to  describe  the  ap- 
pearance of  a stress  ulcer  under  the  microscope, 
that  word  would  be  acute.  Figure  1 illustrates  a 
typical  example.  The  ulcer  penetrates  deeply  but 
there  is  little  or  no  evidence  of  fibrosis  (chron- 
icity).  Much  fibrin  and  numbers  of  acute  inflam- 
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Figure  1.  — Photomicrograph  showing  a typical  stress 
ulcer  (XlOl.  There  is  evidence  of  acute  inflammation  hut 
no  fibrosis. 

matory  cells  frequently  are  present.  The  borders 
between  the  ulcerated  region  and  the  adjacent 
mucosa  are  often  surprisingly  sharp,  but  other 
areas  of  the  involved  organ  may  show  changes 
whieh  possibly  represent  the  beginnings  of  a sec- 
ond ulcer  or  erosion  (Figure  2).  Very  pronounced 
vascular  congestion  is  the  striking  feature  of  the 
latter  lesions.  It  is  not  difficult  to  imagine  that 
dissolution  of  the  surface  mucosa  is  the  next  step 
(Figure  2). 

The  anatomic  location  of  such  ulcers  is  of  great 
clinical  importance.  The  widely  held  impression 
that  stress  ulcers  are  always  numerous  and  have 
a tendency  to  involve  the  entire  organ  is  not  sus- 
tained by  the  facts.'  - Table  1 is  a summary  view 
of  our  own  autopsy  material  over  the  past  five 
years.  When  multiple  ulcers  were  present,  they 
tended  to  appear  as  satellites  grouped  about  a 
larger  and  apparently  primary  lesion.  Hence,  al- 
though two  to  five  or  more  ulcers  were  present  in 
a number  of  cases,  large  portions  of  the  involved 
organ  still  were  spared.  When  multiple  gastric 
ulcers  did  occur,  they  were  located  in  the  antrum 
or  antrum  and  lower  body  in  two-thirds  of  our 
cases.  When  combined  with  duodenal  lesions,  the 
ulcers  were  always  antral  in  location. 


TABLE  1. — Relative  Incidence  of  Single  and 
Multiple  Stress  Llcers  as  Noted  in  Autopsy  Material 
in  a Five-Year  Period 


Single  gastric  8 

Single  duodenal  9 

Multiple  gastric  25 

Multiple  duodenal 7 

Combined  gastric  and  duodenal  9 


Figure  2. — Photomicrograph  illustrating  massive  vas- 
cular congestion  at  the  mucosal  surface,  perhaps  the  early 
stage  of  an  oncoming  frank  ulceration  ( X 100  I . 


Curling's  original  report^  described  only  duo- 
denal lesions  occurring  in  association  with  burns. 
Several  of  Cushing’s  patients  also  died  of  duodenal 
rather  than  gastric  lesions.^ 

Reports  in  the  literature’-^  show  about  30  per- 
cent of  stress  ulcers  are  duodenal,  with  gastric  or 
combined  gastro-duodenal  ulcers  accounting  for 
most  of  the  remainder. 

Acute  ulcers  of  the  esophagus,  jejunum,  and 
colon  also  have  been  described. The  small  and 
large  bowel  lesions  appear  to  be  agonal,  but  the 
reports  of  esophageal  lesions  are  more  difficult  to 
interpret.'*  ® A beautiful  drawing  of  a huge  perfo- 
rated esophageal  ulcer  appears  in  Cushing’s  classic 
article. ■*  Cushing  considered  esophageal  involve- 
ment as  part  of  the  same  overall  process.  In  our 
own  necropsy  series,  7 of  58  patients  had  esopha- 
geal ulcers  or  erosions,  some  of  which  had  per- 
forated, death  quickly  following.  In  each  of  the 
patients  with  esophageal  ulcers  violent  and  pro- 
longed retching  and  vomiting,  whatever  the  cause, 
dominated  the  clinical  manifestations.  The  impli- 
cation that  these  lesions  were  the  result  of  such 
vomiting  or  retching  or  both  is  clear. 


20  J U N E I 970  • 112  • 6 


TABLE  2. — Diseases  Associated  with  Acute  Peptic  Ulcer 
(51  Autopsy  Cases — UC  Irvine  Series) 


Cafes 

Primary 
Cause 
of  Death 

Ulcer 

Contributing 
Cause 
of  Death 

Agonal 

only 

12 

Central  nervous  system 

6 

4 

2 

12 

Malignant  tumors 

. 7 

2 

3 

7 

Infections  

4 

2 

1 

9 

Cardio-respiratory  disease 

4 

4 

1 

4 

Renal  failure 

1 

1 

2 

6 

Liver  disease 

5 

0 

1 

1 

Amyloidosis 

0 

1 

0 

Etiology 

The  exact  cause  of  stress  ulceration,  at  least  as 
expressed  in  precise  and  unequivocal  terms,  is  un- 
known. A strong  case  for  guilt  by  association  can 
be  made,  however.  The  associations  are  varied 
almost  without  limit.  The  stress,  whatever  it  may 
be,  is  always  extraordinarily  severe.  If  it  be  a 
thermal  burn,  the  burn  is  extensive  or  compli- 
cated.If  it  be  operation,  the  procedure  is 
usually  long  and  accompanied  by  complications 
during  or  soon  after  operation,  or  is  performed  on 
an  organ  more  vital  than  most,  such  as  the  heart. 
Sometimes  the  “simpler”  procedures  or  diseases 
are  also  severely  stressful  enough  to  be  causative 
associates;  there  are  many  reported  examples*’” 
in  association  with  appendicitis  and  appendectomy, 
strangulated  hernia  and  herniorrhaphy. 

The  classic  association  with  central  nervous  sys- 
tem tumor  or  trauma  is  well  known.  The  reader’s 
empathy  and  sympathy  pours  out  to  Cushing  as 
he  describes  his  helpless  feeling  of  frustration  and 
despair  in  relating  the  tragic  ending  of  an  other- 
wise successful  removal  of  a brain  tumor  in  death 
by  exsanguination  or  perforation  of  a stress  ulcer. ^ 
Birth  trauma*  and  bulbar  poliomyelitis”  are  other 
examples  of  central  nervous  system  lesions  which 
may  be  associated  with  acute  ulceration.  Bulger” 
reported  upon  a youngster  (18  months  old)  who 
died  following  a snake  bite.  The  snake  was  not 
identified,  but  as  the  venom  is  frequently  specifi- 
cally neurotoxic,  it  is  of  interest  to  note  that  coma 
and  violent  convulsions  preceded  the  appearance 
of  ulceration. 

Even  mental  disease  may  precipitate  a stress 
ulcer.'®  There  are  other  examples,  such  as  myo- 
cardial infarction,”'  too  numerous  to  list.  Some  of 
them  are  shown  in  Table  2. 

Many  of  the  numerous  and  varied  reported  cases 
do  have  some  things  in  common.  The  most  strik- 
ing is  sepsis  or  shock.  This  association  has  been 


Figure  3. — X-ray  film  showing  huge  pancreatic  pseudo- 
cyst in  a 29-year-old  man  in  whom  stress  ulcer  subse- 
quently developed.  (Case  described  in  text.) 


noted  and  dwelt  upon  by  several  investigators. ’’*’'^ 
Billroth considered  septic  emboli  to  the  gastric 
mucosa  to  be  primarily  responsible  for  death  due 
to  stress  ulcer  in  a case  in  which  he  partially  re- 
moved a huge  substernal  goitre. 

The  observation  that  many  examples  of  stress 
ulcers,  when  studied  microscopically,  show  wide- 
spread vascular  thrombosis  or  congestion  or  both, 
has  led  to  the  view  that  hypoxia  or  hypotension 
may  be  specifically  responsible  for  their  develop- 
ment.'*'^ Experimental  studies  lend  considerable 
support  to  this  impression.^"  Harjola  and  Sivula^' 
recorded  some  fascinating  observations  in  rabbits. 
An  initial  episode  of  bleeding  revealed  a pale, 
white,  relatively  bloodless  gastric  mucosa.  With 
restoration  of  blood  volume  several  dark  (hemor- 
rhagic) spots  would  appear  for  a moment,  then  be 
gone.  Repeated  bleeding  to  the  point  of  shock, 
however,  led  to  frank  dissolution  and  ulceration 
of  parts  of  the  gastric  mucosa  in  many  animals. 
The  ulcers  appeared  in  the  very  areas  that  became 
congested  during  the  first  bleed. 

A different  tack  in  experimental  work  was  taken 
by  French  and  Porter,^^  who  found  that  acute  gas- 
trointestinal ulceration  followed  electrical  stimula- 
tion of  the  hypothalamus  in  cats  and  that  the  effect 
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could  be  blocked  in  some  instances  by  interruption 
of  the  vagus  pathways. 

Harkins' •“  tabulated  no  fewer  than  28  theories 
proposed  as  to  how  and  why  stress  ulcers  develop. 
The  basic  or  most  plausible  of  them  have  been 
covered  or  alluded  to  in  the  foregoing  discussion, 
but  the  curious  reader  is  referred  to  Harkins’  arti- 
cles for  a complete  review. 

One  theory  we  will  never  be  able  to  pursue  is 
that  expressed  by  the  ubiquitous  John  Hunter 
whose  ideas  from  two  centuries  ago  are  frequently 
so  modern  that  they  tend  to  agree  with  our  own 
current  concepts.  His  views  on  the  subject  went 
up  in  smoke  when  the  manuscripts  containing 
them  were  accidentally  burned.'* 

One  cannot  leave  this  aspect  of  the  problem 
without  mention  of  Dr.  Wangensteen’s  angry  dog. 
Apparently  an  enraged  bulldog  died  from  the  ef- 
fects of  multiple  stress  ulcers  which  appeared  after 
a spirited  fight  with  one  of  his  laboratory  mates. 

It  is  of  interest  to  note  that  at  autopsy  the  gastric 
acid  was  low. 

Clinical  Behavior 

The  one  clinical  characteristic  that  all  stress 
ulcers  seem  to  have  in  common  is  that  they 
appear  without  obvious  warning  and  with  dramatic 
suddenness.  Prodromal  symptoms  and  signs  are 
absent.  The  only  suggestion  of  an  impending  storm 
or  disaster  may  be  abdominal  distension  or  ileus, 
though  this  is  by  no  means  always  present.  Hem- 
orrhage of  massive  proportions  or  the  effects  of 
perforation  simply  present  as  both  a fact  and  a 
challenge.  The  timing  varies  from  a few  hours 
after  injury  or  operation  to  several  weeks  later. 
The  great  majority  occur  around  the  fifth  to 
seventh  day,  or  certainly  within  the  first  two 
weeks.-'*  It  is  of  great  interest  to  note  that  if  an 
acute  stress  ulcer  is  survived,  with  or  without  oper- 
ation, there  is  little  or  no  tendency  to  recurrence. 

Diagnosis  and  Treatment 

Observation  in  the  necropsy  room  or  operating 
theater  is  the  only  certain  method  of  establishing 
the  diagnosis.  So  many  of  the  patients  are  so  ill 
and  kept  to  their  beds  by  the  primary  disease  pro- 
cess or  by  the  encumbrance  of  a multitude  of  trac- 
tion devices,  cardiographs  and  intravenous  tubing, 
that  gastroscopy  or  radiography  is  seldom  used. 
Both  may  be  helpful,  as  they  are  in  any  diagnostic 
problem  involving  upper  gastrointestinal  hemor- 


rhage. The  diagnosis  can  certainly  be  very  strongly 
suspected  by  association  with  a particularly  stress- 
ful setting. 

The  difficulty  of  the  therapeutic  challenge  is  ob- 
vious to  most  of  us  from  personal  experience.  The 
outlook  has  been  indeed  grim.  Table  2 indicates 
how  overwhelming  the  seriousness  of  the  associ- 
ated or  precipitating  disease  processes  may  be. 
The  table  also  indicates,  however,  that  more  often 
than  not  it  was  the  ulcer  that  brought  death.  A 
characteristic  of  such  cases  is  that  often  in  retro- 
spect there  is  the  haunting  thought  that  perhaps 
some  of  these  unfortunate  patients  might  have  been 
saved  with  a well  conceived  and  timely  operation. 

While  it  is  true  that  some  patients  are  basically 
untreatable,  others  are  simply  untreated  (save  for 
blood  transfusion) . The  results  tend  to  be  poor.’  -’ 
Yet  some  patients  do  stop  bleeding  and  recover 
with  transfusion  and  other  more  obscure  forms  of 
non-surgical  uiethods.  Where  does  one  draw  the 
line?  We  “waited  out”  one  of  our  patients  to  the 
total  of  22  units  of  blood  administered  during  the 
first  postoperative  week.  This  patient  weighed  over 
400  pounds  and  had  had  jejunoileal  bypass  for 
exogenous  obesity.  Perhaps  the  surgeon’s  spirit 
was  broken  by  the  prospect  of  reoperation  for  con- 
trol of  hemorrhage  in  this  case.  In  any  event, 
bleeding  stopped  and  the  patient  survived. 

In  another  of  our  cases,  dye  was  injected  into 
the  pancreas  by  misdirection  in  an  attempt  at  aor- 
tography (at  another  hospital).  Necrotizing  pan- 
creatitis was  followed  by  shock,  septicemia  and 
pancreatic  pseudocyst  formation  (Figure  3).  The 
temperature  reached  42.2°C  (108°F).  Somehow 
the  patient  survived  aU  this;  then  bleeding  began 
from  a stress  ulcer.  The  ulcer  was  suture  ligated, 
the  reasoning  being  that  the  patient’s  condition  was 
such  that  he  could  not  stand  anything  else.  Bleed- 
ing recurred,  and  at  reoperation  the  single  gastric 
ulcer  was  found  to  have  enlarged  and  to  be  bleed- 
ing furiously.  It  was  excised  and  vagotomy  and 
pyloroplasty  were  performed.  The  patient  sur- 
vived. These  two  cases  emphasize  that  the  most 
critical  judgment  must  be  exercised  in  deciding  for 
or  against  operation  in  any  individual  case — opera- 
tion according  to  the  general  rules,  is  the  way  Dal- 
gaard’^  expresses  it;  or,  in  the  words  of  Fogelman 
and  Garvey,”  “critically  ill  patients  can  withstand 
surgery  better  than  they  can  withstand  continuing 
hemorrhage,  recurrent  shock,  and  progressive  de- 
terioration.” 
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Therapy:  Choices,  Results,  and  Rationale 

It  is  not  possible  to  make  valid  comparison  of 
results  as  between  non-surgical  and  surgical  ther- 
apy. One  reason  is  that  in  many  patients  non- 
operative treatment  is  not  “elective”  but  is  decided 
upon  simply  because  of  the  incurable  or  hopeless 
nature  of  the  primary  disease.  In  other  cases  the 
bleeding  ceases,  does  not  recur,  and  the  question 
of  operation  is  never  brought  up.  For  that  mattter, 
the  diagnosis  is  never  really  confirmed. 

In  the  case  of  massive  bleeders — patients  who 
require  five  or  more  units  of  blood  to  maintain  a 
reasonable  volume  during  the  crisis — the  results  of 
non-operative  therapy  are  very  bad.  The  reported 
mortality  rates  vary  from  60  to  100  percent. 

Until  the  1940s  few  patients  had  been  operated 
upon  for  stress  ulceration. As  recently  as  1951, 
no  survivals  had  been  reported.^’  Since  that  time, 
reports  of  an  increasing  number  of  successes  with 
operation  have  appeared  in  the  surgical  litera- 
ture. 

Operations  of  various  types  have  been  used.  At 
first  it  was  local  treatment  with  excision,  closure 
or  suture  of  the  ulcer  or  ulcers,  but  often  control 
of  hemorrhage  was  not  achieved  and  the  ulcerative 
process  progressed.  More  radical  measures  were 
tried.  For  a time  a gastric  resection,  often  quite 
high,  was  used.  Although  at  times  the  procedure 
was  successful,  many  deaths  occurred.  The  logical 
next  step  in  the  search  for  improvement  was 
vagotomy  and  pyloroplasty  combined  with  local 
treatment  of  the  ulcer.  This  is  an  “in  between” 
procedure  somewhat  more  simple  to  perform 
than  resection  and  considerably  more  effective 
than  local  treatment  alone.  Current  experience 
definitely  seems  to  favor  it  (Table  3). 


At  first  it  was  feared,  not  unreasonably,  that  any 
operation  would  end  in  disaster.  After  all,  how 
could  one  operate  through  a burn  wound  and  ex- 
pect the  suture  lines  to  heal?  Sometimes  they 
did  not.  Hummel’°  ” reported  two  deaths  after  re- 
section in  such  circumstances.  One  recalls  Bill- 
roth’s fear  of  elective  operation  on  the  stomach, 
wondering  whether  the  gastric  acid  would  dissolve 
away  the  closure  of  a gastrotomy  incision.^'  The 
suture  line  healed  in  his  first  patient,  and  so  they 
have  in  many  cases  since  even  when  the  patients 
were  burned  or  otherwise  badly  injured. 

At  first  glance  the  logic  of  a resection,  with  ex- 
cision of  the  stressed  mucosa  and  the  mechanism 
that  produced  the  ulceration,  is  difficult  to  argue 
against. 

Two  major  objections  can  be  raised,  however. 
One  is  that  stress  ulcers  do  not  often  recur.  The 
other  is  the  prospect  of  problems  and  sequelae  that 
are  entailed  in  loss  of  much  or  most  of  the  stom- 
ach forever.  If  the  more  conservative  operation 
of  vagotomy  and  pyloroplasty  (plus  local  treat- 
ment) is  really  effective,  and  it  seems  to  be,  it 
obviously  is  the  better  procedure  to  use. 

There  is  some  scientific  basis  for  the  belief  that 
vagotomy  plays  a key  role  in  the  control  of  stress 
bleeding.  Womack  and  Peters^^  documented  the 
fact  that  vagus  section  will  result  in  the  opening  of 
submucosal  and  mucosal  arteriovenous  shunts  in 
the  gastric  wall,  with  the  result  that  blood  is  di- 
verted from  the  surface  mucosa  to  a significant 
degree,  bleeding  is  thereby  arrested  and  healing 
can  go  forward. 

The  effect  of  vagotomy  on  acid  secretion  during 
stress  ulceration  is  less  clear.  There  is  no  agree- 
ment that  hyperacidity,  relative  or  absolute,  occurs 


TABLE  3.- 

—Results 

oj  Surgical  Operation  for 

Peptic  Ulcer 

Reported  by 

Resection 

Re-Bleeding 

Local 

Treatment 

Re-Bleeding 

V & P 

Re-Bleeding 

By-Pass 

Survi- 

vors 

Deaths 

Survi- 

vors 

Deaths 

Survi- 

vors 

Deaths 

Survi- 
vors Deaths 

Survi- 

vors 

Deaths 

Survi- 

vors 

Deaths 

Survi- 
vors Deaths 

Hummel 

0 

2 

Goodman  and  Frey.  . 

0 

2 

0 

1 

0 

2 

0 2 

6 

3 

2 

3 

Wright  

0 

1 

0 

1 

0 

1 

Fogelman  and  Garvey 

4 

1 

1 

2 

0 1 

Moncrief  

1 

5 

0 

1 

0 

1 

0 

1 

Griffin  

1 

Biel 

6 

9 

1 

3 

Gilchrist 

3 

0 

Braithwaite  

1 

0 

Wangensteen  

2 

3 

Salasin  

1 

0 

Bryant  and  Griffin  . . 

5 

0 

2 

3 

Kirtley,  et  al 

3 

4 

0 

1 

4 

4 

1 1 

18 

8 

1 

3 

Nagel  

0 

4 

1 

1 

6 

2 

0 

1 
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at  all.  Dragstedt”  thinks  not.  Yet  the  old  adage 
“no  acid,  no  ulcer”  probably  holds  as  well  for 
stress  ulcer  as  it  does  for  the  more  t3T?ical  variety. 

Bryant  and  Griffin,  almost  alone  among  recent 
observers,  expressed  belief  that  vagotomy  and  py- 
loroplasty is  not  the  procedure  of  choice.  All  five 
of  their  patients  had  recurrence  of  bleeding  and 
three  died  as  a result.  Their  experience  serves  to 
emphasize  there  is  no  panacea  and  no  perfect 
operation  for  this  problem.  Rebleeding  does  occur 
(as  it  does  with  gastrectomy  also)  and  this  com- 
plication ends  in  death  far  more  often  than  not. 
Cumulative  experience  (Table  3)  indicates,  how- 
ever, that  the  prospects  for  a successful  outcome 
are  significantly  higher  with  vagus  section  and 
drainage  than  with  either  local  treatment  or  sub- 
total gastrectomy. 

In  conclusion,  it  should  be  stated  that  the  mor- 
tality rates  in  operation  for  stress  ulcer  tend  to 
increase  in  direct  proportion  to  delay  in  operation, 
no  matter  what  procedure  is  used.  The  need  for 
a carefully  considered,  but  nonetheless  quick  deci- 
sion is  as  great  in  dealing  with  this  problem  as  it 
is  in  the  management  of  a patient  who  is  bleeding 
from  a more  typical  peptic  ulcer. 
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EXAMINING  FOR  UNDESCENDED  TESTES 
“The  best  position  for  examining  a boy  for  undescended  testes  is  to  have  him  sit 
in  a chair  or  on  the  examining  table  with  his  back  against  the  wall  and  his  heels 
brought  up  against  his  buttocks.  The  other  technique  . . . which  is  particularly 
helpful  in  the  younger  child,  before  cooperation  is  possible,  is  to  apply  some  soap 
to  the  fingers  and  to  rub  the  soapy  fingers  over  the  inguinal  area.  You  will  pick 
up  the  sensation  of  a testis  rolling  underneath  your  fingers  when  sometimes  you 
cannot  feel  it.” 

Robert  M.  Blizzard,  M.D.,  Baltimore 
Extracted  from  Audio-Digest  Pediatrics,  Vol. 
15,  No.  8,  in  the  Audio-Digest  Foundation’s 
subscription  series  of  tape-recorded  programs. 
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Interdepartmental  Conference 

IFROJH  THE  imVERSITY  OF  CALIFORNIA,  LOS  ANGELES,  SCHOOL  OF  REDICINE 


Influenza  1968 —A2/Hong  Kong/68 

Moderator:  Joseph  W.  St.  Geme,  Jr.,  M.D. 

Discussants:  J.  Glenn  Bradley,  M.D.,  Daniel  J.  Torrance,  M.D., 
Frank  M.  Hirose,  M.D.,  David  T.  Imagawa,  Ph.  D., 

Irwin  Ziment,  M.D.,  Marcel  A.  Baluda,  Ph.D.,  and  Ichiro  Kamei,  M.D. 


Dr.  St.  Geme:*  We  wish  to  present  the  tragic 
confrontation  between  a pregnant  young  woman 
and  A2/HONG  kong/68  and  in  so  doing  correlate 
the  clinical,  radiographic,  pathologic  and  virologic 
aspects  of  this  epidemic  viral  infection.  Later,  we 
will  plumb  the  tale  more  deeply  and  unfold  our 
knowledge  about  the  influenza  virion  and  the 
various  facets  of  resistance  which  are  important 
to  the  host  in  this  confrontation. 

As  a brief  prologue  while  setting  the  stage  for 
the  presentation  of  the  case,  I would  like  to  re- 
view the  “Recommendations  for  Influenza  Im- 
munization and  Control  in  the  Civilian  Population 
— 1965-66”  which  was  published  in  July  of  1965 
in  the  Morbidity  and  Mortality  Weekly  Report 
(MMWR)  of  the  National  Communicable  Disease 
Center.  The  high  risk  groups  for  influenza  im- 
munization included  persons  with  chronic  debili- 
tating diseases  of  cardiovascular,  bronchopul- 
monary, and  metabolic  nature,  the  elderly,  and 
pregnant  women.  “It  is  to  be  noted  that  some 
mortality  was  observed  among  pregnant  women 


•Joseph  W.  St.  Geme,  Jr.,  M.D.,  Professor  and  Vice-Chairman  of 
Pediatrics,  UCLA  School  of  Medicine;  and  Chief  of  Pediatrics,  Harbor 
General  Hospital. 

Reprint  requests  to:  Department  of  Pediatrics,  Harbor  General  Hos- 
pital, 1000  West  Carson  Street,  Torrance,  Ca.  90509  (Dr.  St.  Geme). 


during  the  1957-1958  influenza  a2  epidemic  both 
in  this  country  and  abroad.  It  has  not,  however, 
been  demonstrated  in  subsequent  years.” 

The  following  recommendation  was  published 
in  the  MMWR  of  July  16,  1966:  “Some  increased 
mortality  was  observed  among  pregnant  women 
during  the  1957-58  influenza  a2  epidemic  . . . 
Similar  data  are  not  available  for  subsequent 
years  and,  therefore,  routine  influenza  immuniza- 
tion during  pregnancy  is  not  recommended  unless 
the  individual  also  falls  into  one  of  the  above 
noted  high-risk  categories.” 

In  July  of  1967  the  Recommendation  of  the 
Public  Health  Service  Advisory  Committee  on 
Immunization  Practices  was  essentially  the  same. 
The  MMWR  of  June  29,  1968,  contained  the 
recommendation  that  “routine  vaccination  of 
healthy  groups  of  adults  and  children  is  not  recom- 
mended. This  recommendation  is  particularly  rel- 
evant in  1968-69  because  epidemic  influenza  is 
not  expected  to  occur.”  Now  these  are  the  rec- 
ommendations of  mere  mortals. 

In  the  MMWR  of  August  31,  1968  there  was  a 
statement  that  in  the  preceeding  July  influenza 
virus,  a2/hong  kong/1968,  was  isolated  on  the 
China  mainland  in  the  area  of  Hong  Kong.  The 
strains  of  virus  isolated  from  this  large  outbreak 
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showed  a decided  antigenic  shift  from  previous 
strains.  Similar  viruses  were  subsequently  isolated 
from  an  outbreak  in  Singapore.  Significant  con- 
cern developed  that  the  United  States  was  going 
to  be  confronted,  some  ten  to  eleven  years  follow- 
ing the  1957  epidemic  of  influenza  (a2/japan/ 
305 ) , with  another  large-scale  epidemic. 

The  MMWR  of  August  31,  1968  contained  the 
recommendation  that  the  “currently  available  bi- 
valent and  polyvalent  vaccine  be  given  only  to 
persons  at  highest  risk  of  mortality  or  severe  com- 
plications as  a result  of  influenza.”  With  the  even- 
tual availability  of  specific  monovalent  vaccine  it 
was  suggested  that  the  chronically  ill  and  the  older 
age  groups  should  be  vaccinated  or  revaccinated 
with  it.  There  was  no  comment  about  the  pregnant 
woman. 

We  have  asked  Dr.  Glenn  Bradley  of  the  De- 
partment of  Obstetrics  and  Gynecology  to  present 
the  clinical  protocol  concerning  the  previously 
mentioned  unfortunate  young  woman. 

Fatal  Influenza  in  Pregnancy 

Dr.  Bradley;*  The  patient  was  a 27-year-old, 
married,  Caucasion  woman.  Gravida  4,  Para  1, 
ab2,  whose  last  menstrual  period  was  July  20, 
1968,  and  whose  estimated  date  of  confinement 
was  April  27,  1969.  She  was  admitted  to  Harbor 
General  Hospital  on  December  27,  1968.  She 
had  received  irregular  prenatal  care  but  her  pre- 
natal course  was  uncomplicated  until  five  days 
before  admission,  when  she  noted  the  onset  of 
chills,  fever,  productive  cough,  and  shortness  of 
breath  as  well  as  myalgia  and  headaches.  Two 
days  before  admission  she  experienced  increasing 
cough  with  mucoid  sputum.  On  December  26, 
because  of  increased  shortness  of  breath,  she  was 
put  into  hospital  elsewhere  with  a diagnosis  of 
pneumonia  and  treated  with  tetracycline.  An  x-ray 
film  of  the  chest  was  suggestive  of  possible  tuber- 
culosis and  she  was  referred  to  Harbor  General 
Hospital. 

She  had  rheumatic  fever  at  age  10,  requiring 
bed  restriction  for  several  months.  She  was  al- 
lergic to  penicillin  and  lincocin.  There  was  no 
familial  history  of  tuberculosis.  Her  father  had 
died  of  carcinoma  of  the  lung. 

When  examined,  the  patient  was  observed  to  be 
thin.  She  was  sitting  up  in  bed  in  moderate  respira- 


*J. Glenn  Bradley,  M.D.,  Resident  in  Obstetrics  and  Gynecology, 
Harbor  General  Hospital. 


tory  distress  with  obvious  tachypnea.  Blood  pres- 
sure was  116/70  mm  of  mercury,  pulse  120, 
respirations  50  per  minute  and  shallow,  and  tem- 
perature 38.3°C  (101  °F).  Respirations  were  sym- 
metrical and  the  diaphragms  moved  easily.  Gen- 
eralized bronchial  breath  sounds  were  detected, 
with  diffuse  rhonchi  and  moist  rales.  The  heart 
had  a regular  rhythm  and  the  third  heart  sound 
was  audible.  There  was  a questionable  opening 
snap,  but  no  murmurs  were  heard.  The  abdomen 
was  soft  and  the  fundus  was  palpable  two  finger- 
breadths  above  the  umbilicus.  There  were  irreg- 
ular moderate-quality  uterine  contractions  every 
five  to  seven  minutes.  The  estimated  fetal  weight 
was  only  one  pound.  Fetal  heart  tones  were  reg- 
ular, 120  per  minute.  The  cervix  was  90  percent 
effaced,  the  os  closed,  and  the  vertex  was  at  — 2 
station.  There  was  suggestive  sUght  cyanosis  of 
the  nailbeds,  and  the  skin  and  mucus  membranes 
were  mildly  cyanotic.  The  impression  on  admis- 
sion was  influenzal  pneumonia  complicated  by 
secondary  bacterial  infection. 

Admission  laboratory  data  included  a leukocyte 
count  of  13,700  and  hematocrit  of  28  percent. 
Two  days  later  leukocytes  numbered  15,800  with 
56  percent  bands,  39  percent  polymorphonuclear 
cells  and  5 percent  lymphocytes.  Plasma  electro- 
lytes were  unremarkable  and  blood  gas  analysis 
revealed  a pH  of  7.39,  p02  of  66,  pCOo  of  32,  and 
an  oxygen  saturation  of  93  percent.  A Gram  stain 
of  the  sputum  revealed  many  white  cells  and  a 
moderate  number  of  Gram-positive  diplococci. 
Urinalysis  was  within  normal  limits.  An  x-ray 
film  demonstrated  massive  infiltration  and  con- 
solidation of  both  lung  fields  with  obscuration  of 
the  cardiac  shadow.  (This  and  subsequent  films 
will  be  discussed  later.) 

The  patient  was  given  cephalothin,  nasal  oxy- 
gen. and  intermittent  positive  pressure  assisted 
ventilation.  The  patient’s  temperature  remained  at 
38.3°C,  occasionally  spiking  to  39.4  (103°F). 
The  blood  gases  remained  unchanged.  Because  of 
the  low  hematocrit,  2 units  of  packed  erythro- 
cytes were  administered.  A consultant  suggested 
that  the  patient  would  benefit  from  a pulmonary 
lavage,  which  was  performed  under  general  an- 
esthesia. At  the  time  of  the  lavage  the  patient  had 
cardiac  arrest  for  approximately  5 minutes  but 
responded  to  conservative  measures  of  resuscita- 
tion. A tracheostomy  and  bronchoscopy  were  per- 
formed, and  specimens  submitted  at  that  time 
yielded  viridans  streptococci,  the  same  organism 
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that  was  cultivated  from  the  sputum  on  admission 
(virologic  studies  will  be  discussed  below.  See 
also  Table  3). 

The  patient  was  placed  on  a volume  respirator. 
Following  the  pulmonary  lavage  there  was  some 
improvement  in  pulmonary  findings.  Cephalothin 
was  continued  and  digoxin  and  cortisone  were 
added.  Blood  gases  were  determined  serially.  The 
profound  acidosis  (pH  7.01)  following  cardiac 
arrest  was  corrected  progressively  by  the  adminis- 
tration of  bicarbonate  and  calcium  gluconate. 
Chest  films  following  pulmonary  lavage  revealed 
little  change.  Fifteen  hours  later  minimal  clearing 
of  the  infiltrate  was  noted.  The  patient  was  placed 
on  the  volume  respirator  again  and  an  anectine 
drip  was  required  to  keep  her  from  resisting  the 
apparatus.  On  the  fourth  hospital  day  sinus  tachy- 
cardia and  supraventricular  tachycardia  occurred. 
Soon  thereafter  severe  subcutaneous  emphysema 
involving  the  upper  torso,  the  neck  and  face  was 
observed.  An  intratracheal  tube  was  inserted  at 
the  tracheostomy  site.  A second  cardiac  arrest 
occurred,  and  resuscitation  restored  spontaneous 
cardiac  activity.  Films  of  the  chest  at  that  time 
showed  severe  pneumomediastinum,  but  no  pneu- 
mothorax. During  an  attempt  to  place  a cuffed 
endotracheal  tube,  cardiac  arrest  occurred  again 
but  this  time  resuscitation  was  unsuccessful.  The 
patient  was  pronounced  dead  five  days  after  admis- 
sion to  the  hospital. 

Dr.  St.  Geme:  So  that  we  may  develop  an  ex- 
panded view  of  our  recent  experience  with  epi- 
demic influenza,  our  colleagues  will  discuss  the 
radiographic,  pathologic,  and  virologic  aspects  of 
several  cases  in  addition  to  that  of  the  young 
woman  described  above. 

Radiographic  Features 

Dr.  Torrance*:  It  would  be  difficult,  looking  at 
the  admission  chest  film  (Figure  1 ) in  the  case  of 
this  young  woman,  to  diagnose  viral  pneumonia 
or  influenza  pneumonia.  One  would  place  other 
entities  higher  in  the  differential  diagnosis.  The 
picture  is  that  of  an  overwhelming  exudative  proc- 
ess in  the  pulmonary  alveolar  spaces.  One  could 
not  comment  on  the  presence  or  absence  of  in- 
terstitial involvement.  There  is  no  direct  evidence 
of  it.  Our  initial  diagnostic  consideration  would  be 
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Figure  1. — X-ray  films  of  chest  in  propositus  case. 
Above,  diffuse  influenza  virus  pneumonitis  on  the  day  of 
admission.  Belotv,  extensive  change  throughout  both  lung 
fields  shortly  before  death. 

one  of  overwhelming  pulmonary  edema.  We 
have  seen  films  resembling  this  one  in  heroin  ad- 
dicts, following  the  injection  of  the  drug  with  what- 
ever is  used  to  “cut”  it.  We  have  seen  the  same 
radiographic  pattern  in  overwhelming  intoxica- 
tions, with  extensive  aspiration,  with  sudden  acute 
overwhelming  left  ventricular  failure,  and  with 
acute  hypersensitivity  reactions  as  in  transfusion 
reaction.  All  these  diagnoses  must  be  allotted  their 
place  and  rank  in  the  evaluation  of  each  film. 
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Figure  2.  — The  patient  in  this  case  was  a 33-year-old 
pregnant  woman  with  diffuse  influenza  virus  pneumonitis. 
This  film  was  obtained  after  pulmonary  lavage,  shortly 
before  death. 


Figure  3.  — X-ray  film  of  chest  of  66-year-old  woman 
with  chills,  fever,  and  cough  three  days  before  admission 
to  hospital  with  staphylococcal  bacteremia  (Case  1,  Table 
2).  Death  ensued  within  12  hours  of  admission  and  influ- 
enza virus  was  isolated  from  lung  tissue  at  necropsy. 


We  see  next  rapid  extension  of  the  infiltrate  to 
involve  all  segments  of  both  lungs  diffusely  and 
symmetrically  (Figure  1).  In  this  film  we  can 
assay  how  extensive  it  has  become  from  the 
well-defined  air  bronchogram,  indicating  massive 
consolidation.  This  film  was  taken  after  the  pul- 
monary lavage  and  shortly  before  death. 

This  next  chest  film  (Figure  2)  looks  as  though 
it  might  represent  the  same  patient.  However,  it 
was  of  another  young  woman,  also  pregnant,  who 
was  admitted  with  a similar  history  and  subsequent 
rapid  deterioration  and  death. 

It  is  important  to  emphasize  that  the  films  of 
these  two  different  patients  were  taken  after  pul- 
monary lavage,  and  one  wonders  what  role  this 
attempted  flushing  of  the  lungs  played  in  the  de- 
velopment of  these  radiographic  patterns. 

The  last  film  (Figure  3)  obtained  from  an 
elderly  woman  with  virologically  documented  in- 
fluenza, shows  still  another  pattern — that  of  focal 
lobular  pneumonia,  which  may  be  associated  with 
some  tissue  breakdown.  There  is  coarse  “honey- 
combing” or  excavation,  a finding  that  might  sug- 
gest staphylococcal  pneumonia  rather  than  influ- 
enza. This  patient  died  shortly  after  admission  to 


hospital  with  staphylococcal  bacteremia,  and  influ- 
enza virus  was  isolated  from  the  lung  at  necropsy. 

When  we  review  the  literature  for  descriptive 
treatment  of  the  radiographic  changes  in  these  viral 
pneumonias,  we  can  approximate  accurate  sum- 
mary by  saying  that  “anything  is  possible.”  The 
lesion  can  mimic  any  other  infection,  focal  or 
diffuse,  or  even  pulmonary  edema. 

Pathology 

Dr.  Hirose;*  In  December  of  1968  we  encoun- 
tered for  the  first  time  in  our  autopsy  suite  a rela- 
tively unusual  situation,  a very  severe  tracheo- 
bronchitis with  pronounced  hyperemia  of  the 
trachea  and  associated  areas  of  purulent  exudate. 
This  was  puzzling  but  we  were  aware  that  influenza 
virus  was  present  in  our  patient  population.  The 
most  striking  finding  at  necropsy  was  the  volumin- 
ous lungs  observed  in  six  patients  that  we  believed 
had  influenza.  In  four  of  the  six  cases  the  influenza 
virus  was  isolated.  In  the  other  two  the  morpho- 
logical features  were  so  characteristic  that  we  felt 
confident  that  the  diagnosis  was  influenza. 

•Frank  M.  Hirose,  M.D.,  Assistant  Professor  of  Pathology,  UCLA 
School  of  Medicine;  and  Staff  Pathologist.  Harbor  General  Hospital. 
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The  gross  autopsy  diagnosis  of  influenza  is  sug- 
gested by  tracheobronchitis,  with  pronounced 
hyperemia  of  the  upper  respiratory  tract,  and 
enormous  distended  extremely  heavy  lungs.'  The 
lightest  lungs  of  our  series  weighed  1,650  grams, 
which  is  at  least  twice  the  combined  weight  of 
normal  lungs,  and  the  range  was  up  to  4,000 
grams. 

Consistent  with  the  remarkable  tracheobron- 
chitis seen  grossly,  microscopically  there  is  des- 
quamation of  the  respiratory  epithelium  with  ex- 
posure of  a necrotic  and  edematous  lamina  propria 
(Figure  4).  In  spite  of  extensive  necrosis  of  the 
lamina  propria  region,  there  is  scant  inflammatory 
reaction  in  the  subjacent  tissues.  Focally,  ducts 
leading  to  the  mucous  and  mucoserous  glands  are 
lined  by  squamoid  regenerative  epithelial  cells. 
The  grossly  seen  hyperemia  is  due  to  pronounced 
dilation  and  congestion  of  the  subepithelial  vessels 
and  diffuse  hemorrhage  throughout  the  stroma. 

The  purulent  and  necrotizing  process  extends 
down  into  the  bronchi  and  the  bronchioles,  where 
there  is  also  desquamated  and  regenerative  epi- 
thelium. In  the  alveolar  region  proliferation  of 
alveolar  epithelial  cells  is  evident.  One  may  also 
see  the  classical  histological  feature  of  the  pulmo- 
nary parenchyma  in  influenza,  hyaline  membranes 
(Figure  4).  Hyaline  membranes  are  character- 
istic of  influenzal  pneumonitis,  yet  based  on  this 
observation  alone  one  cannot  state  that  the  morbid 
process  is  influenza.  Hyaline  membranes  may  also 
be  seen  in  radiation,  uremic  and  rheumatic  pneu- 
monitis, or  in  oxygen  toxicity  in  its  early  stages. 

With  the  passage  of  time  thrombi  are  found  in 
capillaries  of  the  alveolar  wall,  and  extravasation 
of  blood  can  be  seen  within  the  alveolar  lumina. 

In  addition  to  hyaline  membranes,  there  are 
thickened  alveolar  septae.  One  could  suggest  that 
interstitial  pneumonitis  and  diffuse  edema  cause 
the  excessive  weight  of  the  lungs. 

Superimposed  infection  may  lead  to  areas  of 
bronchopneumonia.  So  the  lungs  of  influenza  at 
necropsy  are  at  times  clouded  by  the  presence  of 
other  types  of  infectious  processes,  and  in  the  past 
pneumococci,  streptococci  and  staphylococci  have 
been  implicated  in  the  pathogenesis  of  fatal  in- 
fluenza. 


Figure  4. — Photomicrographs  in  propositus  case.  Above, 
acute  tracheitis  with  loss  of  epithelium,  necrosis  and 
edema  of  the  lamina  propria.  (Hematoxylin  and  eosin 
stain.  Medium  powrer.)  Center,  hyaline  membranes  lining 
alveoli  of  lungs.  (H.  & E.,  medium  power.)  Below,  the 
mucous  membrane  of  a bronchus  with  prominence  of  the 
basement  membrane.  (H.  & E.,  high  power.) 
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One  of  the  most  characteristic  features  of  influ- 
enza is  the  desquamation  and  necrosis  of  epithe- 
lium, and,  in  addition,  an  adjacent  concomitant 
regeneration  of  the  epithelium.  This  seems  to  be 
a unique  feature.  At  high  power  microscopic 
visualization,  variability  of  the  nuclei  of  the 
bronchus  and  bronchiolar  epithelial  cells  is  well 
shown.  If  there  happened  to  be  available  a Pap- 
anicolaou-stained sputum  containing  epithelium  of 
this  type  it  would  alarm  the  cytologists.  The  atypi- 
cal cells  would  be  suspect  for  malignancy.  One 
wonders  if  the  variability  of  the  nuclei  of  the  epi- 
thelial cells  is  a result  of  stimulation  of  epithelium 
by  the  virus. 

Pronounced  thickening  of  the  basement  mem- 
brane is  also  a feature  of  the  lung  in  influenza 
(Figure  4).^ 

Some  of  the  accompanying  disease  processes 
which  were  present  in  the  six  necropsy  cases  at 
Harbor  General  Hospital  are  described  below.  Our 
patient  for  primary  discussion  was  pregnant.  The 
fetal  lung  did  not  show  hyaline  membranes,  nor 
was  the  virus  recovered  by  culture. 

In  another  patient,  the  coronary  arteries  were 
severely  affected  by  arteriosclerosis,  and  the  heart 
was  compromised  by  very  decided  myocardial 
fibrosis. 

In  a third  patient,  a lymphoproliferative  state 
consistent  with  lymphosarcoma  was  noted  in  the 
peripheral  and  visceral  lymph  nodes.  One  wonders 
about  the  altered  immunological  state  in  patients 
with  such  a disorder  and  their  ability  to  resist  the 
onslaught  of  influenza  virus. 

The  fourth  patient,  a relatively  young  person, 
44  years,  had  a subclavian  steal  syndrome.  There 
was  pronounced  occlusion  of  the  major  vessels  of 
the  arch  of  the  aorta,  unilateral  renal  atrophy,  and 
thrombosis  of  the  aorta.  The  fifth  patient  had 
cirrhosis  of  the  liver. 

The  morbid  anatomy  of  influenza  seen  at  autop- 
sy in  1968-69  has  been  reviewed.  Is  there  some- 
thing new  being  recorded?  In  a relatively  ancient 
monograph,  published  in  1920  by  Dr.  Winternitz,^ 
there  is  shown  the  classic  feature  of  influenza, 
namely,  tracheobronchitis  with  pseudomembrane- 
ous  exudate  and  profound  hyperemia  of  the 
tracheobronchial  tree. 

The  lungs  are  pictured  as  being  voluminous  and 
distended,  with  Arm,  edematous,  hyperemic  paren- 
chyma and  occasional  bronchopneumonia.  Scat- 
tered foci  of  alveolar  hemorrhages  can  be  found. 
On  cut  sections,  gray  infiltrates  are  reminiscent  of 


an  interstitial  fibrosis  or  fibrin  deposition.  The 
extremely  heavy  lung,  the  voluminous  lung,  the 
edematous  wet  lung,  and  the  lobar  involvement  are 
emphasized.  Influenza  is  called  a “panlobar” 
pneumonia. 

Depicted  histologically  is  the  tracheobronchitis 
manifested  by  necrotic  epithelium,  a hyperemic 
lamina  propria,  and  the  relative  paucity  of  the 
acute  inflammatory  exudate  in  the  lamina  propria. 
Classic  hyaline  membranes  and  extravasation  of 
blood  into  the  alveoli  may  be  seen.  The  gross 
diffuse  grayness  of  the  parenchyma  is  identified 
microscopically  as  diffuse  fibrin  deposition. 

So,  the  morphology  of  influenza  1968-69  has 
been  duplicated  or  revisited  and  in  essence  is  simi- 
lar to  that  which  was  described  in  1920  by  Dr. 
VVinternitz. 

Laboratory  Procedures 

Dr.  Imagawa*  : As  in  most  other  viral  infections, 
the  laboratory  procedures  for  influenza  diagnosis 
would  include  isolation  of  the  etiological  virus  or 
the  demonstration  of  specific  antibody  rise  in  the 
patient’s  serum.  During  the  recent  epidemic  we 
relied  primarily  on  the  isolation  of  the  influenza 
virus  with  subsequent  typing  and  identification  of 
the  isolates.  Virus  isolation  would  be  an  impor- 
tant procedure  for  identifying  the  agent  responsible 
for  an  epidemic.  Once  the  prevailing  virus  is 
isolated  and  typed,  diagnosis  of  other  cases  can 
be  carried  out  by  serological  methods. 

The  laboratory  host  of  choice  for  the  isolation 
of  influenza  virus  is  still  the  chick  embryo.  Fertile 
eggs  incubated  for  10  to  14  days  are  inoculated 
into  the  amniotic  sac.  After  two  to  four  days  of 
incubation  a specimen  of  the  amniotic  fluid  is 
tested  for  hemagglutinating  activity. 

Isolation  of  influenza  virus  has  been  accom- 
plished also  by  inoculation  of  primary  monkey 
kidney  cell  cultures.  Generally  on  primary  isola- 
tion, the  virus  does  not  cause  clear-cut  cytopathic 
effects,  and  the  presence  of  the  virus  must  be  de- 
tected by  an  indirect  method.  Since  influenza  virus 
possesses  hemagglutinins,  a technique  described  as 
hemadsorption  can  be  used.  This  is  a procedure 
in  which  the  hemagglutinins  on  the  infected  cell 
surface  cause  the  red  blood  cells  to  adhere  in 
clumps  to  the  host  cell  monolayer. 

We  employed  both  the  chick  embryo  and  the 


•David  T.  Imagawa,  Ph.D.,  Professor  of  Pediatrics  and  Medical 
Microbiology,  UCLA  School  of  Medicine;  and  Director,  Pediatric 
Research  Laboratories,  Harbor  General  Hospital. 


30  JUNE  1970  • 112  • 6 


TABLE  1. — a2/honc  konc/68  Isolates  from 
Seven  Ambulatory  Patients 


Age 

Diagnosis 

Specimen 

Onset 
of  Illness 

Specimen 

Taken 

Adult 

Influenza 

Throat  swab 

12/  3/68 

12/  3/68 

Adult 

Pneumonia 

Sputum 

12/  4/68 

12/  9/68 

Child 

Vomiting  and 
diarrhea 

Throat  swab 

12/  7/68 

12/  8/68 

Child 

Influenza 

Throat  swab 

12/15/68 

12/17/68 

Child 

Influenza 

Throat  swab 

12/14/68 

12/15/68 

Child 

Influenza 

Throat  swab 

12/14/68 

12/14/68 

Child 

Influenza 

Throat  swab 

12/16/68 

12/17/68 

TABLE  2. — a2/honc  konc/68  Isolates  from 
Postmortem  Materials 


Patient 

Sex 

Age 

Specimen 

Virus  Isolation 

1 

F 

66 

Bronchus 

Cell  culture  -b 
Egg  + 

2 

F 

60 

Lung 

Cell  culture  -f 
Egg  + 

3 

M 

44 

Lung 

Cell  culture  + 
Egg  + 

4 

F 

27 

Lung 

Cell  culture  — 
Egg  + 

cell  culture  procedures  for  isolation  of  influenza 
virus.  The  freshly  isolated  viruses  were  identified 
as  strains  of  a2/hong  kong/68  by  the  hemaggluti- 
nation-inhibition and  the  hemadsorption-inhibition 
tests. 

The  isolation  of  a2/hong  kong/68  virus  strains 
from  seven  ambulatory  patients  is  summarized  in 
Table  1.  These  isolates  were  made  in  monkey 
kidney  cell  cultures.  Successful  isolation  of  the 
viruses  can  be  credited  to  the  very  short  interval 
between  the  onset  of  the  disease  and  the  obtaining 
of  clinical  materials  for  inoculation.  Specimens 
for  viral  isolation  attempts  were  obtained  as  early 
as  possible  in  the  course  of  illness. 

Table  2 summarizes  the  isolation  of  the  epi- 
demic strain  of  influenza  virus  from  postmortem 
materials.  Both  the  monkey  kidney  cell  culture 
and  the  chick  embryo  procedures  were  used. 
Virus  isolation  was  accomplished  from  the  bron- 
chus or  from  the  lungs.  Both  isolation  techniques 
yielded  the  virus,  with  the  exception  of  the  lung 
from  the  case  under  discussion  (Case  4,  Table  2) 
which  yielded  no  virus  with  the  cell  culture  method 
but  was  positive  by  the  chick  embryo  procedure. 

Table  3 summarizes  the  virus  isolations  in  the 
case  presented  in  this  conference.  On  December 
12,  1968,  before  the  patient  died,  the  lung  lavage 
and  the  sputum  inoculated  into  monkey  cell  culture 
yielded  influenza  virus  a2/hong  kong/68.  The 
postmortem  material  from  the  lung  inoculated  into 
cell  culture  was  negative,  but  the  chick  embryo 
system  yielded  virus.  The  tracheal  epithelial  ma- 


TABLE  3. — a2/honc  konc/68  I’irus  Isolation  from  Case 
Discussed  in  Present  Interdepartmental  Conference 


Date 

Specimen 

Virus 

Isolation 

12/30/68 

Lung  Lavage 

Cell  culture  -b 

Sputum 

Cell  culture  -b 

1/  2/69 

Lung 

Cell  culture  — 
Egg  + 

Tracheal  Epithelium 

Cell  culture  — 
Egg  + 

Heart 

Cell  culture  — 

Placenta 

Cell  culture  — 

1/  2/69 

Fetal  lung 

Cell  culture  — 
Egg  — 

Fetal  heart 

Cell  culture  — 

Egg  — 

terial  inoculated  into  cell  culture  was  again  nega- 
tive, whereas  the  chick  embryo  was  positive.  It 
would  appear  from  these  studies  that  there  is  a 
higher  rate  of  isolation  in  eggs  than  in  cell  cultures. 
However,  it  is  the  opinion  of  most  investigators 
that  the  rate  of  isolation  is  essentially  similar  in 
eggs  and  in  cell  cultures.  Virus  was  not  recovered 
from  the  placenta  and  the  heart;  likewise,  the  heart 
and  the  lung  from  the  fetus  yielded  no  virus. 

Finally,  I would  like  to  discuss  briefly  the  rela- 
tionship between  Hong  Kong  1968  strains  and  the 
earlier  a2  strains.  It  was  recently  reported  that 
antisera  produced  against  Hong  Kong  1968  strains 
clearly  demonstrated  an  antigenic  relationship  with 
the  earlier  a2  viruses. ■*  However,  the  Hong  Kong 
influenza  viruses  represented  a major  antigenic 
drift  and  the  identification  of  the  Hong  Kong 
strains  may  not  be  possible  with  specific  antisera 
produced  against  the  earlier  a2  reference  strains. 
Nevertheless,  these  new  isolates  are  still  classified 
as  a2  influenza  viruses. 

Dr.  St.  Geme:  The  provocative  clinical  and  lab- 
oratory facets  of  the  1968  epidemic,  as  we  wit- 
nessed it  in  our  own  medical  center,  raise  the  most 
fundamental  questions  of  the  innate  resistance  of 
the  human  host  and  the  complexity  of  the  genetic, 
antigenic  and  biochemical  attributes  of  the  in- 
fluenza virus.  The  following  sections  of  this  con- 
ference represent  an  attempt  to  acquire  some  per- 
spective of  these  questions. 

Host-Virus  Relationship 
Anti  Lower  Respiratory  Tract 

Dr.  Ziment*:  First  of  all  I think  we  should  clarify 
that  the  virus  we  are  talking  about  did  not  really 
originate  in  Hong  Kong  in  July  1968;  the  evidence 
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is  that  it  originated  in  China  and  that  it  was  prob- 
ably a fairly  close  relative  of  its  notorious  prede- 
cessor of  1957.  It  used  Hong  Kong  as  an  em- 
barcation  point  for  a world  cruise  and  it  landed 
in  Los  Angeles  roughly  five  months  later.  Its  sub- 
sequent depredations  resulted  in  this  symposium. 

Infection  of  a host  by  the  influenza  virus  can 
occur  when  the  agent  encounters  the  susceptible 
respiratory  mucosa.  The  cilia  of  the  epithelium  pre- 
sent receptor  areas  to  which  the  influenza  virus 
becomes  very  firmly  attached,  causing  inhibition 
of  ciliary  activity.  The  goblet  cells  are  also  affect- 
ed, and  lose  their  ability  to  produce  mucus,  which 
in  turn  may  increase  the  mucosal  susceptibility  to 
further  invasion. 

Following  the  invasion  of  the  respiratory  mucosa 
there  may  be  a lag  phase:  thus,  members  of  a 
family  may  derive  their  initial  infections  at  different 
periods  yet  symptoms  may  develop  in  all  of  them 
simultaneously.  This  is  probably  related  to  the 
fact  that  external  factors  initiate  the  breakdown  in 
the  host-virus  relations,  and  perhaps  chilling  or  a 
change  in  weather  are  important  determinants  in 
the  development  of  symptoms.  Viral  pathogenicity 
probably  depends  upon  the  release  of  toxic  prod- 
ucts, some  of  which  are  purely  speculative.  It  is 
well  known  that  the  virus  inhibits  the  chemotactic 
response  of  the  leukocytes,  and  it  also  appears  to 
inhibit  the  ability  of  the  granulocytes  to  engulf 
bacteria. 

The  virus  inhibits  the  cilia  of  the  epithelium  and, 
subsequent  to  that,  causes  death  of  the  cells;  it 
appears  that  the  goblet  cells  are  also  killed.  If  the 
virus  invades  the  lower  reaches  of  the  respiratory 
tract,  it  similarly  destroys  the  various  types  of  cells 
lining  the  bronchioles  and  alveoli.  In  particular, 
the  pneumocytes  known  as  Type  1 cells,  and  the 
macrophages  known  as  Type  II  cells  are  damaged 
and  lose  contact  with  the  basement  membrane, 
thus  contributing  to  the  formation  of  a hyaline 
membrane.  A true  alveolar  capillary  block  seems 
to  be  produced,  and  it  is  also  possible  that  surfac- 
tant is  damaged,  leading  to  micro-atelectasis.  As  a 
result  of  all  these  changes  the  alveoli  are  severely 
damaged  and  pronounced  hypoxia  may  result. 

It  is  well  known  that  pregnant  women  are  par- 
ticularly liable  to  the  ill  effects  of  inffuenza  pneu- 
monia.^-^ This  is  well  illustrated  in  the  patient  who 
is  presented  in  this  conference.  She  was  five  and 
a half  months  pregnant,  and  at  that  time  in  preg- 
nancy the  patient  suffers  several  disadvantages  of 
hemodynamic  and  pulmonary  function.  The  dia- 


phragm is  elevated  and  there  may  be  associated 
atelectasis  in  the  basal  parts  of  the  lung;  there  is 
an  increased  hemodynamic  load,  and  an  increased 
oxygen  requirement  imposed  by  the  fetus  and 
placenta.  The  heart  is  less  able  to  make  a full  com- 
pensatory adjustment  to  the  stress  of  infection,  and 
the  addition  of  severe  pneumonic  involvement  ex- 
acerbates the  tendency  toward  hypoxia.  The  pres- 
ence of  heart  disease  will  obviously  embarrass  the 
situation  further,  and  many  of  the  deaths  in  epi- 
demics have  been  associated  with  the  presence  of 
mitral  stenosis  and  pulmonary  hypertension.  It  is 
not  clear  whether  the  pregnant  woman  is  also  at 
a disadvantage  from  other  than  these  purely  me- 
chanical factors.  Thus,  it  is  possible  that  there  is 
impaired  production  of  the  various  antiviral  fac- 
tors or  of  surfactant. 

The  toxic  effects  of  the  virus  infection  may  result 
from  release  into  the  bloodstream  of  antigenic 
material  both  from  the  virus  and  from  the  damaged 
tissues.  The  patient  has  a generalized  illness  and 
in  some  cases  there  may  even  be  an  allergic  reac- 
tion to  viral  products,  but  the  dangers  of  the  dis- 
ease are  associated  with  the  embarrassment  to  the 
respiratory  process  and  the  resulting  hypoxia.  Sec- 
ondary bacterial  infection  of  the  lung  is  an  impor- 
tant complication,  and  staphylococcus  aureus,  for 
unknown  reasons,  is  particularly  likely  to  compli- 
cate influenzal  pneumonia.’  The  virus  certainly 
prepares  the  way  for  bacterial  infection  by  disrup- 
tion of  the  respiratory  mucosa  and  by  damage  to 
the  underlying  blood  vessels,  as  well  as  by  inhibit- 
ing phagocytosis. 

This  review  of  the  host  factor  is  based  on  accept- 
ed and  well  understood  phenomena,  but  to  move 
on  to  how  the  host  reacts  against  the  virus  is  to 
tread  on  ground  which  is  not  so  steady  at  all.  How- 
ever, it  appears  that  the  immunologic  response  to 
influenzal  respiratory  infection  will  be  incomplete, 
since  the  bloodstream  is  not  invaded  in  the  usual 
case.  Defense  against  the  virus  depends  in  part 
upon  the  production  by  the  host  of  immunoglobu- 
lins. The  specific  immunoglobulin  that  is  most 
important  to  the  respiratory  tract  is  IgA,  and  this 
is  secreted  by  the  mucosa.  It  also  is  formed  in  the 
bloodstream,  and  the  amount  in  the  mucosa  is 
perhaps  only  one-tenth  the  amount  in  the  blood. 
But  it  is  of  considerable  interest  that  persons  with 
agammaglobulinemia  are  able  to  react  quite  nor- 
mally to  viral  infections,  so  obviously  immunoglob- 
ulins do  not  play  a major  role.  It  is  evident  that 
lymphocytic  factors  also  are  involved,  for  in  pa- 


32  JUNE  I97G  • 


II  2 • 


6 


tients  with  impaired  delayed  hypersensitivity  severe 
generalized  disease  may  occur  in  virus  infections. 

It  has  been  clearly  established  in  the  last  few 
years  that  viral  infections  of  almost  any  type  stimu- 
late the  host  to  produce  a curious  protein  called 
interferon.’  Time  does  not  permit  discussion  of 
the  very  complex  nature  of  the  mechanism  involved 
in  the  production  and  action  of  interferon,  but  its 
production  is  primarily  a result  of  viral  infection 
of  the  cells,  although  it  is  quite  possible  that  many 
other  factors  which  occur  both  normally  and  ab- 
normally influence  the  mechanism. 

The  survival  of  the  virus  is  facilitated  by  the 
production  of  several  postulated  rather  than  abso- 
lutely confirmed  factors,  and  these  rejoice  under 
rather  curious  names,  such  as  stimulon,  enhancer, 
and  blocker,  which  in  one  way  or  another  interfere 
with  the  action  of  interferon.’  Similarly,  viral  en- 
zymes such  as  neuraminidase  facilitate  viral  patho- 
genicity. On  the  other  hand,  the  host  is  able  to 
respond  to  the  viral  infection  by  producing  a 
number  of  equally  ill-understood  non-specific  in- 
hibitors : in  particular  the  literature  refers  to  alpha, 
beta  and  gamma  inhibitors,  which  are  either  muco- 
proteins  or  lipids  or  other  complex  proteins.® 

The  host  probably  does  offer  resistance  in  vari- 
ous other  ways  about  which  we  can  only  speculate. 
Thus  influenza  is  more  likely  to  occur  in  persons 
who  are  of  blood  group  O,  although  there  is  no 
further  explanation  as  to  why  this  should  be. 

Regarding  the  therapy  of  our  ill-fated  patient, 
I wish  to  state  that  we  felt  pulmonary  lavage  was 
justified  since  we  were  dealing  with  an  alveolar 
filling  defect,  with  some  similarities  to  alveolar 
proteinosis  which  responds  well  to  lavage.^  The 
role  of  specific  drugs  is  not  yet  established,  and  the 
only  drug  which  has  been  commercially  available 
for  use  in  influenzal  infections  is  amantadine  hydro- 
chloride, which  interferes  with  the  ability  of  the 
virus  to  penetrate  the  cell.  This  has  been  found 
to  be  of  specific  value  in  the  prevention  of  a2  influ- 
enza infection,  but  its  use  was  not  recommended 
by  the  Public  Health  Service.  We  were  left  with 
as  primitive  a way  of  dealing  with  this  epidemic 
as  we  had  in  1957. 

Genetic  Aspects  of  Antigenic 
Drifts  of  Influenza  Virus 

Dr.  Baluda;*  Although  not  until  the  1930s  was 
it  established  that  a virus  was  the  causative  factor 
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in  influenza,  the  disease  is  not  a new  malady  of 
the  human  population.’®  There  are  descriptions 
of  influenza  infections  in  humans  and  in  animals 
which  date  from  the  12th  century,  and  31  pan- 
demics have  been  recorded  since  the  16th  century. 
Three  major  pandemics  have  occurred  within  the 
past  50  years;  the  last  one,  referred  to  as  the 
“Hong  Kong  Flu,”  appeared  in  1968.  During 
these  pandemics,  almost  the  entire  population  is 
exposed  and  develops  antibodies  against  the  virus. 
Every  time  there  is  a major  epidemic,  it  is  caused 
by  a new  virus.  This  periodic  appearance — approx- 
imately every  10  years — of  a new  virus  capable  of 
infecting  a previously  immune  population  is  a 
unique  feature  of  influenza  viruses  and  is  due  to 
a phenomenon  called  “antigenic  drift.”  The  new 
virus  contains  a different,  or  modified,  antigen  on 
its  outer  surface  and  is  not  neutralized  by  antibody 
made  against  the  old  viruses.  This  means  that  not 
only  can  the  new  virus  infect  a population  exposed 
to  the  old  viruses,  but  prophylactic  vaccination 
with  known  strains  is  either  ineffective  or  only 
moderately  effective.  Stable  variants,  or  strains, 
differing  in  antigenic  properties  are  known  to  exist 
among  all  viruses,  but  the  regular  appearance  of 
new  influenza  viruses  had  been  a puzzle  to  virolo- 
gists and  epidemiologists.  Only  recently  has  it  been 
possible  to  understand  this  unique  nature  of  influ- 
enza virus,  albeit  without  knowing  how  to  cope 
with  it. 

Before  attempting  an  explanation  for  the  basis 
of  this  antigenic  drift,  let  us  first  examine  the  struc- 
ture of  the  influenza  virion  and  its  mode  of  replica- 
tion. 

Structure  of  Influenza  Viruses 

Influenza  viruses  contain  about  0.8  percent  rna, 
74  percent  protein,  18.5  percent  lipids  and  5 to  7 
percent  non-nucleic  acid  carbohydrates.’®  In  the 
electron  microscope,  influenza  virions  appear  pleo- 
morphic ranging  from  spherical  to  filamentous 
forms  with  a diameter  of  800- 1,1 00 A (angstrom 
units).”  The  inner  core  of  the  virus,  or  ribonu- 
cleoprotein  (rnp),  consists  of  the  rna  genome 
complexed  with  protein  and  is  a rather  flexible 
rod-shaped  structure  with  subunits  which  appear 
to  be  in  a helical  arrangement.’^  The  rnp  core 
is  enclosed  in  a lipoprotein  envelope  which  has 
cylindrical  spikes  on  its  outer  surface.  These 
spikes,  90 A long  and  15-20 A in  diameter,  appear 
to  consist  mostly  of  hemagglutinin,  the  protein 
which  agglutinates  erythrocytes.  Between  the  spikes 
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there  is  another  protein,  neuraminidase;  this 
enzyme  digests  mucoproteins  and  facilitates  the 
release  of  virus  during  its  maturation  from  the  cell 
surface.  The  viral  envelope  contains  lipids  which 
are  mostly  of  cellular  origin  and  some  host  cell 
antigen — for  example,  blood  group  antigen. 

Antigenic  Structure 

Three  major  antigens  are  used  in  classifying  in- 
fluenza viruses”: 

1.  One  is  the  internal  antigen,  also  called  rnp 
antigen,  which  determines  whether  the  virus  is  type 
A,  B or  c.  This  antigen  is  detected  by  complement 
fixation  and  is  referred  to  as  the  cf  (complement 
fixing)  antigen.  The  ribonucleoprotein  is  a stable 
component  of  the  virus  as  determined  by  its  anti- 
genicity— that  is,  it  is  the  same  for  all  members 
of  the  type  a group  regardless  of  whether  they 
infect  man,  swine,  horse,  duck  or  chicken.  Minor 
variations  in  primary  amino  acid  sequence,  not 
detectable  by  complement  fixation,  cannot,  how- 
ever, be  ruled  out.  The  rnp  antigen  is  a peptide 
with  a molecular  weight  of  50-70  x 10’  daltons. 

2.  The  hemagglutin  antigen  (ha)  on  the  spikes, 
also  referred  to  as  the  “V”  antigen,  is  detected  by 
virus  neutralization,  or  hemagglutinin  inhibition, 
and  is  strain-specific — that  is,  it  is  different  for 
strains  aO,  a1,  a2,  and  others.  This  is  the  antigen 
which  elicits  the  formation  of  protecting  antibody. 
A new  virus,  capable  of  causing  an  epidemic,  must 
possess  a hemagglutinin  which  is  sufficiently  differ- 
ent so  that  it  is  not  neutralized  by  antibodies  made 
against  that  of  the  existing  strains,  ha  subunits 
obtained  by  disrupting  the  virus  with  detergent — 
e.g.,  deoxycholate — consist  of  glycoprotein  rods, 
1 40 A long  X 40 A wide  with  a molecular  weight  of 
47  to  75  X 10’  daltons.  The  individual  rods  are 
monovalent — that  is,  can  block  red  cell  agglutina- 
tion but  are  incapable  of  causing  red  cell  agglutina- 
tion. In  the  absence  of  detergent,  they  clump  and 
appear  as  rosettes  in  the  electron  microscope;  the 
rosettes  can  cause  agglutination  of  red  blood  cells. 
The  host  antigen,  which  is  present  in  the  envelope, 
is  a carbohydrate  and  is  covalently  linked  to  the 
hemagglutinin  subunits. 

3.  The  other  major  virus  antigen  which  is  pres- 
ent in  the  envelope  is  the  neuraminidase  (na). 
This  enzyme  differs  serologically  and  chemically 
from  HA  and  can  vary  independently  of  ha.  Anti- 
bodies against  this  enzyme  do  not  appear  to  play 
a major  role  in  protection  against  virus  infection. 


although  the  antineuraminidase  antibody  may  limit 
subsequent  infection  by  preventing  the  release  of 
virus  from  infected  cells.  Purified  neuraminidase 
units  are  oblong  structures  about  85 A long  and 
50 A wide  with  a centrally  attached  fiber  100 A 
long  and  a diffuse  taU,  or  a small  knob,  of  40A  in 
diameter.  These  particles  consist  of  peptides  with 
a molecular  weight  of  50  x 10’  daltons  which  are 
probably  linked  to  the  ha  unit  through  the  carbo- 
hydrate moiety  in  the  virion. 

Other  proteins  which  make  up  less  than  10  per- 
cent of  total  virion  protein  and  appear  as  peptides 
of  molecular  weight  less  than  20  x 10’  daltons  in 
gel  electrophoresis  have  not  been  characterized. 

Viral  Genome 

The  genome  of  influenza  viruses  consists  of  sin- 
gle stranded  ribonucleic  acid  (rna).  It  has  some 
unique  features  which  hold  the  clue  to  the  antigenic 
drift.  Unlike  the  genome  of  other  single  stranded 
RNA  viruses,  the  influenza  virus  rna  is  heterogene- 
ous and  consists  of  4 to  5 molecules  of  varying 
sizes  ranging  from  7 x 10’  daltons  to  2 x 10’ 
daltons  in  molecular  weight.”-”  Five  distinct  spe- 
cies of  viral  rna  have  been  separated  by  gel  elec- 
trophoresis.’®-” From  the  profile  of  the  viral  rna 
in  sucrose  gradients  and  in  gel  electrophoresis,  it 
appears  that  these  rna  molecules  are  present  in  a 
1:1  ratio  in  fully  infectious  (complete)  virus.  In 
incomplete  (von  Magnus  effect)  virus  the  larger 
species  are  either  absent  or  present  in  only  2 per- 
cent of  the  virions.’®-” 

Virus  Replication 

The  rephcation  of  influenza  virus  can  be  divided 
into  three  major  phases:  (1)  replication  of  the 
RNA  genome,  (2)  synthesis  of  viral  proteins,  and 
(3)  maturation  and  release  of  virions  at  the  cell 
surface. 

1 . As  with  other  rna  viruses,  the  replication  of 
influenza  rna  depends  upon  a virus  specific  en- 
zyme, RNA-dependent  rna  polymerase.  Compli- 
mentary RNA,  or  minus  strand,  is  made  using  the 
incoming  viral  rna  as  the  template,  and  in  turn  it 
is  used  to  make  new  plus  (viral)  rna  strands.^® 
The  synthesis  of  new  viral  rna  takes  place  via  an 
RNA  replicative  intermediate  (ri)  which  consists 
of  one  minus  strand  to  which  are  attached  several 
nascent  plus  strands.^’ 

2.  Viral  rna  acts  as  messenger  rna  for  making 
virus-specific  protein,  for  example  ha,  na,  internal 
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protein  and  rna  dependent  polymerase.  Recently 
polysomes  involved  in  the  synthesis  of  peptides 
were  isolated  from  infected  cells  and  were  found 
to  contain  both  plus  and  minus  RNA  strands. The 
location  of  different  genes  in  the  different  strands 
of  viral  rna  is  unknown. 

3.  Maturation  involves  packaging  different  rna 
species  in  the  form  of  ribonucleoproteins  into  an 
envelope  which  is  made  at  the  cell  membrane  but 
contains  mostly  viral  antigens.  There  should  also 
be  a mechanism  for  excluding  minus  strands  which 
are  not  found  in  virions.  Nothing  is  known  about 
the  processes  involved.  Maturation  is  completed 
as  the  virion  buds  off  the  cell  surface. 

Mechanism  of  Antigenic  Drift 

According  to  the  current  dogma  of  molecular 
biology,  the  antigenicity  of  the  viral  coat  protein 
is  determined  by  its  amino  acid  sequence,  which 
in  turn  is  coded  by  the  sequence  of  nucleotides  in 
the  viral  genome.  Any  major  antigenic  shift  is 
therefore  the  phenotypic  expression  of  a different 
viral  genome.  The  evolution  of  a genetic  variant 
can  take  place  either  by  mutation,  genetic  recom- 
bination or  strand  exchange. 

Mutation:  Due  to  spontaneous  mutations  or  to 
errors  in  copying  the  nucleic  acid,  there  may  be 
occasional  alterations  in  the  base  sequence  of  the 
RNA  which  in  turn  causes  changes  in  the  amino 
acid  sequence  and  in  the  antigenicity  of  the  protein. 
A mutation  in  the  hemagglutinin  gene  could  give 
rise  to  a new  variant.  Most  of  the  stable  variants 
of  RNA  viruses  arise  by  mutation  and  selection. 

Mutations  have  also  been  shown  to  cause  varia- 
tions among  influenza  viruses.  In  the  laboratory, 
such  mutant  strains  can  be  obtained  in  various 
ways;  for  example,  mutants  involving  changes  in 
the  virus  coat  protein  can  be  obtained  by  growing 
the  virus  in  the  presence  of  antiserum  of  low  avid- 
ity. 

Minor  outbreaks  of  influenza  between  the  major 
pandemics  are  often  caused  by  minor  changes  in 
virus  coat  protein  which  arise  by  mutation  and 
selection.  However,  mutation  alone  cannot  explain 
the  high  frequency  of  appearance  of  a new  influ- 
enza virus  strain  every  eight  to  ten  years,  since 
similar  changes  do  not  take  place  among  other 
single  stranded  rna  viruses — such  as  mumps,  ru- 
bella, measles,  polio,  ndv  and  arboviruses — which 
infect  man  and  animals.  It  is  well  established  that 
these  viruses  can  also  develop  variants  or  mutant 
strains,  but  the  mutant  viruses  are  stable  and,  un- 


like influenza  viruses,  can  be  isolated  in  recurring 
epidemics. 

Genetic  Recombination:  The  second  possibility 
of  forming  a new  virus  is  by  recombination,  which 
involves  the  exchange  of  covalently  linked  parts  of 
the  genome  between  two  or  more  viruses  growing 
in  the  same  host.  Thus  the  progeny  virus  will  have 
new  genetic  material  which  is  a hybrid  of  the  two 
parent  viruses.  Recombination  occurs  regularly 
among  dna  viruses.  This  process  of  exchange  takes 
place  by  excision  and  ligation  of  double  stranded 
DNA.  The  relatively  stable  secondary  structure  of 
DNA  is  almost  an  absolute  requirement  for  such  an 
exchange.  It  is  not  known  whether  such  a mecha- 
nism of  recombination  between  rna  viruses  exists. 
Using  DNA  virus  as  a model,  one  would  expect  that 
recombination  can  only  take  place  between  two 
double  stranded  rna  molecules  or  between  repli- 
cative intermediates  which  are  partially  double 
stranded.  However,  since  there  is  preferential  rep- 
lication of  plus  (viral)  rna  strand,  there  are  rela- 
tively few  Ri’s  compared  with  the  number  of  plus 
strands  formed,^*  and  the  chances  of  recombina- 
tion between  the  ri’s  of  rna  viruses  is  much  less 
than  that  between  the  dna’s  of  dna  viruses.  Indeed, 
recombination  is  a rare  event  among  rna  viruses. 
With  Newcastle  disease  virus,  heterozygotes  and 
phenotypically  mixed  virions  can  easily  be  ob- 
tained by  infecting  a host  with  two  different 
strains, but  recombination  has  not  been  demon- 
strated conclusively.  With  poliovirus,  at  the  most 
0.4  percent  of  the  progeny  viruses  might  be  hybrids 
resulting  from  recombination.^’  On  the  other  hand, 
hybrid  viruses  can  easily  be  formed  by  infecting 
cells  with  two  different  influenza  viruses. The 
percentage  of  hybrid  virions  in  the  progeny  can 
be  as  high  as  94  percent  of  the  total  virions. So 
high  a frequency  of  hybrid  formation  cannot  be 
explained  by  classical  recombination. 

Strand  Exchange:  Strand  exchange  will  be  de- 
fined as  the  process  that  involves  exchange  of 
genetic  material  between  two  or  more  viruses 
growing  in  the  same  host  but,  unlike  recombina- 
tion, it  does  not  involve  breakage  and  reformation 
of  convalent  linkages  in  the  genomes  involved.  This 
process  can  take  place  only  in  viruses  which  con- 
tain a genome  consisting  of  multiple  subgenomic 
fragments,  and  thus  far  it  is  unique  for  influenza 
viruses.  In  the  laboratory,  numerous  experiments 
have  shown  that  hybrid  virus  formation  does  take 
place  with  unusually  high  frequency  if  cells  are 
infected  with  two  influenza  virus  strains. The 
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more  related  the  two  infecting  virus  strains,  the 
higher  is  the  percentage  of  hybrid  virus  in  the 
progeny;  in  chick  embryo  cells  infected  with  ws 
and  WSN  strains,  10  to  94  percent  of  the  progeny 
may  consist  of  hybrid  virions4® 

Recently,  using  temperature-sensitive  (ts)  mu- 
tants, it  has  been  found  that  all  ts  mutants  can  be 
classified  into  five  groups^*  Exchange  of  genetic 
information  was  possible  between  the  groups,  but 
not  within  any  one  group.  Exchange  of  genetic 
information  and  formation  of  hybrid  virus  have 
also  been  shown  to  take  place  between  aniuial  and 
human  viruses.  A classical  example  of  hybrid 
formation  is  the  x-7  virus  obtained  by  crossing 
AO  NWS  (a  human  strain)  with  A2-Singapore,  1957 
(a  strain  infecting  man,  ducks  and  turkeys x-7 
virus  contains  the  ha  of  AO,  the  cf  of  AO  and  a2, 
and  the  neuraminidase  of  a2.  In  gel  electrophoresis, 
it  shows  three  peptides,  two  of  which  come  from 
AO  and  one  from  a2.  Other  properties  are  also 
hybrid  between  these  two  viruses. 

There  are  also  natural  occurrences  of  hybrid 
virus  formation.  The  virus  involved  in  the  1918 
human  pandemic  contained  swine  antigens,^®  and 
may,  therefore,  have  been  a recombinant  between 
swine  and  human  viruses.  Also,  some  viruses  which 
have  been  isolated  from  turkeys  and  ducks  have 
the  same  neuraminidase  as  a human  strain. 

In  human  epidemics,  constant  antigenic  drift 
among  influenza  viruses  has  been  observed.  AO  was 
the  predominant  virus  until  1950,  a1  from  1951 
to  1957,  a2  from  1957  to  1968.  The  Hong  Kong 
strain  (1968)  is  a strong  variant  of  a2  and  might 
possibly  be  classified  as  a3  (Pereira,  personal  com- 
munication), i.e.,  its  hemagglutinin  is  antigenically 
different  from  that  of  a2  (1957),  but  contains  the 
neuraminidase  of  a2  (1957). 

Other  Changes:  In  addition  to  the  foregoing 
genetic  changes,  there  may  also  be  other  changes 
on  the  surface  of  the  virion  which  affect  its 
epidemiologic  behavior.  There  are  host-induced 
changes  which  depend  on  the  type  of  cell  in  which 
the  virus  multiplies.  These  changes  may  be  brought 
about  by  changes  in  the  membrane  structure  of 
the  virus.^’-^’  This  is  important  because  influenza 
virus  appears  to  infect  cells  by  fusing  its  outer 
membrane  with  the  cell  surface  and  releasing  its 
genetic  material  inside  the  cell  cytoplasm. Thus, 
any  change  which  would  affect  cell  fusion,  such  as 
a change  in  the  lipoprotein  of  the  virus  surface, 
would  affect  penetration  and  infection  by  influenza 
virus. 


Influenza  viruses  are  undergoing  constant  anti- 
genic drift  with  the  appearance  of  a new  virus 
every  eight  to  ten  years.  Such  an  antigenic  varia- 
tion seems  to  be  unique  for  influenza  viruses  and 
cannot  be  explained  by  mutation  or  true  recombi- 
nation. This  unusual  behavior  of  influenza  virus 
is  possible  because  the  viral  genome  consists  of 
multiple  subgenomic  fragments  or  rna  molecules. 
A new  hybrid  virus  can  be  formed  by  exchange 
of  one  Or  more  rna  molecules  when  two  viruses 
infect  the  same  host.  The  large  variety  of  influenza 
strains  which  infect  different  animals  and  the  many 
minor  mutations  which  constantly  change  the  viral 
genome  provide  a large  pool  of  heterogeneous 
genomes  which  may  contribute  to  the  formation 
of  new  hybrid  virions.  It  is,  therefore,  impossible 
to  predict  the  nature  of  future  hybrid  viruses  which 
can  potentially  cause  new  epidemics. 

Epidemiology  in  Los  Angeles 

Dr.  St.  Geme:  We  would  be  remiss  if  we  failed 
to  place  our  story  about  influenza- 1968  in  its 
appropriate  perspective  as  one  relating  the  events 
of  only  a small  portion  of  an  explosive,  widespread 
epidemic. 

Dr.  Kamei;*  The  influenza  surveillance  methods 
employed  to  monitor  the  1968  epidemic  in  Los 
Angeles  County  depended  upon  reports  on  absen- 
tees from  selected  elementary,  secondary  schools 
and  from  available  private  industries.  Information 
was  also  studied  from  hospitals  in  which  patients 
with  upper  respiratory  illnesses  were  treated. 

Between  November  15  and  November  20  re- 
ports of  influenza-like  activity  were  received  and 
investigated  by  the  Los  Angeles  County  Health 
Department.  Throat  cultures  obtained  from  these 
patients  revealed  the  presence  of  influenza  a2  virus, 
Hong  Kong  variant. 

The  first  indications  of  county-wide  influenza 
activity  were  noted  during  the  week  ended  Decem- 
ber 7,  1968.  The  peak  of  the  epidemic  was  noted 
during  the  week  ended  December  28,  1968.  By  the 
end  of  January  1969  all  epidemiologic  measure- 
ments were  back  to  pre-epidemic  levels. 

Pneumonia-influenza  deaths  rose  sharply  during 
the  first  week  of  January.  Statistically  significant 
excess  “pneumonia-influenza”  deaths  followed  the 
estimated  peak  of  the  epidemic  by  three  weeks. 


•Ichiro  Kamei,  M.D.,  Chief,  Acute  Communicable  Disease  Control 
Division,  County  of  Los  Angeles  Health  Department. 
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The  estimated  excess  mortality  due  to  “pneu- 
monia-influenza” during  earlier  influenza  epidem- 
ics in  the  United  States,  e.g.,  1957,  1958,  1960 
and  1963,  was  approximately  12,000,  6,000, 
11,000  and  11,000,  respectively.  During  the 
1960s,  the  estimated  case-fatality  rates  nation- 
wide were  roughly  six  or  seven  per  100,000  popu- 
lation. This  rate  is  essentially  the  same  for  the 
1968  Hong  Kong  flu  epidemic  experience  in  Los 
Angeles  County. 

The  maternal  mortality  rate  in  Los  Angeles 
County  has  not  changed  significantly  over  the  past 
15  or  20  years.  We  do  not  have  information  on 
the  maternal  deaths  associated  with  the  Hong  Kong 
flu.  No  conclusion  can  be  made  regarding  the  sig- 
nificance of  influenza  on  maternal  mortality. 

Dr.  St.  Geme:  We  will  conclude  with  a brief  re- 
view of  the  potential  effect  of  influenza  virus  infec- 
tion on  the  pregnant  woman,  the  encounter  which 
initiated  in  so  devastating  a fashion  our  extensive 
discussion  in  this  conference. 

Dr.  Bradley:  With  respect  to  the  question  of 
spontaneous  abortions  occurring  in  pregnancy 
complicated  by  influenza,  the  available  information 
is  indeed  sparse.  Most  investigators  are  of  the 
opinion  that  in  early  pregnancies  complicated  by 
influenza  there  is  a higher  incidence  of  spontane- 
ous first  trimester  abortions.  However,  this  is  not 
a universal  view.  Whether  or  not  there  occurs  an 
increased  likelihood  of  congenital  malformation  is 
also  debatable.  Reports  by  Saxen”  in  Helsinki, 
Coffey  and  Jessop^"*  in  Northern  Ireland,  and 
Hardy^’  in  Baltimore  would  suggest  that  this  is 
the  case. 

The  overall  mortality  rate  during  the  1918  epi- 
demic was  approximately  40  percent,  as  previ- 
ously mentioned.  Harris^^  in  1919  reviewed  1,350 
cases  of  influenza  complicating  pregnancy  occur- 
ring in  Maryland.  In  50  percent  of  the  cases  pneu- 
monia developed  and  50  percent  of  these  patients 
died.  The  statement  has  been  made  that  this  high 
mortality  rate  was  very  likely  due  to  bacterial 
superinfection  in  the  pre-antibiotic  era.  It  is  inter- 
esting to  note  that  in  Greenberg’s^’  review  of  216 
influenza  deaths  occurring  in  New  York  City  in 
1957,  10  percent  occurred  in  pregnant  females; 
one-half  of  the  women  aged  15  to  45  who  died 
were  pregnant.  Freeman  and  Barno^®  in  1959 
reported  the  influenza  deaths  occurring  in  Minne- 
sota. In  this  series  also,  half  of  the  females  aged 
15  to  45  who  died  were  pregnant.  One  may 


summarize  the  problem  of  influenza  and  pregnancy 
by  saying  that  during  an  epidemic  the  pregnant 
patient  is  somewhat  more  likely  to  contract  this 
infection,  has  a greater  tendency  toward  spontane- 
ous abortion  and  stillbirth,  is  somewhat  more  likely 
to  have  her  fetus  affected  by  congenital  malforma- 
tion, and  is  in  great  risk  of  death  should  pneumonia 
develop. 
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AUSCULTATION  OF  VENTILATORY  FUNCTION 
“Remember  in  testing  dynamic  ventilatory  frmetion  that  you  can  get  a great  deal 
of  information  at  the  bedside  with  that  archaic  instrument,  the  stethoscope,  espe- 
cially in  determining  the  mechanism  of  airway  obstruction.  One  can  assess  the 
quality  and  uniformity  of  air  entry  and  air  exchange,  the  presence  or  absence  of 
wheezing,  its  pitch,  and  the  effect  upon  wheezing  and  air  exchange  of  having  the 
patient  cough  or  of  having  him  breathe  after  the  spray  of  a bronchodUator  aerosol. 
Most  important  (and  I urge  each  of  you  to  incorporate  this  into  your  examination 
of  the  patient  with  pulmonary  disease),  Usten  to  the  patient  during  quiet  breathing 
and  then  have  him  do  a maximum  ventilation  maneuver  — have  him  h3q)erventilate 
— and  watch  and  listen  to  what  happens  to  the  air  entry  and  to  the  sounds  of  air 
movement  and  wheezing  in  his  chest.  This  is  the  shouldering  phenomenon  obtained 
from  a simple  spirogram.  You  can  get  this  kind  of  information  by  having  a patient 
with  chronic  obstructive  airway  disease  hyperventilate  without  any  kind  of  equip- 
ment. He  will  rapidly  begin  to  breathe  out  and  you’ll  hear  a little  bit  of  an  air 
exchange  as  if  he  hits  an  obstruction;  you  see  him  turn  red,  the  veins  in  his  neck 
stand  out,  and  you  don’t  get  any  air  movement.  Or  in  a tight  asthmatic,  you  may 
begin  to  hear  high-pitched  wheezing  whereas  If  you  listen  to  him  during  quiet 
breathing,  there  is  no  wheezing  at  all.” 

— Asher  Marks,  M.D.,  Miami 
Extracted  from  Audio-Digest  Internal  Medicine, 
Vol.  16,  No.  11,  in  the  Audio-Digest  Founda- 
tion’s subscription  series  of  tape-recorded  pro- 
grams. 
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The  Scientific  Board  of  the  California  Medical  Association  presents  the  ^ 
following  inventory  of  items  of  progress  in  Allergy.  Each  item,  in  the  judg- 
ment of  a panel  of  knowledgeable  physicians,  has  recently  become  reasonably 
firmly  established,  both  as  to  scientific  fact  and  important  clinical  significance. 
The  items  are  presented  in  simple  epitome  and  an  authoritative  reference,  both 
to  the  item  itself  and  to  the  subject  as  a whole  is  generally  given  for  those  who 
may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  the  busy 
practitioner,  student,  research  worker  or  scholar  to  stay  abreast  of  these  items 
of  progress  in  Allergy  which  have  recently  achieved  a substantial  degree  of 
authoritative  acceptance,  whether  in  his  own  field  of  special  interest  or  another. 

The  items  of  progress  listed  belotv  were  selected  by  the  Advisory  Panel  to  the 
Section  on  Allergy  of  the  California  Medical  Association  and  the  summaries 
were  prepared  under  its  direction.  . 


Reprint  requests  to:  Division  of  Scientific  and  Educational  Activities,  693  Sutter  Street,  San  Francisco,  Ca.  94102 


The  House  Dust  Mite 

House  dust  allergy,  long  considered  the  most 
prevalent  form  of  respiratory  tract  allergy,  has 
gained  new  interest  through  the  discovery  that 
skin  tests  with  an  extract  of  a common  household 
mite  of  the  genus  Dermatophagoides  show  close 
correlation  with  tests  to  commercial  house  dust 
extracts.  The  dust  samples  from  which  the  ex- 
tracts are  made  show  large  numbers  of  mites  on 
microscopic  examination  in  the  majority  of  cases. 
Inhalation  tests  with  mite  extracts  and  house  dust 
extracts  also  suggest  that  a major  component, 
possibly  the  major  component,  in  house  dust  al- 
lergy is  derived  from  mites. 

Such  observations,  originally  made  in  Holland, 
have  been  confirmed  by  many  reports  from  Great 
Britain,  Japan,  the  United  States  and  elsewhere. 


The  mite  is  regularly  found  in  kapok  and  cotton 
linters  in  upholstered  furnishings  such  as  mat- 
tresses and  box  springs  and  is  cultivated  best  in 
media  containing  human  skin  scales. 

While  not  yet  easily  available  for  skin  testing, 
the  likelihood  is  that  mite  extract  will  soon  be 
found  routinely  on  allergists’  testing  trays.  Its 
place  in  the  treatment  of  house  dust-sensitive  pa- 
tients is  yet  to  be  determined. 

William  C.  Deamer,  M.D. 
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Recent  Laboratory  Evidence  of  Benefits 
From  Injection  Therapy  for  Pollinosis 

While  injection  therapy  for  pollinosis  is  wide- 
spread, scientific  proof  of  efficacy  has  been  difficult 
to  obtain  in  purely  clinical  studies  because  of  the 
subjective  nature  of  symptom  reporting  and  the 
known  beneficial  effects  of  placebo  therapy.  Re- 
cent refinement  of  the  technique  of  in  vitro  hista- 
mine release  from  peripheral  blood  leukocytes  of 
allergic  persons  on  exposure  to  specific  allergens 
provides  a means  to  quantitate  and  manipulate  a 
process  believed  to  be  one  necessary  step  in  the 
development  of  allergic  symptoms  in  vivo. 

Grass  extract,  whole  ragweed  extract,  and  the 
antigen  E fraction  of  ragweed  extract  have  been 
studied.  Following  immunotherapy  of  several 
months’  duration  there  is  significant  decrease  in 
the  percent  of  total  histamine  released  by  leuko- 
cytes on  exposure  to  the  corresponding  allergen. 
This  leukocyte  unresponsiveness  parallels  a fall 
in  reaginic  antibody  titer  and  a rise  in  blocking 
antibody  levels,  and  closely  correlates  with  clin- 
ical improvement.  The  profound  fall  in  leuko- 
cyte responsiveness  cannot  be  explained  solely 
by  the  relatively  lesser  drop  in  reagin  titer;  the 
concomitant  rise  in  serum  IgE  blocking  antibody 
titer  seems  to  be  crucial  to  clinical  improvement. 

V.  Marinkovich,  M.D 
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Tlie  U se  of  Disodium  Cromoglycate 
In  the  Treatment  of  Asthma 

“INTAL®,”  disodium  cromoglycate  (dsc),  a 
product  of  Fison’s  Pharmaceuticals  of  England, 
has  been  on  the  market  for  three  years  in  Eng- 
land, Australia  and  other  countries.  It  is  still 
under  investigation  in  the  United  States. 

This  drug,  an  odorless  white  powder,  is  used 
in  the  prevention  of  asthma  attacks  by  a mechan- 


ism not  available  in  other  forms  of  medication — 
it  is  not  a bronchodilator,  an  anti-infiammatory 
agent,  steroid,  or  antihistamine,  but  prevents  the 
release  of  histamine  from  mast  cells. 

Twenty  milligrams  of  the  drug  is  given  by  pow- 
er inhalation  in  a special  “spinhaler”  four  times 
a day.  Most  clinical  trials  have  reported  unequiv- 
ocal subjective  benefit  in  one-third  to  one-half 
of  patients  v/ith  extrinsic  asthma.  Many  patients 
have  been  able  to  decrease  their  regular  doses 
of  bronchodilators,  steroids  and  sympathomimetic 
inhalors.  There  have  been  no  reported  serious  side 
effects. 

Exercise-induced  asthma  and  inhalation-chal- 
lenge asthma  can  also  be  successfully  blocked  by 
previous  treatment  with  dsc. 

The  drug  is  not  effective  for  treating  the  acute 
attack  of  asthma. 

James  R.  Crisp,  M.D. 
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Immunoglobulin  E in  Allergic  Disease 

Reaginic  antibodies  responsible  for  immediate 
type  hypersensitivity  reactions  including  classical 
allergic  symptoms  have  been  assigned  to  a new 
class  of  immunoglobulin  designated  IgE  or  yE. 
Present  in  everyone  from  shortly  after  birth,  the 
serum  concentrations  of  IgE  slowly  increase 
throughout  life.  Normal  adult  sera  have  a mean 
level  of  0.3  micrograms  per  ml  with  a range  of 
0.1  to  1.4. 

Atopic  persons  have  a tendency  to  higher  lev- 
els when  compared  with  age-matched  controls, 
but  there  is  considerable  overlap.  Serum  concen- 
trations have  been  shown  to  be  elevated  in  a va- 
riety of  conditions  without  concomitant  allergic 
symptoms.  These  include  visceral  larva  migrans 
syndrome,  ascaris  infestation  and,  in  lower  fre- 
quency, celiac  disease  and  Laennec’s  ciiThosis. 

Allergic  symptoms  are  most  likely  due  to  the 
synthesis  of  IgE  antibodies  specific  for  prevalent 
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allergens,  rather  than  to  a heightened  capacity  for 
IgE  synthesis.  The  conditions  which  lead  to  spe- 
cific IgE  antibody  synthesis  remain  obscure,  but 
definition  of  the  IgE  class  of  immunoglobulin 
promises  to  aid  research  on  this  question. 

V.  Marin KoviCH,  M.D. 
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The  Use  of  Immune  Serum 
Globulin  (Gamma  Globulin) 

Immune  serum  globulin  or  pooled  human  gam- 
ma globulin  (Cohn  Fraction  II)  is  of  proved  value 
in  the  prophylaxis  of  measles  and  infectious  hepa- 
titis and  in  the  therapy  and  prophylaxis  of  in- 
fections in  hypogammaglobulinemia.  A dose  of 
0.02  ml  per  kg  of  body  weight  is  usually  sufficient 
for  the  prophylaxis  of  measles  or  infectious  hepa- 
titis. 

Although  the  administration  of  immune  serum 
globulin  is  of  proved  value  in  well-documented 
hypogammaglobulinemias,  before  recommending 
its  use  in  borderline  or  mild  hypogammaglobu- 
linemia, a deficiency  in  antibody  production  should 
be  clearly  demonstrated.  This  can  most  readily 
be  done  by  showing  a lack  of  antibody  response 
to  two  different  antigens  such  as  diphtheria  and 
tetanus  toxoids.  Defective  antibody  production 
should  also  be  demonstrated  before  immune  serum 
globulin  is  given  to  patients  with  dysgamma- 
globulinemias  unless  very  low  levels  of  yG  are 
present  (less  than  200  mg  per  100  ml  in  young 
children  or  under  400  mg  per  100  ml  in  older 
children  and  adults).  The  recommended  dose 
for  therapy  and  prophylaxis  of  antibody  deficiency 
states  is  1.5  ml  per  kg  initially,  followed  by  0.66 
ml  per  kg  every  3 to  4 weeks. 

Immune  serum  globulin  may  also  be  given  (al- 
though its  value  has  not  clearly  been  shown)  in 
an  effort  to  prevent  rubella  in  the  first  trimester 
of  pregnancy,  in  the  prevention  of  chicken  pox 
in  high  risk  patients  such  as  children  who  are 
receiving  steroid  therapy  or  who  have  leukemia, 
and  in  the  prophylaxis  of  serum  hepatitis  in  high 
risk  patients  receiving  blood  transfusions.  Pa- 
tients at  high  risk  for  serum  hepatitis  include  those 
with  debilitating  or  chronic  illnesses  or  anyone 


who  receives  blood  or  blood  products  strongly 
suspected  or  known  to  be  infectious. 

Hyperimmune  serum  globulins  obtained  from 
hyperimmunized  or  convalescing  persons  may  be 
of  use  for  specific  diseases  in  which  ordinary 
immune  serum  globulin  is  of  doubtful  value.  They 
are  available  for  mumps,  pertussis,  tetanus,  and 
vaccinia.  No  prophylaxis  is  indicated  for  pre- 
pubertal children  exposed  to  mumps,  but  mumps 
immune  globulin  may  be  used  in  exposed  suscept- 
ible postpubertal  males.  Its  value  has  not  been 
well  documented  by  controlled  studies.  The 
prompt  administration  of  live  attenuated  mumps 
virus  vaccine  following  exposure  is  preferable  to 
giving  mumps  immune  globulin. 

Pertussis  immune  serum  globulin  may  be  used 
in  doses  of  1.5  ml  in  exposed  infants  under  two 
years  of  age  who  have  not  been  vaccinated.  It 
may  be  repeated  in  five  days  if  desired  by  the 
clinician. 

Tetanus  immune  globulin  should  be  used  for 
unimmunized  individuals  with  crushing  injuries, 
burns,  penetrating  wounds  and  the  like,  in  those 
who  have  had  no  tetanus  toxoid  injections  for 
many  years.  Human  tetanus  immune  globulin  is 
given  in  a dose  of  250  to  500  units  intramuscular- 
ly. If  human  antitoxin  is  not  available,  equine 
tetanus  antitoxin  in  a dose  of  3,000  to  10,000 
units  may  be  given  after  testing  for  horse  serum 
sensitivity.  Human  immune  globulin  is  preferable 
in  all  instances  in  which  it  is  obtainable. 

Vaccinia  immune  globulin  is  useful  in  the  pro- 
phylaxis and  treatment  of  vaccinia  of  the  eye, 
eczema  vaccinatum,  severe  generalized  vaccinia, 
or  vaccinia  necrosum.  It  may  also  be  used  in 
children  who  have  extensive  skin  lesions  including 
eczema,  burns  or  impetigo  and  are  accidentally 
exposed  to  vaccinia.  Vaccinia  immune  globulin 
is  not  of  value  in  the  therapy  of  normal  vaccination 
reactions  and  post  vaccinal  encephalitis,  or  for 
treatment  of  conditions  such  as  chicken  pox  and 
herpes  zoster.  The  prophylactic  dose  is  0.3  ml  per 
kg  of  body  weight. 

There  is  no  acceptable  evidence  that  immune 
serum  globulin  is  of  value  in  the  therapy  of  asthma 
or  of  recurrent  infections  not  associated  with  docu- 
mented hypogammaglobulinemia  or  a proved  dis- 
order in  antibody  production. 

Douglas  C.  Heiner,  M.D. 
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Inuuunoglobulm  IgA 

Serum  IgA  is  absent  at  birth  but  appears  at 
about  four  weeks  of  age  and  by  the  age  of  12 
months  is  near  the  adult  level.  The  serum  values 
in  children  range  from  49  to  114  mg  per  100  ml. 
Serum  IgA  has  a molecular  weight  of  165,000  and 
had  a 7S  sedimentation  coefiBcient.  Secretory  IgA 
is  similar  to  serum  IgA.  It  is  present  in  secretions 
in  pairs  linked  to  a “secretory  piece.”  This  com- 
bination is  thought  to  be  made  locally  in  mucous 
membranes.  “Secretory  piece”  is  a G-globulin 
with  a molecular  weight  of  50,000.  Theories  sug- 
gest that  local  antibodies,  especially  IgA,  are 
important  in  the  resistance  to  respiratory  tract 
infections  and  play  an  important  role  in  gastro- 
intestinal and  genitourinary  tracts.  Serum  IgA 
is  present  in  parotid,  bronchial,  small  intestinal, 
prostatic  and  vaginal  secretions  as  well  as  in 
colostrum,  amniotic  and  lachrymal  fluids. 

M.  Millman,  M.D. 
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New  Information  on  Allergic  Rhinitis 

Important  information  on  the  mechanism  pro- 
ducing allergic  nasal  symptoms  has  emerged  from 
studies  made  possible  by  the  development  of  an 
instrument  for  measuring  the  effective  nasal  air- 
way. These  measurements  have  been  obtained  in 
conjunction  with  a method  permitting  control  of 
the  rate  and  amount  of  pollen  administered  intra- 
nasally.  Objective  responses  have  been  measured 
quantitatively,  under  controlled  conditions,  before, 
during  and  after  therapy. 

The  parameters  of  the  nonspecific  primary  ef- 
fect have  been  defined.  An  increase  in  reactivity 
of  the  nasal  mucus  membrane  following  repeated 
exposure  to  pollen  is  only  slowly  reversible  over 
a period  of  days  to  weeks.  By  administering  pollen 
to  one  nostril,  this  was  shown  to  be  a local  effect 
rather  than  systemic.  This  resulted  in  unilateral 
priming  and  allergic  rhinitis  in  the  challenged 
nostril  only. 


Priming  has  been  shown  to  be  nonspecific  in 
that  hyperreactivity  induced  by  one  pollen  (to 
which  the  patient  is  sensitive)  results  in  a pro- 
nounced increase  in  sensitivity  to  a low  dosage  of 
another,  unrelated  pollen.  This  finding  reempha- 
sizes the  importance  of  considering  “the  total 
allergic  load”  when  evaluating  allergic  reactions. 

Recently  attempts  to  suppress  the  nasal  mem- 
brane’s allergic  reaction  to  pollen  by  a nasal  spray 
containing  blocking  antibody  has  had  some  suc- 
cess. Thus,  it  may  be  possible  to  treat  patients 
with  allergic  rhinitis  by  first  stimulating  blocking 
antibody  synthesis  by  conventional  injection  of 
antigen  and  then  using  the  serum  as  a source  of 
blocking  antibody  for  use  in  nasal  sprays. 

James  P.  Kemp,  M.D. 

Robert  N.  Hamburger,  M.D. 
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Hypersensitivity  to  Organic  Dusts 

An  increasing  number  of  organic  dusts  have 
been  shown  to  produce  allergic  lung  diseases 
similar  to  farmer’s  lung.  Persons  exposed  develop 
precipitins  which  react  specifically  with  antigens 
in  the  dust.  Inhalation  of  the  dust  apparently  in- 
cites an  arthus  reaction  in  the  lung.  Alveolitis  and 
pulmonar}'  fibrosis  follow.  About  half  the  pa- 
tients have  repeated  bouts  of  fever  and  pneu- 
monitis. The  remainder  have  a slowly  progressive 
course,  with  cough,  weight  loss  and  pulmonary 
infiltration.  Coexisting  reaginic  (IgE-mediated) 
allergy,  as  revealed  by  immediate  wheal  and 
and  erythema  skin  tests,  may  modify  the  symptom 
pattern  to  one  of  asthma  plus  pulmonary  infiltra- 
tion. 

A partial  list  of  these  diseases  and  the  dusts 
which  cause  them:  Farmer’s  lung — moldy  over- 
heated hay;  bagassosis — moldy  sugarcane  bagasse; 
maple  bark,  sequoia  bark,  oak  bark  pneumonitis 
— moldy  bark;  bird  breeder’s  lung — pigeon  and 
budgerigar  droppings.  New  diseases  of  this  type 
are  being  found.  The  newest  is  washing  powder 
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worker's  lung — due  to  the  enzymes  from  B.  sub- 
tilis  in  washing  powders. 

Diagnosis  is  made  by  history,  the  presence  of 
precipitins  in  the  serum  and  a delayed,  arthus-like 
reaction  on  skin  testing.  Treatment  with  adrenal 
corticosteroids  seems  to  help,  but  avoidance  of 
the  offending  dust  is  the  most  effective  therapy. 

Gildon  N.  Beall,  M.D. 
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The  Beta-Adrenergic  Blockade 
Hypothesis  of  Asthma 

Beta-adrenergic  stimulators,  such  as  epinephrine 
and  isoproterenol,  relax  bronchial  smooth  muscle, 
decrease  glandular  secretion,  constrict  blood  ves- 
sels and  also  alleviate  asthma.  Beta-adrenergic 
blockers,  such  as  propranolol  (Indreal®),  have 
the  opposite  effects.  These  observations  have  led 
to  the  theory  that  the  basic  defect  in  asthma  is 
a partial  /^-adrenergic  blockade.  The  causes  of 
this  postulated  blockade  might  include  hereditary 
influences  and  infections.  Although  as  yet  un- 
proven, this  theory  has  stimulated  much  new 
thought  and  experimental  work  on  asthma.  The 
theory  would  explain  the  diminishing  therapeutic 
effectiveness  of  beta  stimulators  in  patients  with 
long-standing  asthma  and  the  subnormal  cardio- 
vascular and  metabolic  responses  of  asthmatic 
patients  to  /^-adrenergic  stimulators.  On  the  other 
hand,  normal  subjects  given  propranolol  do  not 
develop  the  bronchial  sensitivity  so  characteristic 
of  asthma,  and  exercise-induced  asthma  seems  to 
occur  via  mechanisms  other  than  /^-adrenergic 
blockade.  Additionally,  new  information  suggests 
that  decreased  ^-adrenergic  (epinephrine)  secre- 
tion by  asthmatics  during  stress  may  be  related 
to  their  bronchial  hyperreactivity. 

Gildon  N.  Beall,  M.D. 
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Hereditary  Angio-Edema 

Urticaria  and  angio-edema  are  common  com- 
plaints. Foods,  inhalants,  insect  stings,  intestinal 
parasites  and  medications  are  frequent  causes. 
There  are  other  factors,  some  simple  and  some 
complex,  such  as:  solar,  thermal,  pressure,  infec- 
tions and  neoplasms. 

Thompson  gave  an  excellent  review  of  these 
mechanisms  which  produce  lesions  by  release  of 
histamine. 

Donaldson  and  Evans  showed  that  patients  with 
hereditary  angio-edema  are  lacking  alpha  globulin 
which  inhibits  the  esterase  activity  of  complement. 

Patients  with  hereditary  urticaria  and  angio- 
edema  need  a confirmed  laboratory  diagnosis,  as 
surveys  show  a 28  percent  death  rate  from  laryn- 
geal edema.  Antihistamines  and  steroids  reduce 
attacks,  but  an  adequate  airway  with  epinephrine 
or  isoproterenol  are  necessary  in  life-threatening 
attacks. 

John  S.  O’Toole,  M.D. 
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Newer  Trends  in 
Corticosteroid  Therapy 

A dosage  schedule  for  corticosteroids  involving 
the  administration  of  the  total  24-hour  dosage  in  a 
single  dose  every  other  day  rather  than  in  divided 
doses  during  this  same  period  has  been  fairly  well 
accepted.  Evidence  of  satisfactory  efficacy  and  of 
substantially  reduced  side  effects  with  long-term 
alternate-day  therapy  has  been  well  documented. 

It  has  been  recommended  that  any  patient  re- 
quiring prolonged  corticosteroid  administration  be 
given  a trial  of  alternate-day  therapy  before  being 
committed  to  a long  term  daily  corticosteroid  re- 
gime. Patients  who  require  daily  therapy  at  the 
onset  to  control  symptoms  should  have  regular  at- 
tempts made  to  switch  to  an  alternate-day  regime. 
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Evidence  has  been  reported  that  acth  does  not 
hasten  the  recovery  of  the  normal  pituitary-adre- 
nal function  in  patients  who  experienced  prolonged 
steroid-induced  pituitary-adrenal  suppression. 

Prolonged  acth  therapy  has  been  shown  to 
produce  antibodies  to  acth  that  cross-react  with 
endogenous  acth,  binding  it  in  the  circulation  in 
inactive  form. 

Leo  N.  Meleyco,  M.D. 
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The  Management  of  Respiratory  Failure 
In  Childhood  Status  Asthinatieus 

In  the  management  of  30  episodes,  the  criteria 
for  respiratory  failure  consisted  of  the  following 
clinical  signs : decreased  or  absent  inspiratory 
breath  sounds,  severe  inspiratory  retractions  and 
use  of  accessory  muscles,  cyanosis  in  40  percent 
oxygen,  depressed  level  of  consciousness  and  poor 
skeletal  muscle  tone. 

The  technique  evolved  included  tracheal  intuba- 
tion followed  by  general  anesthesia  and  manual 
ventilation,  meehanieally  assisted  ventilation  with 
a pressure-flow  cycled  ventilator  under  heavy 
sedation,  neuromuscular  blockade  with  d-tubo- 
curarine  and  light  sedation  and  controlled  ventila- 
tion with  the  Emerson  volume  regulated  respirator. 

Blood  gases  were  determined  frequently.  There 
were  18  eomplieations,  including  one  death.  The 
investigators  reported  an  experienced,  constantly 
available  team  is  necessary. 

Nadia  Sorokowski,  M.D. 
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Hypoxia  in  Asthmatic  Attacks 

The  dehydrated  adrenalin-fast  patient  is  acutely 
ill  and  needs  intensive  care  management.  All  such 
patients  have  hypoxia,  and  arterial  blood  gas 
measurements  are  essential  in  control  to  prevent 
respiratory  failure. 

A pCOj  of  60  or  above  is  an  indication  of  the 
need  for  assisted  ventilation  by  means  of  a Bennett, 
Bird  or  Emerson  machine  with  the  use  of  either 
a laryngeal  catheter  or  tracheotomy.  A pOs  below 
50  increases  danger  of  cardiae  arrest.  Oxygen 
can  be  given  at  a low  flow  rate  as  frequent  pCO, 
determinations  are  done. 

Steroids  in  large  doses  and  antibiotics  are  also 
essential  to  proper  management. 

John  S.  O’Toole,  M.D. 
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Aspirin  Sensitivity 

Untoward  reactions  to  aspirin  take  two  forms; 

(a)  appearance  of  the  expected  symptoms  of 
over-dosage  from  normally  tolerated  amounts,  and 

(b)  the  more  serious  allergic  or  anaphylactic  type 
of  sensitivity.  In  children,  sensitivity  usually  ap- 
pears in  the  form  of  urtiearia,  angio-edema  or  a 
macular  eruption,  occasionally  with  purpura.  Sen- 
sitivity in  adults  tends  to  appear  in  middle  life — 
in  my  experienee,  most  often  in  women  between 
35  and  45  years  of  age.  The  typical  patient  has 
suffered  from  a vasomotor  rhinitis  leading  to  nasal 
polyposis.  Only  10  percent  show  evidence  of 
atopy,  or  familial  allergy.  An  “intrinsic”  (non- 
allergic)  asthma  may  precede  or  coincide  with  the 
onset  of  aspirin  sensitivity.  The  asthma  usually 
follows  a respiratory  infection,  but  may  appear 
suddenly  after  nasal  operations.  Once  aspirin 
sensitivity  is  established,  even  minute  amounts  of 
aspirin  can  produce  alarming  or  even  fatal 
bronehospasm. 

The  sensitivity  is  highly  specific:  among  the 
salicylates  only  acetyl  salicylic  acid  provokes  the 
reaction.  However,  cross  reactions  regularly  oceur 
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with  indomethacin,  aminopyrine  and  antipyrine; 
to  a lesser  extent  with  FD+C  Yellow  No.  5 food 
coloring. 

Acetyl  salicylic  acid  appears  not  to  be  an  anti- 
gen or  antigenic  determinant  in  the  usual  sense, 
and  no  specific  antibody  has  ever  been  found. 
Samter  and  Beers  postulated  that  in  these  patients 
aspirin  potentiates  rather  than  inhibits  the  activity 
of  the  kinin  receptors  in  skin,  nasal  membranes 
and  bronchioles. 

The  asthma  that  accompanies  aspirin  sensitivity 
is  usually  difficult  to  control,  and  can  lead  more 
or  less  rapidly  to  decided  pulmonary  insufficiency. 
The  nasal  polyps  recur  regularly  after  removal. 
Generally  the  best  method  of  handling  the  aspirin 
sensitivity-asthma-nasal  polyposis  triad  consists  of 
prompt  and  vigorous  treatment  of  respiratory  in- 
fections with  broad  spectrum  antibiotics,  systemat- 
ic use  of  oral  bronchodilators  and,  from  time  to 
time,  vasoconstrictor-antihistamine  combinations 
by  mouth.  Small  amounts  of  prednisone  or  pred- 
nisolone given  daily  or  intermittently  can  be  re- 
markably effective  for  long  periods. 

In  patients  with  demonstrable  atopic  allergy, 
careful  immunotherapy  can  reduce  the  frequency 
and  severity  of  the  asthma,  and  retard  (if  not  pre- 
vent) regrowth  of  nasal  polyps. 

Walter  R.  MacLaren,  M.D. 
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Pathology  of  Bronchial  Obstruction 
In  Asthma 

Bronchial  asthma  is  a chronic  disease  charac- 
terized by  paroxysmal  bronchial  obstruction  and 
ventilatory  insufficiency.  Bronchi  and  bronchioles 
are  the  seat  of  the  essential  pathological  changes. 
There  is  mucosal  edema,  hypersecretion  of  a thick 
tenacious  mucus  and  smooth  muscle  contractions. 
Extrinsic  asthma  occurs  in  individuals  who  have 
been  sensitized  followed  by  a reexposure  of  the 
specific  antigen.  An  antigen-antibody  reaction 
occurs  in  a lung  followed  by  release  of  histamine, 
slow-reacting  substance  of  anaphylaxis,  brady- 
kinin,  and  other  substances  which  are  pharmaco- 
logically active.  The  action  of  these  substances 
on  mucous  glands,  smooth  muscle  and  blood 


vessels  presumably  produces  the  asthma.  The  ob- 
struction to  airflow  caused  by  mucosal  edema, 
mucus  hypersecretion  and  smooth  muscle  spasm 
results  in  a decided  narrowing  of  the  bronchial 
tree. 

In  the  severe  forms  the  obstruction  causes  hy- 
poxemia, hypercapnia,  cor  pulmonale  and  finally 
death  from  widespread  obstruction  of  the  airways 
by  inspissated  mucus.  The  mucus  is  thick  and 
stringy,  causes  coughing  and  contributes  to  the 
wheezing  and  the  shortness  of  breath.  As  time 
goes  on  the  smooth  muscle  becomes  thickened, 
the  mucous  glands  become  prominent,  and  dis- 
tended mucus-engorged  goblet  cells  are  common 
in  the  bronchiolar  wall.  There  is  thickening  of  the 
basement  membrane.  At  autopsy  a cellular  infil- 
tration is  found  that  consists  mainly  of  eonsin- 
ophils  and  frequently  plasma  cells.  Additional 
pulmonary  lesions  which  are  due  to  complications 
from  the  above  are  chronic  bronchitis,  atelectasis 
and  peribronchial  and  pulmonary  fibrosis. 

M.  Millman,  M.D. 
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Life-Threatening  Asthma 

Errors  which  may  contribute  to  respiratory 
failure  in  the  treatment  of  life-threatening  asthma 
are  improper  use  of  sedation  or  oxygen,  or  inade- 
quate steroid  administration. 

Decreasing  wheezing  by  auscultation  despite 
increasing  dispnea  is  an  ominous  sign  of  impend- 
ing respiratory  failure.  Therapy  should  include 
antiasthmatic  medication,  antibiotics  and  proper 
use  of  oxygen  and  steroids.  The  decision  as  to 
when  to  start  assisted  ventilation  can  be  made  on 
the  basis  of  blood  gas  values  and  clinical  judg- 
ment. If  the  pCOi  is  rising  while  the  pOo  and  pH 
are  falling  despite  active  treatment,  assisted  venti- 
lation may  be  needed.  Three  patients  were  venti- 
lated by  use  of  intermittent  positive  pressure 
breathing  and  five  required  a volume  respirator. 

Nadia  Sorokowski,  M.D. 
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The  Allergic  Tension-Fatigue  Syndrome 

Allergic  (toxemia)  tension-fatigue  syndrome 
occurs  commonly  and  is  frequently  unrecognized. 
It  occurs  in  both  children  and  adults,  is  usually 
due  to  food  allergy,  most  commonly  to  milk, 
chocolate,  wheat  or  corn,  is  more  manifest  in 
winter  and  may  subside  in  summer  for  reasons 
that  are  obscure.  Inhalant  allergy  is  a less  frequent 
cause,  usually  suspected  because  of  seasonal  co- 
incidence. 

Symptoms  include  easy  fatigability,  respiratory 
tract  allergy,  gastrointestinal  disorders,  headache, 
tenseness,  irritability,  pallor,  muscoloskeletal  ach- 
ing and  decreased  cerebration,  but  any  organ 


system  may  be  involved.  One  or  more  of  these 
manifestations  may  be  present. 

A detailed  history  and  elimination  diet  trial  for 
a period  of  three  to  six  weeks  are  required  for 
diagnosis.  Skin  tests  are  seldom  helpful.  Allergy 
must  be  considered  in  a patient  presenting  these 
symptoms. 

E.  James  Young,  M.D. 
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Relevance  in  Medical  Education 


Some  Thoughts  from  a Forum 


Malcolm  S.  M.  Watts,  M.D.,  San  Francisco 


For  the  past  several  months  the  editors  of  California  Medicine  have  conducted  a forum 
in  this  journal  on  "Relevance  for  Today  and  Tomorrow  in  Medical  Education.”  The  partici- 
pants were  from  widely  different  backgrounds  and  represented  many  points  of  view.  This 
statement  is  a distillate  from  published  and  unpublished  material  contributed  to  the  forum. 
If  it  proves  useful  to  any  who  may  be  concerned  with  new  developments  in  medical  education 
it  will  have  served  its  purpose. 


Medical  education  is  embarked  upon  a process 
of  fundamental  change.  The  traditional  approach, 
hardly  questioned  for  decades,  is  now  being  seri- 
ously challenged.  The  pressures  are  not  so  much 
from  medical  school  faculties,  who  have  been 
rearranging  and  adding  to  the  curriculum  for 
years,  as  they  are  from  forces  outside  the  faculties. 
The  truly  significant  pressures  for  change  have 
come  from  students,  from  practicing  physicians 
who  have  pleaded  for  less  emphasis  on  research 
and  more  on  community  medicine  and  family 
practice,  from  government  which  grants  or  with- 
holds funds  according  to  its  often  bureaucratic 
interpretation  of  the  public  interest,  and  most  re- 
cently from  the  public  itself  which  clearly  con- 
siders that  health  care  in  this  nation  is  unsatis- 
factory for  1970,  let  alone  for  1980,  1990  or  the 
year  2000.  These  pressures  have  brought  about 
vigorous  ferment  in  medical  education.  It  is 
certain  that  there  will  be  new  directions,  even  an 
exciting  new  order,  but  it  is  not  certain  just  what 
these  will  be.  This  distillate  from  the  forum  that 
has  been  presented  in  these  pages  seeks  to  probe 
what  these  may  be. 


Repriat  requests  to:  California  Medicine,  693  Sutter  Street,  San 
Francisco,  Ca.  94102. 


Relevance 

The  word  relevance  was  deliberately  chosen  as 
the  key  word  in  the  title  for  a forum  on  medical 
education,  and  the  editors  believe  that  it  was  a 
happy  choice.  For  one  thing  it  is  currently  an  “in” 
term,  one  likely  to  attract  interest  and  attention, 
and  this  proved  to  be  the  case.  But  more  impor- 
tantly it  caused  the  forum  participants  to  reveal 
a broad  spectrum  of  views  with  respect  to  the  pur- 
poses of  medical  education. 

A review  of  the  comments  indicates  that  the 
art  and  science  of  caring  for  the  sick  were  central 
to  medical  education  and  it  was  generally  (though 
often  tacitly)  recognized  that  medicine  in  the 
future  must  rest  firmly  on  the  base  of  biologic 
science  as  this  has  been  and  continues  to  be 
developed.  But  for  almost  all,  relevance  in  medi- 
cal education  has  come  to  mean  much  more  than 
this.  Many  equated  relevance  with  words  such  as 
useful,  practical,  action,  and  even  reform.  Rel- 
evance was  also  equated,  by  one  contributor,  with 
a “learning  process  which  should  lead  to  a com- 
plete understanding  of  life  and  living,”  and  in  an- 
other’s view  with  achieving  a knowledge  of  the 
processes  of  disease.  Still  others  identified  rel- 
evance in  medical  education  strongly  with  new 
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technology  for  health  care  delivery,  the  right  of 
every  citizen  to  have  access  to  high  quality  ser- 
vices, disease  prevention,  promotion  of  a healthier 
environment  and  a healthier  society,  and  one 
cogently  pointed  out  the  important  relevance  of 
sources  of  income  to  what  goes  on  in  medical 
schools  and  in  medical  education.  Student  views 
were  summarized  by  one  experienced  educator 
to  say  “give  us  practical  training,”  “help  us  ac- 
quire knowledge,  skills  and  attitudes  that  will 
enable  us  to  serve  all  the  health  needs  of  society 
more  completely  and  more  humanely  than  we 
see  our  elders  doing,”  “let  us  be  more  involved  in 
our  own  education — allow  us  to  help  decide  what 
we  need  to  learn  and  especially  how  we  go  about 
it.”  “give  us  opportunity  to  prove  for  ourselves 
that  the  science  you  want  us  to  learn  is  relevant.” 
Another  interprets  student  demands  for  relevance 
to  mean  less  basic  science,  earlier  clinical  medi- 
cine, more  preventive  medicine,  more  mass  med- 
icine, an  increased  voice  in  administration  and  a 
demand  for  instant  investment  of  resources  in  a 
frontal  attack  on  problems  of  black  and  poor. 
Other  contributors  drew  attention  to  the  need  to 
learn  how  to  avoid  obsolescence  of  one's  medical 
education  with  changing  science  and  changing  so- 
ciety, and  they  pointed  also  to  the  very  practical 
relevance  of  health  education  and  health  problems 
in  other  parts  of  the  world  as  they  might  influence 
what  is  being  done  or  could  be  done  in  medical 
education  in  this  nation. 

It  is  suggested  that  the  message  which  comes 
through  from  the  above  is  ( 1 ) that  medical  edu- 
cation is  now  becoming  an  entirely  new  endeavor; 
(2)  that  the  role  of  the  professional,  particularly 
the  medical  professional,  needs  new  definition  in 
modem  society;  and  (3)  perhaps  most  impor- 
tantly, that  there  is  no  clear  consensus  or  agree- 
ment as  to  what  today’s  and  tomorrow’s  physician 
will  be  or  should  be  doing.  Lacking  such  a con- 
sensus or  agreement,  then,  there  can  be  no  precise 
determination  of  purpose  or  relevance  in  medical 
education. 

A New  Ball  Game 

When  the  comments  of  the  forum  participants 
are  considered  in  their  totality,  it  is  evident  that 
medical  education  should  now  be  somewhat  re- 
designed to  prepare  students  to  play  in  a new  and 
considerably  different  ball  game.  For  example, 
the  aim  of  the  game  is  no  longer  simply  to  restore 
health  to  an  ill  person.  This  remains  an  important 


and  central  purpose  but  others  have  been  added. 
In  fact  a kind  of  continuum  of  concern  is  becom- 
ing apparent,  which  can  be  seen  to  run  the  gamut 
from  restoring  health  to  the  sick  and  injured,  to 
heavy  emphasis  on  prevention  of  illness  and  health 
maintenance,  to  maintaining  a healthy  state  in  the 
biologic  ecosystem  which  is  profoundly  influenced 
by  the  behavior  and  acts  of  man;  and  before  long 
one  may  expect  the  present  interest  in  human 
genetics  and  population  control  to  expand  into  a 
public  concern  with  the  health  and  improvement 
of  the  human  species  itself. 

Besides  these  new  aims  for  the  game,  the  health 
care  ball  park  will  be  different.  Again  a new 
continuum  may  be  seen  developing.  The  former 
concern  only  with  sick,  injured  and  disturbed  pa- 
tients, has  already  expanded  to  include  persons 
not  ill,  and  is  rapidly  moving  into  the  field  of 
health  care  delivery  and  community  health.  More 
recently,  and  with  almost  explosive  suddenness, 
the  importance  of  human  ecology  has  just  begun 
to  burst  upon  the  human  consciousness.  The  full 
implications  of  human  nature  and  human  behavior, 
in  health  and  disease,  to  the  well-being  of  human 
society  and  the  earth  environment  are  yet  to  be 
appreciated  or  even  studied. 

And  this  new  ball  game  has  some  new  rules 
which  will  have  to  be  learned.  Fundamentally 
there  is  no  longer  enough  of  everything  for  every- 
body and  it  is  unlikely  that  there  ever  can  be  from 
now  on,  at  least  for  the  foreseeable  future.  Re- 
sources of  land,  sea,  air,  money,  doctors,  health 
personnel  and  facilities  have  already  fallen  short 
of  demands  and  expectations  and  it  is  unlikely 
they  will  ever  catch  up.  If  the  new  aims  in  health 
care  are  to  be  achieved,  there  will  need  to  be  new 
concepts  for  such  things  as  rights,  needs,  eligibility, 
access,  quality,  efficiency  and  effectiveness,  and 
new  rules  will  have  to  be  developed  for  this 
new  ball  game. 

A Professional’s  Responsibility 

One  thoughtful  contributor  quoted  Maxwell* 
who,  in  discussing  students’  views  of  relevance, 
stated,  “There  is  no  objective  relevance — the  rel- 
evance of  a topic,  course,  curriculum  or  the  entire 
educational  experience  (in  their  view)  can  only 
be  judged  by  the  individual  in  terms  of  his  view 
of  society,  his  goals,  his  expectations.”  Another 
participant  stated,  “The  scope  and  responsibility 


•Maxwell  VCT):  Some  dimensions  of  relevance.  Bull  Amer  Assoc 
Univ  Professors,  55:337-341,  1969 
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of  medicine  as  defined  jointly  with  society  are 
the  basis  for  judging  the  relevance  of  medical  edu- 
cation.” These  two  statements  seem  to  raise  im- 
portant issues  with  respect  to  the  responsibility  of 
a professional  in  society.  Is  this  responsibility 
primarily  to  himself,  to  his  profession  or  to  society 
— or  how  much  to  each  of  these?  These  questions 
are  relevant  to  medical  education. 

The  responsibility  of  medicine  as  a profession 
was  clearly  a strong  undercurrent  of  the  forum. 
Currently  there  is  much  to  suggest  that  the  prin- 
cipal professions — law,  medicine,  education  and 
even  the  clergy — have  been  too  much  turned  in 
upon  themselves  and  too  little  concerned  with 
problems  of  society  or  with  applying  their  special 
knowledge  and  expertise  in  guiding  the  efforts  of 
society  to  solve  problems  of  an  increasingly  tech- 
nologic and  interdependent  nature.  Each  of  the 
professions  mentioned  can  be  challenged  and 
faulted  on  this  score.  Whatever  the  cause,  until 
very  recently  these  professionals  gave  their  social 
responsibilities  short  shrift  indeed.  For  medical 
education  the  cumulative  effect  of  25  years  of 
generous  government  funding  for  research  and 
closer  association  with  university  settings  is  not 
to  be  discounted.  There  is  little  doubt  that  during 
this  time  medical  education  has  become  more 
academic  and  less  professional  in  character.  So- 
ciety has  responded  to  this  professional  apathy 
toward  its  needs  by  turning,  in  a kind  of  despera- 
tion, to  the  consumer  in  the  hope  that  somehow 
his  innate  wisdom  will  find  the  answers  which  the 
professionals  had  failed  to  seek. 

There  is  much  in  the  forum  to  suggest  the  be- 
ginnings of  a greater  recognition  of  the  professional 
responsibility  of  physicians  and  medicine  to  so- 
ciety as  a whole.  For  today’s  medical  student, 
considerably  the  product  of  the  “free  speech” 
movement  and  modern  existentialist  thought,  i.he 
problem  is  often  whether  his  personal  commitment 
is  internal,  to  himself,  or  external  to  the  society 
he  has  chosen  to  serve.  The  professions,  particu- 
larly medicine,  and  the  medical  schools  and  uni- 
versities are  also  being  pressured  to  examine  the 
relation  between  external  responsibilities  and  in- 
ternal satisfactions.  Obviously  the  modern  pro- 
fessional must  satisfy  both  his  internal  needs  and 
his  external  responsibilities.  The  same  is  true  of 
education  for  the  professions. 

A number  of  comments  in  the  forum  are  partic- 
ularly pertinent.  In  an  unpublished  item,  a distinc- 


tion was  made  between  science  and  professional 
expertise.  It  was  suggested  that  the  scientist  and 
his  science  are  generally  independent  of  time  and 
place,  while  the  professional  is  involved  in  making 
professional  decisions  which  are  of  necessity  rel- 
evant to  time  and  place.  More  specifically  there 
were  calls  for  medical  education  to  become  more 
concerned  with  what  medical  students  can  do  and 
less  with  what  they  know,  calls  for  educational 
designs  better  to  fit  the  student  for  practice  in  to- 
morrow’s world  and  better  to  respond  to  the  sci- 
entific, economic,  sociologic  and  political,  as  well 
as  medical,  needs  of  the  American  public.  In  an 
important  caveat  it  was  noted  that  medical  centers 
cannot  respond  to  every  demand  made  upon  them 
and  that  in  their  zeal  for  reform  and  preparation 
for  tomorrow  they  must  not  fail  to  meet  today’s 
obligations. 

The  “Compleat  Physician” 

— A Composite 

A medical  student  participating  in  the  forum 
stated:  “The  problem  of  relevancy  in  medical 
education  will  only  be  solved  when  the  medical 
schools  recognize  that  their  primary  mission  is 
to  educate  physicians  who  are  capable  of  meeting 
the  health  care  problems,  not  only  of  today,  but 
those  which  will  arise  in  the  future.” 

This  succinctly  states  the  problem.  It  is  a large 
order  and  a difficult  one  to  find  a way  to  fill. 
However,  if  one  plots  the  continuum  of  health 
care  mentioned  previously  against  those  attributes, 
tools  and  skills  which  many  of  the  participants 
stated  physicians  should  have  or  acquire  in  a 
relevant  medical  education,  there  seems  to  emerge 
a crude  framework  or  composite  of  what  the 
“compleat  physician”  might  indeed  be.  This  is 
set  forth  in  Chart  1.  It  will  be  noted  that  each  of 
the  physician  attributes  listed  applies  to  each  of 
the  elements  in  the  continuum  of  health  care. 
Time  and  space  do  not  permit  discussion  of  all 
of  these  elements  and  attributes.  Each  was  alluded 
to  in  some  way  by  one  or  another  of  the  forum 
participants.  The  framework  could  be  filled  out 
more  completely  with  definition  of  what  is  en- 
compassed in  each  of  the  attributes  and  elements 
and  what  is  to  be  found  in  each  of  the  boxes  in 
the  chart  where  they  interface.  While  no  physi- 
cian can  be  all  things  at  all  times,  the  composite 
of  the  whole  profession  might  be  expected  to  com- 
prise the  “compleat  physician.” 
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Chart  1. — The  “Compleat  Physician” — A Composite 
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SOME  SUGGESTIONS  FOR 
GREATER  RELEVANCE  IN 
MEDICAL  EDUCATION 

Given  the  reality  of  a new  ball  game  in  health 
care,  a beginning  new  recognition  of  great  respon- 
sibility for  professionals  in  modern  society,  and 
a developing  new  concept  of  the  “compleat  phy- 
sician,” it  now  becomes  possible  to  examine  some 
of  the  characteristics  medical  education  should 
have  or  acquire  to  be  or  become  relevant  for  to- 
day and  tomorrow.  The  participants  in  the  forum 
had  many  suggestions  which  seem  worthy  of 
serious  consideration. 

Some  General  Principles 

A number  of  general  principles  were  stated. 
These  are  a few  which  seem  particularly  impor- 
tant. Medical  education  must  rest  firmly  upon 
the  biomedical  base  which  has  begun  to  develop 
in  the  last  25  years.  Medical  education  is  a con- 
tinuum which  starts  in  preparation  for  medical 
school  and  extends  through  formal  medical  edu- 


cation to  include  a lifetime  of  learning.  There 
should  be  clearer  definition  of  what  a physician 
needs  to  know  and  of  what  he  should  be  able  to 
do.  The  learner  should  be  able  to  acquire  the 
tools  to  practice  his  profession  in  the  process  of 
his  education. 

Deserving  of  particular  emphasis  is  the  funda- 
mental fact  that  the  basic  knowledge  and  discipline 
of  the  physician  will  always  lie  in  the  care  of  the 
sick.  If  a comparison  with  a tree  may  be  made, 
this  is  the  root  which  has  to  sustain  everything 
else  the  physician  ever  does  or  may  do  in  society. 
However  from  this  root,  and  from  its  strong  trunk 
of  basic  knowledge  and  skills  grow  many  branches 
of  scholarship  and  practice  and  their  number  is 
increasing  all  the  time.  Medical  education  must 
somehow  see  that  the  root  is  firmly  planted  and 
well  nourished.  It  must  see  to  it  that  the  trunk  be 
strong  and  also  that  there  be  stimulus  and  support 
for  the  growth  of  many  branches.  Finally  it  must 
instill  a capability  and  determination  to  adapt  and 
adjust  to  an  ever  changing  science  and  environ- 
ment. 
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Some  Tools  Which 
Should  Be  Acquired 

Just  as  caring  for  the  sick  is  the  root  of  the 
physician’s  professional  tree  of  life,  so  the  tools 
of  his  profession  are  its  trunk.  These  tools,  as  they 
are  identified  by  the  participants  in  the  forum,  are 
listed  as  the  “attributes”  of  the  doctor  in  the  dia- 
gram of  the  “compleat  physician”  (Chart  1). 

Motivation  was  recognized  as  greatly  in  need  of 
more  study  and  understanding.  It  is  not  easily 
separated  from  incentives  either  in  education  or 
in  professional  practice.  Motivation  in  medical 
education  was  considered  in  terms  of  personal 
fulfillment,  service  to  patients,  service  to  humanity 
and  lifelong  learning  to  understand  and  to  respond 
to  change. 

Science  was  discussed  not  only  in  terms  of  tra- 
ditional medical  science,  but  in  terms  of  social 
science,  and  such  things  as  ecology,  computer  and 
information  science,  systems  analysis,  cybernetics 
and  social  engineering. 

Craft  skills,  in  one  context  or  another,  were 
particularly  emphasized  by  the  participants  in 
connection  with  words  such  as  “practical”  and 
“useful.”  The  scope  of  suggestions  went  far  be- 
yond the  care  of  the  sick  and  health  maintenance 
to  include  skills  to  cope  with  health  care  delivery 
systems,  health  team  structure  and  function,  prob- 
lems in  community  health,  environmental  health 
and  ecology,  and  even  the  health  of  the  human 
species  throughout  the  world  now  and  in  the 
future. 

Ethics  and  attitudes  were  seen  as  becoming 
increasingly  important  tools  for  physicians  who 
will  be  frequently  called  upon  to  participate  in 
both  medical  and  social  decisions  of  ethical  and 
moral  character.  It  was  noted  that  the  question 
now  is  less  often  can  something  be  done  and  more 
often  ought  it  be  done.  Philosophy  and  cultural 
values  thus  are  seen  as  becoming  more  and  more 
relevant  to  many  of  the  roles  the  physician  will 
play  in  practice. 

Lifelong  learning  or  continuing  education  re- 
ceived considerable  emphasis  from  several  par- 
ticipants. It  was  suggested  that  not  only  motiva- 
tion, but  skills  and  habit  patterns  for  lifelong 
learning  be  made  a very  integral  part  of  medical 
education  at  all  levels,  beginning  with  particular 
emphasis  in  medical  school,  and  that  the  subject 
matter  include  changes  in  both  science  and  society. 

Technology  for  social  action  was  thought  by 


several  to  be  an  appropriate  and  necessary  part 
of  medical  education  today.  The  expressed  need 
was  for  skills  which  will  enable  physicians  to  bring 
about  changes  in  medicine  or  society  or  both  when 
such  changes  are  necessary  for  the  health  and 
well-being  of  patients  or  of  people.  Several  con- 
tributors felt  that  tools  for  social  action  should 
be  part  of  a modern  physician’s  armamentarium. 

Education  for  Practice 

The  forum  suggests  that  practice  for  the  com- 
posite “compleat  physician”  extends  all  the  way 
across  the  continuum  of  health  care  from  care  of 
a sick  patient  to  promoting  the  health  and  better- 
ment of  the  human  species  throughout  the  world. 
If  the  root  of  the  professional  tree  is  the  care  of 
the  sick,  and  the  trunk  the  attributes  or  tools  of 
the  physician,  then  the  branches  are  to  be  found  in 
general  or  specialized  practice  distributed  along 
this  continuum.  Specialization,  including  family 
practice,  already  exists  for  the  care  of  ill  patients. 
It  is  needed  and  already  beginning  to  occur  else- 
where along  this  whole  continuum  of  health  care. 
Several  participants  in  the  forum  expressed  the 
view  that  medical  students  should  have  the  same 
kind  of  direct  contact  experience  with  health 
maintenance  programs,  various  types  of  health 
care  delivery  systems,  community  health  and  en- 
vironmental health  that  they  will  have  with  the 
specialties  which  are  directly  concerned  with  pa- 
tient care.  One  participant,  particularly  experi- 
enced in  international  health,  pointed  out  the 
advantages,  to  both  students  and  faculty,  of  an 
educational  experience  overseas.  It  is  quite  ap- 
parent that  these  kinds  of  student  experiences  are 
increasingly  being  considered  relevant  to  medical 
education  not  only  by  students  but  by  many  prac- 
titioners and  educators  as  well. 

On  Changing  the 
Educational  System 

A number  of  participants  in  the  forum  sug- 
gested major  alterations  in  the  present  system 
of  medical  education.  One  proposed  that  there  be 
one  kind  of  school  to  train  “humanists  or  family 
physicians”  and  another  to  train  the  “superspe- 
cialist, theorist  or  research  academician.”  Two 
more  participants  suggested  ways  of  teaching  basic 
sciences  outside  of  medical  schools  and  in  this 
way  expanding  the  capacity  of  medical  schools 
to  handle  more  students  with  a greater  breadth  of 
educational  experiences  including  exposure  to 
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more  kinds  of  professional  activities,  and  perhaps 
accomplish  this  in  a shorter  period  of  time  overall. 
Suggestions  such  as  these  appear  to  merit  con- 
sideration and  study.  Nor  are  they  unique  to  this 
forum.  Many  schools  are  already  developing 
diverse  “tracks”  leading  toward  various  career 
goals  in  medicine.  If  the  suggestion  that  the  basic 
sciences  be  taught  elsewhere  than  in  medical  school 
were  to  receive  some  kind  of  endorsement,  then 
question  arises  as  to  what  is  the  core  subject  mat- 
ter which  should  be  taught  to  all  medical  students 
in  all  medical  schools,  or  what  is  it  that  makes  a 
physician  a physician. 

No  participant  in  the  forum  addressed  himself 
to  this  essential  question.  One  suspects  the  an- 
swer might  have  something  to  do  with  the  common 
root  of  every  physician’s  professional  activity, 
the  care  of  the  sick.  In  its  simplest  form  this  core 
material  might  deal  with  the  application  of  the 
basic  sciences  already  learned  in  medical  school 
or  elsewhere  to  medicine,  and  would  assume  that 
these  include  not  only  the  traditional  biologic 
sciences  but  some  of  the  other  disciplines  which 
have  been  mentioned  previously.  It  should  cer- 
tainly impart  the  basic  knowledge  and  skills  to 
examine  patients  and  to  distinguish  between  the 
normal  and  the  abnormal,  and  between  health 
and  disease.  Appended  to  this,  and  made  part  of 
it,  might  be  cultivation  of  the  attributes  or  basic 
tools  of  the  physician  described  above  and  a sub- 
stantial amount  of  direct  exposure  to  the  spectrum 
of  physicians’  roles  and  practice  in  as  many  dif- 
ferent aspects  of  health  care  as  possible.  Such  a 
core  program,  when  linked  to  completion  of  one 
of  any  number  of  career  “tracks,”  could  produce 
a variety  of  specialized  physicians,  yet  each  would 
have  in  his  background  a something  that  made 
him  a physician  and  not  something  else. 

CONCLUSION 

This  summary  statement  certainly  does  not  in- 
clude all  that  is  of  value  in  the  contributions  sub- 
mitted to  this  forum  on  “Relevance  for  Today  and 


Tomorrow  in  Medical  Education.”  For  example, 
the  need  for  more  well-trained  specialists  both 
in  traditional  disciplines  and  in  entirely  new  fields 
received  strong  support.  A need  for  better  pro- 
gramming of  the  numbers  of  various  specialists  to 
be  produced  was  expressed.  The  flexible  curricu- 
lum, with  its  individualization  of  content,  dura- 
tion and  emphasis,  was  warmly  praised  but  at  the 
same  time  a warning  was  sounded  that  such  a 
curriculum  may  not  always  add  up  to  a relevant 
whole.  The  science  of  medical  education  itself 
was  criticized  by  a non-medical  educator  of  im- 
peccable credentials  who  found  it  badly  wanting 
through  sins  of  both  omission  and  commission. 

While  it  is  impossible  to  draw  truly  defensible 
conclusions  from  a forum  such  as  this,  the  follow- 
ing are  suggested : 

• If  medical  education  is  to  be  relevant  “for 
today  and  tomorrow”  there  is  real  need  for  a bet- 
ter consensus  with  respect  to  what  the  physician 
will  be  doing  in  1980  and  later. 

• There  will  be  an  increasing  emphasis  on  the 
professional  roles  of  the  physician  in  medical  edu- 
cation for  the  foreseeable  future. 

• The  professional  responsibility  of  the  physi- 
cian, which  is  rooted  in  the  care  of  the  sick  individ- 
ual, now  extends  beyond  individual  health  care 
and  even  the  delivery  of  health  care  services,  to 
the  problems  of  human  behavior  with  respect  to 
the  immediate  environment  and  the  ecosphere. 

• Progress  toward  improving  relevance  in  medi- 
cal education  is  well  under  way.  There  is  much 
to  be  defined,  much  to  be  determined  and  much 
to  be  done.  If  this  forum  has  served  to  draw  at- 
tention to  some  of  these  problems — and  perhaps 
contributed  a thought  or  two  to  “relevance  for 
today  and  tomorrow  in  medical  education”  — it 
will  have  served  the  purpose  which  the  editors 
intended. 

Editor’s  Note:  The  editors  of  this  journal  wish  to  ex- 
press their  appreciation  to  the  contributors  to  this  forum 
for  their  participation. 
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EDITORIAI. 


Influenza— Promising 
New  Developments 

Dr.  Charles  H.  Stuart-Harris  in  a recent  ad- 
dress concluded  a tribute  to  Sir  Christopher  An- 
drewes  (co-discoverer  of  the  influenza  virus)  and 
to  Dr.  Thomas  Francis  Jr.  (discoverer  of  influenza 
B and  director  of  the  first  influenza  vaccine  trial) 
with  the  following  statement:  “Thirty-seven  years 
after  the  discovery  of  the  virus  and  in  spite  of  all 
the  wealth  of  knowledge  which  we  possess,  it  re- 
mains a fact  that  we  are  still  defeated  by  its  prow- 
ess.” The  tragic  case  of  fatal  influenza  in  pregnancy 
which  served  as  a basis  for  the  UCLA  Staff  Con- 
ference which  appears  elsewhere  in  this  issue  is 
adequate  testimony  to  the  validity  of  this  state- 
ment. Nevertheless,  progress  has  been  made  to- 
ward effective  control  of  influenza,  and  there  is 
reason  to  be  optimistic  about  the  future.  A con- 
sideration of  some  current  lines  of  investigation 
that  relate  to  control  is  in  order. 


The  most  recent  contribution  to  a fundamental 
understanding  of  resistance  to  influenza  has  been 
provided  by  studies  on  the  neuraminidase  antigen. 
There  are  two  major  antigens  on  the  surface  of 
influenza  virions,  the  hemagglutinin  and  neuramini- 
dase. The  hemagglutinin  spike  is  known  to  be  the 
site  of  attachment  to  the  cell  surface  for  initiation 
of  infection,  and  neuraminidase  has  recently  been 
shown  to  facilitate  release  of  new  virus  particles 
from  the  surface  of  infected  cells.  Resistance  to 
infection  correlates  with  the  presence  and  magni- 
tude of  the  titer  of  antibody  to  the  hemagglutinin 
antigen.  In  contrast,  antibody  to  neuraminidase 
does  not  prevent  infection  but  appears  to  limit  the 
spread  within  an  infected  animal  as  well  as  spread 
to  other  animals.  Thus,  infected  animals  with 
neuraminidase  antibody  and  no  hemagglutinin  anti- 
body have  lower  lung  virus  titers,  less  pneumonia, 
and  less  ability  to  transmit  influenza  than  animals 
with  neither  type  of  antibody.  Knowledge  of  the 
epidemiologic  factors  and  clinical  manifestations 
of  infection  with  the  Hong  Kong  variant  suggests 
that  similar  phenomena  occur  in  man. 

In  studies  of  antigenic  relatedness  between  the 
two  major  surface  antigens,  it  was  found  that  the 
Hong  Kong  variant  possesses  a unique  and  new 
hemagglutinin  antigen  but  that  the  neuraminidase 
antigen  is  similar  to  that  of  1967  strains  of  type  A 
influenza.  This  is  in  contrast  to  the  Asian  strain 
introduced  in  1957  in  which  both  antigens  were 
decidedly  different  from  those  present  in  earlier 
strains  (subtype  Ai).  In  fact,  the  hemagglutinin 
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antigen  of  the  Hong  Kong  variant  is  so  markedly 
different  from  1957  strains  it  has  been  suggested 
that  either  the  Hong  Kong  variant  should  have 
been  called  A3  or  we  should  revise  criteria  for  clas- 
sification. Assuming  the  animal  data  on  the  role  of 
neuraminidase  antibody  applies  to  man  and  that 
neuraminidase  antibody  persists  for  one  to  two 
years  (questions  that  are  being  investigated)  then 
a reasonable  prediction  for  the  1968-69  influenza 
season  would  have  been  that  influenza  would  not 
achieve  a worldwide  pandemic  state  similar  to  that 
seen  in  1957  and  that  pure  influenza  virus  pneu- 
monia, as  distinguished  from  secondary  bacterial 
pneumonia,  would  not  be  as  common  as  in  1957. 
It  is  now  a fact  that  the  Hong  Kong  variant  did  not 
achieve  the  pandemic  proportions  of  1957.  In 
addition,  although  the  infection  reached  major 
epidemic  proportions  in  the  United  States,  surveys 
of  medical  centers  indicated  that  cases  of  pure 
influenza  virus  pneumonia  were  uncommon. 

It  is  essential  to  confirm  the  suggested  role  for 
neuraminidase  antibody  in  man,  and  such  studies 
are  in  progress  in  our  laboratory  and  in  others. 
Immunization  of  school  children,  the  principal 
source  of  spread,  with  a purified  form  of  the  neur- 
aminidase and  hemagglutinin  antigens,  and  immu- 
nization of  all  other  persons  with  neuraminidase 
antigen  only,  might  prevent  epidemic  influenza  by 
reducing  spread  of  infection.  Additionally,  wide- 
spread occurrence  of  hemagglutinin  antibody,  the 
presumed  major  stimulus  for  emergence  of  new 
variants,  would  not  occur  in  this  method  of  control. 

Production  of  antibody  to  the  hemagglutinin 
antigen  of  influenza  virus  by  means  of  conventional 
vaccination  continues  to  be  the  major  approach  to 
control.  Development  of  serum  antibody  following 
parenteral  vaccination  with  inactivated  virus  has 
been  used  for  assessing  vaccine  efficacy  since  Fran- 
cis conducted  the  first  successful  field  trial  in  1943. 
In  the  early  1940s  Francis  reasoned  that  the  virus 
initially  was  deposited  on  the  respiratory  mucosa 
and  that,  to  prevent  initiation  of  infection,  antibody 
must  be  present  in  respiratory  secretions.  He  pro- 
ceeded to  demonstrate  that  antibody  was  present 
in  secretions  but  believed  it  was  derived  from 
serum  and  that  parenteral  vaccination  did  an  ade- 
quate job  of  providing  secretion  antibody.  Studies 
by  Fazekas  de  St.  Groth  in  the  early  1950s  pro- 
vided definitive  information  in  animals  that  pro- 
teetion  against  influenza  was  better  associated  with 
antibody  in  respiratory  secretions  than  in  serum, 
but  he  too  believed  it  was  derived  from  serum. 


Current  knowledge  indicates  that  a separate  im- 
mune system  is  involved  in  production  of  secretion 
antibody.  The  major  portion  of  such  antibody  is 
immunoglobulin  A which  sediments  in  the  IIS 
region  in  the  ultracentrifuge.  It  consists  of  two  7S 
IgA  molecules  connected  by  “secretory  piece”  and 
is  commonly  referred  to  as  secretory  antibody.  It 
is  synthesized  in  the  submucosa  plasma  cells  of 
the  respiratory  and  gastrointestinal  tract  and  per- 
haps other  mucous  surfaces  as  well.  In  an  attempt 
to  use  this  system  to  maximum  advantage  investi- 
gators have  administered  conventional  inactivated 
vaccine  topically*  in  an  attempt  to  provide  more 
local  antibody  and  greater  protection.  The  most 
systematic  evaluation  of  the  antibody  response  has 
been  provided  by  Kasel,  who  demonstrated  that 
topical  administration  of  vaccine  was  the  only 
effective  way  to  achieve  high  titers  of  secretory 
antibody  m individuils  witri  preexisting  serum 
antibody.  This  probably  accoimts  for  the  greater 
protective  effect  reported  for  aerosol  vaccination 
as  compared  with  parenteral  vaccination  in  studies 
with  strains  prevalent  before  1968.  However,  con- 
ventional parenteral  vaccination  produced  equal 
or  better  antibody  responses  and  protection  than 
topical  vaccination  in  aU  reported  studies  with  the 
Hong  Kong  variant.  This  is  probably  because  one 
or  two  topical  applications  is  inadequate  for  per- 
sons with  no  previous  exposure  to  the  antigen. 
These  combined  results  suggest  that  primary  vac- 
cination with  a new  variant  of  influenza  should 
continue  to  be  by  conventional  parenteral  vaccina- 
tion. Antigen  administered  in  this  way  apparently 
reaches  submucosal  cells  since  a potent  preparation 
administered  in  such  a way  will  result  in  develop- 
ment of  secretory  antibody  in  a significant  number 
of  persons.  However,  the  best  method  to  revacci- 
nate may  be  by  means  of  a topical  route. 

The  two  major  reasons  why  influenza  vaccines 
did  not  receive  wide  acceptance  in  the  past  even  in 
“high  risk”  groups  were  that  available  preparations 
were  only  marginally  effective  and  they  were  too 
toxic.  The  introduction  of  more  rigid  controls  of 
potency  using  standard  reference  vaccines  is  now 
in  effect.  A precisely  measured  400  cca  unit  dose 
has  been  shown  to  produce  protection  of  70  to  80 
percent  of  subjects  when  given  by  conventional 
parenteral  vaccination.  Thus,  marginally  effective 
preparations  should  no  longer  appear  for  distribu- 


* Topically  is  used  to  refer  to  application  of  vaccine  onto  respirarory 
surfaces  by  means  of  nasal  instillations  and/or  inhalation  of  aerosolized 
vaccine. 
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tion.  In  addition,  new  preparations  are  being  made 
by  methods  that  remove  potentially  toxic  chick 
embryo  proteins.  Such  preparations  of  influenza  A 
are  virtually  nontoxic.  However,  despite  new 
preparation  methods  influenza  B vaccine  has 
caused  toxic  reactions  and  the  frequency  of  anti- 
body response  is  low.  Currently,  only  preparations 
containing  both  influenza  A and  B are  available, 
but  it  seems  reasonable  to  suggest  that  the  mono- 
valent influenza  A preparations  are  so  potent  and 
nontoxic  that  they  should  be  commercially  avail- 
able as  such  and  that  influenza  B be  withheld  until 
a potent,  nontoxic  preparation  is  available. 

An  additional  problem  regarding  vaccination  has 
been  availability  of  sufficient  vaccine  to  induce  pro- 
tection in  a susceptible  population  before  a new 
variant  arrives  on  the  scene.  The  worldwide  influ- 
enza surveillance  centers  are  for  this  purpose  and 
the  Hong  Kong  center  was  the  original  source  of 
the  Hong  Kong  variant.  Despite  the  fact  that  the 
elapsed  time  from  original  isolations  of  the  Hong 
Kong  variant  to  distribution  of  vaccine  was  con- 
siderably reduced  as  compared  with  what  it  was 
in  1957  for  the  original  Asian  variant,  very  little 
vaccine  reached  threatened  areas  in  this  country 
before  influenza  appeared. 

Kilbourne  recently  prepared  a recombinant  (by 
a method  called  “strand  exchange”  in  this  sym- 
posium) of  the  Hong  Kong  variant  and  the  labora- 
tory-adapted PR  8 strain  of  influenza.  This  recom- 
binant (called  x-31)  carries  the  hemagglutinin  an- 
tigen of  the  Hong  Kong  variant  and  the  growth 
advantage  of  PR  8.  This  latter  strain  grows  to  high 
titers  in  chick  embryos,  thus  facilitating  vaccine 
preparation.  We  foimd  vaccine  made  from  this  re- 
combinant to  be  equal  to  conventional  monovalent 
inactivated  influenza  Aa/Hong  Kong  in  producing 
antibody  and  protection  in  man.  Similar  prepara- 
tion of  a recombinant,  then,  should  facilitate  the 
rapid  preparation  of  large  quantities  of  vaccine 
when  influenza  Ag  makes  its  appearance,  an  event 
that  is  certain  to  occur. 

Comment  should  also  be  made  concerning 
chemotherapy  of  influenza.  Amantadine  (Sym- 
metrel®) has  been  clearly  shown  to  prevent  infec- 
tion with  influenza  A.  It  prevents  penetration  of 
the  cell  by  virus,  a mechanism  similar  to  that  of 
antibody.  I believe  it  should  be  recommended 
for  unvaccinated  “high  risk”  persons  when  ex- 
posed to  influenza,  and  a recent  report  suggested 
optimal  protection  would  occur  in  such  persons 


if  they  possessed  some  preexisting  antibody  to 
influenza  virus.  It  may  be  that  vaccine  in  the  fall 
followed  by  amantadine  on  exposure  to  influenza 
in  the  winter  will  produce  optimal  protection.  The 
possibility  warrants  trial. 

Recently  we  tested  the  drug  as  a therapeutic 
agent.  In  a recent  Hong  Kong  influenza  epidemic, 
our  results  indicated  increased  rate  of  recovery 
from  illness  and  a more  rapid  disappearance  of 
virus  from  respiratory  secretions  in  treated  versus 
control  patients.  The  effect  was  not  dramatic  but 
was  nevertheless  significant.  The  dose  used  was 
that  recommended  for  prophylaxis,  namely,  200 
mg  daily.  No  toxicity  was  observed  with  this  dos- 
age, and  it  was  therefore  felt  that  for  treatment 
one  could  give  a larger  dose.  Recently  we  gave 
400  mg  daily  to  three  patients  who  were  ill  with 
pneumonia  complicating  influenza,  and  one  of 
them,  a pregnant  woman,  recovered  in  dramatic 
fashion.  Controlled  studies  of  the  treatment  of 
influenza  pneumonia  are  not  likely  to  be  possible, 
and  we  may  be  required  to  pass  judgment  on  the 
effect  of  amantadine  on  rather  inadequate  infor- 
mation. On  the  basis  of  our  experience,  we  believe 
further  such  studies  are  indicated. 

All  in  all,  there  is  reason  to  be  encouraged  about 
the  future.  As  stated  by  Dr.  Stuart-Harris,  despite 
a wealth  of  knowledge  we  are  still  defeated  by  the 
prowess  of  influenza  virus.  The  occasion  of  this 
symposium  is  testimony  to  that  fact.  Nevertheless, 
a considerable  effort  is  being  made  to  defeat  this 
redoubtable  foe.  In  addition  to  the  promising  new 
developments  cited  in  this  editorial,  there  are  many 
theoretical  possibilities  for  improved  control  not 
yet  examined.  Among  epidemiologists  it  is  con- 
sidered to  be  hazardous  but  essential  to  predict 
how  serious  the  problem  of  influenza  will  be  in 
any  given  year.  To  predict  whether  or  not  in  the 
next  few  years  optimal  control  of  influenza  will 
occur  is  certainly  hazardous.  Nevertheless,  I shall 
predict  that  optimal  control  measures  will  be  de- 
veloped which  will  result  in  reduction  of  influenza 
to  acceptable  levels  of  occurrence,  and  that  this 
will  occur  in  considerably  less  time  than  has 
elapsed  since  the  discovery  of  its  cause. 

Robert  B.  Couch,  M.D. 

Associate  Professor  of  Microbiology  and  Medicine 
Baylor  College  of  Medicine  (Texas  Medical  Center) 
Houston,  Texas 
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Ferment  in  Medical  Education 

The  special  forum  “Relevance  for  Today  and 
Tomorrow  in  Medical  Education,”  begun  in  Janu- 
ary and  concluded  elsewhere  in  this  issue,  gives 
a glimpse  into  the  ferment  which  is  stirring  in 
medical  education.  While  the  outcome  is  by  no 
means  clear  it  is  certain  that  there  will  be  change 
and  much  of  it  fundamental. 

If  one  views  medical  education  in  the  overall 
perspective  of  this  century,  he  can  grasp  something 
of  what  has  happened  so  far  and  perhaps  a bit 
of  what  seems  fairly  certain  to  be  in  the  offing.  In 
1900  scientific  medicine  was  well  started,  but  a 
practicing  physician  could  still  master  most  of  the 
medical  knowledge  of  the  day  and  apply  most  of 
it  himself  in  the  care  of  his  patients.  At  that  time 
the  Johns  Hopkins  faculty  had  just  developed  a 
concept  of  medical  education  which  emphasized 
science  and  which  was  to  set  a pattern.  The  Flex- 
ner  Report  in  1910  accepted  and  ennobled  this 
educational  concept  and  it  flourished  thereafter. 
The  strength  of  academia  in  medical  education 
grew. 

As  medical  science  prospered  and  advanced  so 
did  specialization.  No  longer  could  any  physician 
serve  all  purposes.  Increasingly  academia  called 
the  tune  in  both  undergraduate  and  post-doctoral 
medical  education  and  increasingly  the  tune  be- 
came more  and  more  research  oriented.  The 
benefits  of  this  have  been  great.  This  very  aca- 
demically oriented  system  of  medical  education 
has  brought  about  the  most  sophisticated  levels  of 
medical  care  to  be  found  anywhere,  a superb 
achievement.  On  the  other  hand  it  has  failed  to 
understand  or  to  meet  either  the  expectations  or 
requirements  of  the  society  it  tried  to  serve.  The 
day  of  reckoning  is  now  at  hand  and  it  is  certain 
there  will  be  new  arrangements. 

Right  now  the  situation  seems  confused  if  not 
actually  chaotic.  One  is  reminded  of  the  crysalis 
wherein  the  caterpillar  undergoes  transformation 
to  a butterfly.  Medical  education  is  similarly  un- 
dergoing fundamental  change  in  form.  There  is 
departure  from  the  past  but  the  future  has  not 
yet  taken  shape.  Yet  significant  forces  are  at 
work.  Funds  for  medical  research  are  being  re- 
duced substantially  and  by  greater  amounts  than 


many  think  is  wise.  The  professions  are  deter- 
mined that  there  be  more  student  exposure  to 
the  various  problems  and  types  of  practice  and 
health  care  delivery.  Society  demands  more  and 
better  medical  services  at  less  cost.  Medical  stu- 
dents have  begun  to  influence  their  individual 
curricula  in  new  and  sometimes  startling  ways.  The 
ferment  is  great,  but  there  is  little  clear  perception 
of  where  to  go  or  what  to  do. 

But  as  the  remaining  decades  of  this  century 
are  approached,  some  of  the  problems  which  lie 
ahead  for  medical  education  are  becoming  dis- 
cernible. There  will  be  more  science  and  more 
knowledge  to  impart.  There  will  be  enormously 
greater  numbers  of  people  to  be  served,  not  only 
in  this  nation  but  throughout  the  world,  if  there 
is  to  be  either  health  or  peace  on  this  planet.  Prob- 
lems in  pollution  will  increase  in  parallel  with 
population  and  essential  industrialization.  Under- 
standing and  protecting  the  ecology  of  “spaceship 
earth”  will  become  of  crucial  importance  to  the 
health,  well-being  and  survival  of  all  mankind. 
The  scope  and  responsibility  of  the  physician’s 
work  will  taken  on  new  dimensions.  New  meth- 
ods, new  skills  and  new  kinds  of  personnel  will 
be  needed  and  medical  education  itself  will  re- 
quire new  instruments  and  new  techniques. 

The  forum  on  “Relevance  for  Today  and  To- 
morrow in  Medical  Education”  has  provided  a 
glimpse  of  what  many  think  the  future  will  bring. 
But  it  has  not  answered  the  essential  questions: 
What  will  the  physician  be  expected  to  know  and 
to  do,  what  will  the  true  needs  of  society  be,  or 
to  what  should  medical  education  be  relevant 
during  the  next  ten,  twenty  or  thirty  years?  There 
is  sure  to  be  great  waste  of  money,  time  and  effort 
on  the  part  of  medical  educators  and  a lot  of  other 
people  until  there  is  some  greater  consensus  with 
respect  to  this.  The  parties  at  interest  include  the 
educators,  the  students,  the  consumers  and  their 
government,  but  they  cannot  solve  this  problem 
either  alone  or  together  without  help,  guidance 
and  even  leadership  from  the  broad  spectrum  of 
the  medical  profession.  It  now  becomes  a public 
and  professional  responsibility  for  medicine  to 
provide  this  help,  guidance  and  leadership.  This 
year,  1970,  might  even  be  a good  time  to  launch 
another  “Flexner  Report”  which  would  address 
itself  to  these  questions.  Whatever  is  to  be  done 
should  be  done  soon.  We  should  not  forget  that 
it  is  the  medical  student  of  today  who  will  be  in 
his  prime  of  practice  in  1980,  1990  and  2001. 
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Capitation  Health  Care 

There  is  abundant  evidence  that  planners  in 
the  federal  government  have  decided  that  capita- 
tion health  care  will  substantially  reduce  costs  and 
they  are  promoting  this  form  of  financing  the  de- 
livery of  health  care  with  all  the  substantial  re- 
sources at  their  command.  This  began  with  the 
touting  of  closed  panel  prepaid  group  practice 
programs,  of  which  there  are  several,  successful 
and  satisfactory,  in  the  West.  At  the  beginning, 
financial  incentives  were  offered  to  physicians  to 
establish  such  practices,  and  now  it  is  proposed 
to  use  the  powerful  instrument  of  the  federal  Medi- 
care program  to  further  the  cause. 

So  far  as  is  known  the  decision  process  which 
arrived  at  this  conclusion  has  never  been  re- 
vealed. It  is  well  known  to  have  been  favored 
by  persons  in  influential  places  who  discuss  the 
broad  picture  as  they  believe  it  to  be,  and  then 
determine  what  ought  to  be  done.  It  would  appear 
that  among  these  persons  many  have  held  the 
belief  that  capitation  health  care  is  considerably 
cheaper  than  fee-for-service,  and  it  is  presumed 
that  this  is  because  services  can  be  rendered  less 
expensively  and  because  there  are  thought  to  be 
built-in  incentives  to  render  fewer  rather  than 
more  patient  care  services. 

There  is  a large  and  growing  experience  with 
capitation  health  care  and  there  is  no  doubt  that 
it  has  a rightful  place  in  a pluralistic  system  of 
health  care  delivery.  But  it  is  also  a notable  fact 
that  it  has  not  swept  the  country  as  would  be 
expected  if  it  really  satisfied  all  needs  — and 
this  in  spite  of  considerable  publicity  and  not  a 
little  federal  support.  Recently,  and  no  doubt 
significantly,  some  responsible  purchasers  of  capi- 
tation health  care  have  begun  to  question  the  real 
extent  of  the  economic  savings  with  this  system  of 
care  as  it  now  exists  and  have  started  to  look  for 
alternatives. 

The  cost  of  health  care  is  a serious  national 
problem  and  it  is  safe  to  say  that  health  care  de- 
livery wiU  henceforth  be  increasingly  money- 
oriented.  But  the  individual  services  and  even 


the  delivery  system  itself  must  also  be  oriented  to 
the  patient  and  to  the  doctor  if  the  human  needs 
are  to  be  met.  Perhaps  what  is  needed  is  more 
experimentation  with  imaginative  new  ideas  rather 
than  an  intensive  promotion  (with  government 
funds)  of  a system  which  may  or  may  not  in 
reality  be  much  cheaper  and  which  certainly  has 
sold  itself  less  than  completely  even  after  more 
than  25  years  of  promotion  and  demonstration. 
There  will  be  no  difficulty  in  finding  ready  accept- 
ance for  any  programs  which  are  really  much 
better  or  much  cheaper.  They  will  fly  by  them- 
selves without  any  special  federal  inducements, 
carrot  or  stick. 


The  Galloping  Ghost  of  Gauss 
And  the  ^Normal” 

Radioiodine  Uptake 

There  is,  among  the  young,  a popular  refrain 
that  says  “the  times,  they  are  a-changin’.”  And 
there  is  truth  in  the  statement.  Therefore,  no  one 
should  be  surprised  when  the  usually  accepted 
values  for  a well  known  laboratory  procedure 
seem  to  be  abruptly  altered.  Rather  we  should  be 
grateful  that  our  intellectual  somnolence  is  dis- 
turbed, enabling  us  to  avoid  translating  informa- 
tion into  misinformation  to  some  patient’s  detri- 
ment. 

Recently  two  studies  with  regard  to  the  radio- 
iodine uptake  by  the  normal  thyroid  gland  have 
been  reported* from  widely  separated  parts  of 
the  United  States.  Both  the  study  from  Birming- 
ham, Alabama,  and  the  study  from  north-central 
California  indicate  that  within  the  past  decade 
there  has  been  a dramatic  decrease  in  the  values 
observed  in  the  24-hour  radioiodine  uptake  ob- 
tained from  patients  who  are  clinically  normal. 
Pittman’  suggested  that  expansion  of  the  iodide 
pool  from  dietary  sources  may  explain  this  appar- 
ent decrease. 

For  the  past  several  years  the  phenomenon  of 
lowered  normal  values  has  been  empirically  noted 


The  Western  Journal  of  Medicine 


57 


in  the  laboratory  in  my  office.  No  precise  data 
was  obtained  as  only  patients  suspected  of  thy- 
roidal abnormalities  were  examined.  Keating'*  and 
his  associates  argued  well  that  valid  data  regard- 
ing normality  cannot  be  extracted  from  a mixed 
population  of  diseased  patients  and  supposed 
normals.  To  establish  the  range  of  expected 
clinical  variation  a population  of  healthy  patients 
must  be  tested. 

The  change  to  lower  normal  values  immediately 
poses  two  questions.  Are  there  patients  with  true 
hyperthyroidism  whose  present  24-hour  uptake 
studies  are  normal  by  the  older  criteria  of  normal- 
ity (15  percent  to  45  percent)  but  are  clearly  ab- 
normal by  the  more  recent  studies?  And  has  the 
“normal”  curve  been  so  displaced  to  the  left  that 
the  radioiodine  uptake  study,  which  is  a weak 
enough  tool  in  helping  to  diagnose  hypothyroid- 
ism, becomes  virtually  worthless? 

In  the  attempt  to  answer  these  questions  we 
must  first  address  ourselves  to  the  problem  of 
statistical  normality.  How  can  we  establish  the 
usual  limits  of  clinical  variation  in  patients  we 
believe  to  be  normal.  For  the  radioiodine  uptake 
study  at  6 hours  and  at  24  hours,  what  is  the 
normal  range? 

No  sophisticated  scientist  today  would  rise  be- 
fore an  erudite  audience  and  say,  “I  believe  in 
ghosts.”  Nevertheless  the  ghost  of  Gauss  rides 
roughshod  through  our  scientific  literature,  en- 
ticing us  to  make  unwarranted  assumptions  and 
permitting  unwise  bias  to  enter  our  differential 
diagnostic  thinking.  The  seductive  symmetry  of 
the  normal,  bellshaped  Gaussian  curve  can  lead 
us  down  the  scientific  primrose  path. 

Most  physicians  have  at  least  a nodding  ac- 
quaintance with  the  mean,  median  and  mode,  but 
a discussion  of  the  relative  effectiveness  of  these 
measures  of  central  tendencies  to  any  specific 
problem  is  best  left  to  professional  statisticians. 

If  our  biologic  data  really  do  approximate  a 
true  normal  curve,  then  the  mean,  plus  or  minus 
two  standard  deviations,  may  well  define  the  clin- 
ically normal  range.  Sadly,  such  is  not  the  case 
in  most  biologic  studies.  The  frequency  distribu- 
tion curve  may  be  seriously  skewed  (usually  to 
the  right)  or  too  peaked  or  too  flat  to  allow  ap- 
plication of  the  simple  formula  X db  2s  = the 
normal  range. 

In  1960,  seduced  by  the  ghost  of  Gauss,  the 
normal  value  for  the  24-hour  uptake  in  my  office 
laboratory  was  determined  to  be  a mean  of  26 


percent  ± 7 percent  as  the  standard  deviation. 
Our  normal  range  then  was  12  percent  to  40  per- 
cent. These  figures  were  a little  lower  than  the 
widely  quoted  15  percent  to  45  percent.  Pittman 
reported,’  in  the  Birmingham  study,  a mean  of 

28.6  percent  ±6.5  percent  as  the  standard  devia- 
tion in  1959.  These  figures  are  quite  similar  to 
ours,  but  approximate  the  15  percent  to  45  per- 
cent ran^e  more  closely. 

Currently  the  figures  from  the  Birmingham 
study  show  a 24-hour  mean  of  15.4  percent  with 
a standard  deviation  of  6.8  percent.  By  the  Gaus- 
sian interpretation  the  normal  range  would  lie 
between  1 or  2 percent  and  29  percent,  virtually 
eliminating  any  possibility  of  suspecting  h)q50- 
thyroidism  because  of  low  values. 

Bernard^  reported  from  north-central  California 
a 24-hour  mean  of  15.57  percent  with  a standard 
deviation  of  4.49  percent.  The  range  of  normal 
then  would  be  7 percent  to  25  percent. 

By  plotting  the  frequency  distribution  of  our 
data  obtained  from  103  healthy  persons  (85 
women  aged  18  to  69  years  and  18  men  19  to  56 
years ) on  the  usual  x,  y coordinates  and  on  proba- 
bility paper,  a clearly  non-Gaussian  curve,  skewed 
to  the  right,  was  obtained.  For  the  sake  of  com- 
parison the  mean  and  standard  deviation  was 
calculated  for  both  the  6-hour  study  and  the  24- 
hour  study  (See  Table  1).  Our  24-hour  mean  is 

18.7  percent  and  our  standard  deviation  is  5.9 
percent.  The  fallacious  Gaussian  normal  range 
would  then  be  7 percent  to  30  percent. 

Keating*  suggested  that  where  the  shape  of  the 
actual  curve  does  not  approximate  the  normal  fre- 
quency distribution,  ranking  the  data  by  per- 
centile may  be  a more  reliable  method  of  determin- 
ing the  usual  range  of  clinical  variation.  By 
including  as  normal  the  group  lying  between  the 
2.5  percentage  point  and  the  97.5  percentage 
point,  95  percent  of  our  healthy  population  have 
a 24-hour  radioiodine  uptake  between  10  percent 
and  30  percent.  These  figures  are  in  excellent 
agreement  with  the  range  of  normal  used  at  the 
National  Institutes  of  Health.’'  The  6-hour  range 
in  my  office  laboratory  lies  between  4 percent 
and  1 8 percent. 


TABLE 

1. — 24-Hour  Radioiodine  Uptake 

1959-60 

1969 

Birmingham’-® 

North-central 

....  28.6%  ± 6.5% 

15.4% 

6.8% 

California*  . . 

* - - r 

15.57% 

± 

4.49% 

San  Diego*  . . . 

, . . .26.0  % ± 7.0% 

18.7% 

± 

5.9% 
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If  10  percent  is  used  as  the  lower  limit  of  nor- 
mal, there  remains  room  for  abnormally  low  re- 
sults to  make  the  physician  suspect  hypothyroid- 
ism. At  the  upper  end  of  the  scale  we  have  seen 
and  may  expect  to  continue  to  see  patients  suffer- 
ing from  true  hyperthyroidism  with  24-hour  values 
lying  between  30  percent  and  45  percent. 

Gilbert  Greenspan,  M.D. 

San  Dtego 
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THE  VALUE  OF  CULTURES  IN  SORE  THROAT 

“The  great  advantage  of  a throat  culture  in  the  child  with  a sore  throat  is  that  it 
points  up  the  epidemiology  of  the  community  situation,  especially  by  season.  If 
it’s  summer  and  you  see  a sore  throat  that’s  exudative  and  get  a couple  of  negative 
cultures  in  succession,  you  can  be  quite  sure  you’re  deahng  with  a nonstreptococcal 
enterovirus  or  one  of  the  unidentified  causes  of  nonstreptococcal  exudative  pharyn- 
gitis. All  you  need  in  the  summer  is  a few  negative  cultures  to  give  you  confidence 
that  the  community  is  having  a little  epidemic  of  viral  pharyngitis  due  to  an  exu- 
date-producing strain. 

“Similarly,  if  it’s  late  fall  and  you  get  several  positive  cultures  in  a row  of 
Group  A streptococcus,  even  a red  throat  is  going  to  be  highly  suspect. 

“If  you  don’t  have  throat  culture  facilities  immediately  available,  you  can 
send  them  in  to  the  state  health  laboratory.  If  you  send  a few  cultures  in  and  they 
come  back  positive,  you  get  a very  strong  impression  of  what  you’re  deahng  with 
in  the  community  at  that  time.  So  a few  cultures  will  give  you  a huge  educated 
guess.  ...  I can’t  see  any  great  excuse  for  not  knowing  the  epidemiology  of  the 
sore  throat  you’re  handling.” 

— Gene  H.  Stollerman,  M.D.,  Memphis 
Extracted  from  Audio-Digest  Internal  Medi- 
cine, Vol.  16,  No.  4,  in  the  Audio-Digest  Foun- 
dation’s subscription  series  of  tape-recorded 
programs. 
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LETTERS  to  the  Editor 


On  Quick  Test  Uses 

To  the  Editor:  It  is  gratifying  to  note  that  Perk- 
ins and  Biben  in  their  paper  (Calif  Med  112:1-7, 
Mar  1970)  on  long-term  anticoagulants  felt  justi- 
fied to  comment:  “The  results  indicate  no  benefit 
from  supplementation  of  the  Quick  tests  by  any 
of  these  other  procedures.  It  suggested  that  the 
Quick  test  uniformly  performed,  using  a standard 
thromboplastin,  would  be  the  procedure  of 
choice.’'  It  is  difficult  to  understand,  however, 
one  of  their  statements:  “The  data  obtained  with 
the  study  indicate  that,  for  aU  of  its  defects,  the 
Quick  prothrombin  time  method  remains  a satis- 
factory technique  for  control  of  anticoagulant 
therapy  . . .“ 

It  should  be  greatly  appreciated  if  the  authors 
would  enlighten  me  as  to  what  these  defects  could 
be.  To  be  sure,  the  one-stage  method  is  not  a 
specific,  quantitative  measure  of  prothrombin,  ex- 
cept in  uncomplicated  hypoprothrombinemia.  In 
oral  anticoagulant  therapy  the  one-stage  test  is 
mainly  a measure  of  Factor  \TI  depletion,  pro- 
vided a thromboplastin  reagent  is  employed  which 
is  devoid  of  Factor  \TI  as  an  im.purity.  The  re- 
agent, acetone-dehydrated  rabbit  brain,  which  I de- 
veloped in  1938,  is  probably  the  most  trustworthy 
reagent  available  for  coagulation  studies.  It  is  not 
only  free  of  all  components  of  the  prothrombin 
complex  but  it  has  remarkably  high  and  uniform 
activity  and  great  stability.  Material  prepared  and 
sealed  in  vacuum  in  1938  still  gives  a 12  second 
prothrombin  time  with  normal  human  plasma.  Be- 
cause of  its  great  sensitivity  to  lack  of  Factor  \TI. 
it  has  proved  to  be  the  only  satisfactory  means  to 
measure  Factor  \ II  in  plasma,  which,  although  it 
is  not  required  for  intrinsic  clotting,  is  needed  in 
hemostasis  and  its  deficiency  may  result  in  severe 
bleeding.  Even  though  the  vogue  of  anticoagulant 
therapy  may  pass,  the  one-stage  prothrombin  time 
and  its  companion  test,  the  prothrombin  consump- 


tion time,  are  likely  to  remain  as  key  tests  in  the 
diagnosis  of  coagulation  defects.  Acetone-dehy- 
drated rabbit  brain  will  probably  endure  as  the 
reagent  of  choice. 

The  prothrombin  consumption  test  is  equally  as 
basic  a qualitative  coagulation  test  as  the  one- 
stage  prothrombin  time.  It  seems  puzzling,  there- 
fore, that  in  the  Medical  Staff  Conference  on  Dif- 
ferential Diagnosis  of  Platelet  Dysfunction  (ibid., 
pg.  66 ) , no  mention  was  made  of  this  test  for  the 
detection  and  the  diagnosis  of  thrombopathy.  Just 
as  the  prothrombin  time  is  sensitive  and  definitive 
for  the  vitamin  K-dependent  prothrombin  com- 
plex factors,  so  is  the  prothrombin  consumption 
test  sensitive  to  Factors  VUI  and  IX  and  to  the 
platelet  clotting  factor. 

Armand  J.  Quick,  M.D. 

Hemostasis  Research  Laboratory 

Marquette  School  of  Medicine,  Inc. 

Milwaukee,  Wisconsin 


1.  Quick  AJ:  Bleeding  Problems  in  Qinical  Medicine,  Philadelphia, 
WB  Saunders  Co,  1970 

The  Authors  Reply 

To  the  Editor:  I am  in  full  agreement  with  the 
statements  in  Dr.  Quick’s  letter  and  am  happy  to 
have  occasion  to  pay  tribute  to  the  importance  of 
his  pioneer  observations.  Qur  comment  regarding 
the  defects  of  the  Quick  prothrombin  time  method 
was  directed  at  the  points  outlined  in  his  letter.  The 
test  is  a useful  and  most  necessary  technique  for 
detecting  deficiencies  of  factors  II,  V,  \TI,  X and 
fibrinogen.  It  is  more  sensitive  to  deficiencies  of 
some  of  these  factors  than  others.  In  terms  of  its 
use  in  monitoring  patients  on  oral  anticoagulant 
therapy,  it  almost  entirely  reflects  changes  in 
factor  \TI  in  the  first  day  or  two;  with  long- 
term therapy,  the  correlation  between  Quick  pro- 
thrombin times  and  individual  clotting  factor  levels 
is  somewhat  different,  as  outlined  in  our  paper. 
The  Quick  test  is  affected  by  factor  V (which  is 
not  depressed  by  oral  anticoagulant  therapy)  but 
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not  by  factor  IX  (which  is).  I think  it  fair  to  call 
these  “defects”  of  the  test  in  terms  of  monitoring 
the  patient  on  oral  anticoagulant  therapy,  but  I 
conclude,  with  Dr.  Quick,  that  it  is  the  procedure 
of  choice. 

I am  also  in  agreement  with  Dr.  Quick  as  to 
the  usefulness  of  the  prothrombin  consumption 
test  to  detect  platelet  dysfunction,  although  I pre- 
fer a modification  of  his  technique  for  this  purpose. 

We  do  a specific  assay  for  factor  II  (prothrom- 
bin) in  plasma  and  serum.  Abnormal  consump- 
tion of  prothrombin  is  confirmed  to  be  caused  by 
a platelet  defect  when  normal  results  are  obtained 
in  a duplicate  tube  in  which  blood  has  clotted  in 
the  presence  of  an  optimal  amount  of  cephalin,  a 
platelet  substitute. 

Dr.  Sahud’s  discussion  of  platelet  function  tests 
concerned  newer  knowledge  about  platelet  plug 
formation  and  did  not  discuss  in  any  detail  the 
other  role  of  platelets  in  hemostasis,  the  provision 
of  phospholipid  (platelet  factor  3)  for  coagula- 
tion. Dr.  Sahud  did  point  out  that  platelet  factor 
3 availability  could  be  impaired  in  qualitative 
platelet  defects.  Dr.  Quick  is  quite  correct  in  point- 
ing out  that  a test  for  platelet  factor  3 is  a neces- 
sary part  of  a study  of  qualitative  platelet  activity. 

Herbert  A.  Perkins,  M.D. 

Director  of  Research 

Irwin  Memorial  Blood  Bank  of  the 

San  Francisco  Medical  Society 


To  the  Editor:  Dr.  Quick  states  that  the  pro- 
thrombin consumption  test  is  sensitive  for  the 
detection  of  the  platelet  clotting  factor.  We  have 
performed  the  prothrombin  consumption  test  on 
all  cases  of  platelet  dysfunction.  In  the  three 
cases  of  macrothrombopathia  we  have  studied, 
the  prothrombin  consumption  test  was  abnormal 
as  well  as  other  tests  of  platelet  factor  3 avail- 
ability. However,  in  five  of  seven  patients  with 
normal  size  platelets  who  have  a primary  platelet 
disorder  as  previously  described,'  prothrombin 
consumption  (as  measured  by  a standard  meth- 
od^) was  normal  whereas  platelet  factor  3 avail- 
ability by  the  kaolin  method^  was  clearly  ab- 
normal. 

It  may  be  that  the  prothrombin  consumption 
test  measures  a different  aspect  of  platelet  pro- 
coagulant activity  than  the  kaolin  method.  In  any 


event,  the  prothrombin  consumption  test  in  the 
platelet  disorders  with  defective  collagen-induced 
aggregation  and  normal  platelet  size  has  been  less 
sensitive  in  our  hands. 

Mervyn  a.  Sahud,  M.D. 

Hematology  Research  Laboratory 

Children’s  Hospital  of  San  Francisco 

1.  Differential  diagnosis  of  platelet  dysfunction  {Medical  Staff  Con- 
ference, Sahud  MA,  Chief  Discussant).  Calif  Med  112:66,  Mar  1970 

2.  Cartwright  GE:  Diagnostic  Laboratory  Hematology,  Fourth  Edi- 
tion, New  York  City,  Grune  and  Stratton,  1968,  p-380 

3.  Hardisty  RM,  Hutton  RA:  Kaolin  clotting  time  of  platelet-rich 
plasma:  Test  of  platelet  factor  3 availability.  Brit  I Haemat  11:258- 
268,  1965 


Fads,  Facts,  Fundamentals 

To  the  Editor:  Whoever  wrote  the  editorial 
about  “Costly  Myths  in  Medicine”  [Calif  Med 
112:81-82,  Mar  1970],  said  exactly  what  I have 
felt  needed  to  be  said  for  a long,  long  time.  Let’s 
have  more  of  the  same  instead  of  the  completely 
unopposed  and  discussed  idiotic  ideas  of  current 
fads  and  fancies  with  a complete  neglect  of  facts 
and  fundamentals. 

How  about  a column  where  some  of  us  could 
write  in  and  point  out  some  of  these  things  once 
in  awhile? 

Christopher  A.  Mason,  M.D. 

Los  Angeles 

How  about  this  column? — Editor 


Amniocentesis  Registry 

To  the  Editor:  Recently  there  have  been  two 
editorials,  one  in  the  March  12  issue  of  New 
England  Journal  of  Medicine  by  Dr.  John  Little- 
field, and  the  other  in  the  February  issue  of 
Archives  of  Environmental  Health  by  Dr.  Robert 
Cooke,  as  well  as  a Medical  Progress  article  in  the 
February  issue  of  California  Medicine  on  re- 
cent advances  in  intrauterine  diagnosis  for  chromo- 
somal and  metabolic  disorders.  There  are  a large 
number  of  such  inborn  errors  of  metabolism  which 
can  be  diagnosed  by  amniocentesis.  Each  requires 
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special  procedures  and  techniques,  so  that  no 
single  center  can  be  expected  to  be  fully  proficient 
to  perform  all  possible  tests.  The  first  two  gentle- 
men pointed  out  the  need  for  establishing  a direc- 
tory or  registry  of  centers  identified  with  the  pro- 
cedure or  disorders  they  are  competent  to  under- 
take. We  have  had  the  same  concern  and  indeed 
decided  to  establish  a registry  of  amniocentesis  ca- 
pabilities in  the  Western  States.  A survey  was  con- 
ducted of  Centers  and  investigators  wishing  to 
participate  in  a collaborative  effort  to  pool  amnio- 
centesis resources  were  invited  to  submit  a list  of 
the  capabilities  of  their  group.  An  essentially 
unedited  compilation  was  made.  The  “Western 
States  Amniocentesis  Registry”  which  evolved 
contains  a listing  by  Center  and  investigator  iden- 


tified with  cytogenetic  or  biochemical  capabilities 
and  contact  addresses  and  telephone  numbers. 
At  this  writing,  the  Registry  has  just  been  com- 
pleted and  is  being  distributed  to  the  participants. 
Since  additional  procedures  are  being  tested  and 
new  capabilities  will  be  acquired,  an  updated 
master  file  will  be  maintained  at  Pacific  State 
Hospital. 

We  believe  that  it  would  be  propitious  to  make 
an  announcement  in  your  organ  that  such  a list 
now  exists  and  suggest  that  those  who  may  have 
occasion  to  avail  themselves  of  the  services  should 
contact  this  laboratory. 

Hayato  Kihara,  Ph.D. 

Chief  Research  Biochemist 
Pacific  State  Hospital 
Pomona,  Ca  91766 


“PSYCHIC  ANESTHESIA”  IN  OBSTETRICS 

As  an  anesthetist,  what  do  you  do  when  the  obstetrician  tells  you  to  put  a woman 
to  sleep  who  has  just  eaten  a half  hour  ago? 

“Don’t  stop  to  argue.  When  you  run  into  a delivery  room  and  the  patient  is 
crowning,  you  don’t  ask  questions.  You  don’t  have  time  to  do  an  epidural;  you 
haven’t  got  time  for  a caudal;  you  haven’t  got  time  for  a spinal.  . . . There  is  a very 
good  way  to  handle  this.  ...  You  dash  in,  grab  the  mask,  clap  it  on  her  face,  turn 
on  the  oxygen,  and  say,  ‘Lady,  take  deep  breaths;  it  will  ease  the  pain.’  She  does 
take  deep  breaths  of  oxygen;  the  pain  goes  away;  the  baby  comes  out;  everybody 
is  happy;  and  all  she  has  gotten  is  oxygen. 

“The  importance  of  suggestion  in  this  situation  is  very  great,  indeed.  The 
patient  doesn’t  need  an  analgesic  because  what  we’re  doing  is  conducting  instant 
hypnosis.  You  put  the  mask  on  her  face;  a cold  freeze  blows  on  her;  you  say,  ‘Take 
deep  breaths’;  you  get  the  hyperventilation  phenomenon  plus  the  suggestion;  and 
the  patient  almost  invariably  says,  ‘Doctor,  I don’t  know  what  I would  have  done 
if  you  hadn’t  come  along  with  that  mask  to  help  me  out.’  I think  this  really  solves 
a very  important  problem.” 

— Jay  J.  Jacoby,  M.D.,  Philadelphia 
Extracted  from  Audio-Digest  Obstetrics  and 
Gynecology,  Vol.  16,  No.  5,  in  the  Audio-Di- 
gest Foundation’s  subscription  series  of  tape- 
recorded  programs. 
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Information 

Tetralogy  of  Fallot 

James  R.  Malm,  M.D. 

Material  Supplied  by  the  American  Heart  Association 

Tetralogy  of  Fallot  is  a totally  correctible 
cardiac  anomaly  accotmting  for  30  percent  of  all 
cyanotic  heart  disease  in  infants  and  previously 
associated  with  a 25  percent  mortality  in  the  first 
year  of  life.  While  the  original  anatomic  descrip- 
tion of  this  defect  included  dextroposition  of  the 
aorta  and  right  ventricular  hypertrophy,  these 
phenomena  are  secondary  to  the  basic  abnormali- 
ties, namely  a large  ventricular  septal  defect  and 
severe  outflow  tract  obstruction  from  the  right 
ventricle.  The  hemodynamic  result  is  shunting  of 
systemic  venous  blood  across  the  septal  defect  to 
the  left  ventricle  resulting  in  peripheral  cyanosis 
and  reduced  pulmonary  blood  flow.  The  degree 
of  outflow  obstruction  is  dynamic,  varying  with  the 
infant’s  level  of  activity  or  excitement;  thus  the 
level  of  cyanosis  may  change  decidedly  from  mo- 
ment to  moment. 

Cyanosis  in  an  infant  is  an  indication  for  com- 
plete diagnostic  studies  including  cardiac  catheteri- 
zation and  angiography.  Catheterization  at  this  age 
is  safe  and  by  the  results  one  may  establish  an 
anatomic  diagnosis,  providing  clear  guides  for 
futme  management.  Life-threatening  syncopal 
episodes,  secondary  to  cerebral  hypoxia,  or  other 
signs  of  severe  reduction  in  pulmonary  blood  flow 
are  an  indication  for  a palliative  systemic  to  pul- 
monary artery  shunt.  The  recent  use  of  anasto- 
mosis of  the  right  pulmonary  artery  to  ascending 
aorta  has  provided  excellent  increase  in  pulmonary 
blood  flow,  although  the  procedure  is  associated 
with  a significant  mortality  in  infants  below  six 


The  author  is  Professor  of  Clinical  Surgery,  Columbia  University, 
The  Atchley  Pavilion,  New  York  City. 


months  of  age.  Cyanosis,  exertional  dyspnea  and 
squatting  may  not  appear  until  the  child’s  demands 
for  oxygen  increase  as  he  begins  to  walk.  A shunt- 
ing procedure  is  recommended  for  symptomatic 
toddlers  and  children  under  four  years  of  age  to 
relieve  symptoms,  to  permit  normal  growth  and 
development  until  the  patient  reaches  the  age  at 
which  total  correction  can  be  carried  out  with  a 
low  mortality.  We  recommend  carrying  out  total 
correction  on  any  symptomatic  child  over  the  age 
of  four  years,  whether  or  not  a shunting  operation 
was  done  previously.  Elective  total  correction  of 
the  anomaly  is  indicated  in  the  relatively  asympto- 
matic child  between  the  ages  of  seven  and  ten 
years.  The  effectiveness  of  the  palliative  shunts 
decreases  in  60  percent  of  patients  as  the  oxygen 
demands  increase  with  age,  and  endocarditis  de- 
velops at  the  site  of  the  surgically  created  ductus 
in  7 percent  of  cases.  All  patients  with  functioning 
shunts  should  be  reevaluated  for  total  correction 
before  age  15. 

Total  correction  of  this  anomaly  requires  closure 
of  the  ventricular  septal  defect,  relief  of  the  out- 
flow tract  obstruction  of  the  right  ventricle,  and 
ligation  of  any  existing  previously  constructed 
shunt.  The  correction  can  be  carried  out  with  a 
mortality  of  less  than  10  percent  and  the  postopera- 
tive course  is  directly  affected  by  the  completeness 
of  the  surgical  repair.  When  a complete  repair  has 
been  carried  out  the  postoperative  course  is  benign, 
without  evidence  of  cardiac  failure  or  pulmonary 
complications.  Correction  is  sometimes  limited  by 
the  presence  of  multiple  small  septal  defects  or  an 
extreme  degree  of  narrowing,  even  hypoplasia,  of 
the  outflow  tract  of  the  right  ventricle.  When  the 
outflow  tract  is  decidedly  narrowed,  an  outflow 
tract  patch  or  gusset  is  required  to  increase  the 
size  of  the  pulmonary  annulus.  This  patch  results 
in  pulmonary  valvular  insufficiency  and  is  usually 
associated  with  moderate  to  severe  degrees  of 
right  heart  failure  during  the  first  two  to  three 
weeks  after  operation.  Digitalization  is  required 
for  two  to  three  months,  but  no  cardiac  limitations 
have  been  noted  in  long-term  follow-up.  An  ex- 
treme form  of  the  anomaly  is  complete  absence  of 
the  pulmonary  artery.  Defects  of  this  type  can  now 
be  repaired  by  using  a preserved  human  aortic 
homograft  as  a conduit  between  the  right  ventricu- 
lar outflow  tract  and  the  main  pulmonary  artery. 
This  provides  a graft  with  aortic  valves  functioning 
at  the  pulmonary  valve  level,  avoiding  a pro- 
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nounced  degree  of  pulmonary  valvular  insufficien- 
cy. These  grafts  have  improved  the  immediate 
postoperative  management  of  these  patients. 

The  late  postoperative  results  have  been  dra- 
matic. After  correction  of  the  defect,  patients  have 
normal  exercise  tolerance  and  no  evidence  of 
cyanosis.  In  our  own  series  postoperative  cathe- 
terization data  suggests  that  over  90  percent  of 


the  patients  have  normal  or  nearly  normal  post- 
operative hemodynamics.  In  addition,  late  hemo- 
dynamic studies  with  exercise  demonstrate  that 
these  patients  have  a normal  response  in  cardiac 
output  to  exercise.  We  feel  that  these  postopera- 
tive studies  and  the  maintenance  of  excellent 
hemodynamics  in  a follow-up  period  suggest  that 
longterm  outlook  is  excellent  for  these  patients. 


PREPARING  THE  CHILD  FOR  SURGICAL  OPERATION 
“In  our  intensive  care  areas,  there  are  more  and  more  monitors,  various  types  of 
oscilloscopes,  and  instruments  used  for  recording  various  physiologic  reactions 
to  surgery.  I would  like  to  mention  that  two  twin  oscilloscopes  have  a decided 
resemblance  to  many  of  the  robot  monsters  on  television.  I have  had  more  than 
one  child  say  that  the  machine’s  ‘eye’  was  looking  down  to  find  out  exactly  what 
he  was  doing  while  he  was  in  the  intensive  care  area.  I think  these  represent  con- 
siderable threats,  not  only  to  children  but  to  parents. 

“Our  policy  is  to  show  the  child  one  of  these  monitors,  give  him  a chance 
to  look  at  it.  touch  it,  talk  to  it  if  he  wishes,  and  feel  his  way  around  before  he 
has  his  surgery.  . . . Parenthetically,  we  also  bring  the  parents  into  this  environ- 
ment before  the  surgery,  if  we  possibly  can,  so  that  they  will  not  be  concerned 
about  the  various  instruments. 

“Another  concern  of  children  is  the  oxygen  tent.  This  is  particularly  applica- 
ble to  the  cardiovascular  and  thoracic  patient.  An  opportunity  to  climb  into  a tent 
beforehand  and  to  get  his  mother  to  put  her  head  in  can  be  a very  satisfying  ex- 
perience for  the  child  in  terms  of  realizing  that  it  does  not  constitute  a threat. 
The  last  time  he  heard  about  an  oxygen  tent  was  when  his  grandmother  in  con- 
gestive heart  failure  died  in  one.  Therefore  it’s  of  considerable  consequence  to 
see  that  this  can  be  just  one  of  the  playthings  present  in  the  intensive  care  area.” 

— J.  Alex  Heller,  Jr.,  M.D.,  Baltimore 
Extracted  from  Audio-Digest  Surgery’,  Vol.  16, 
No.  3,  in  the  Audio-Digest  Foundation’s  sub- 
scription series  of  tape-recorded  programs. 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  ar  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increosed  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 
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Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,'"^  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’"" 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions;  The  usual  precau- 
tions for  topicol  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
obsorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

Refeiences:  1.  Gordner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.!  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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FREE  CLINICAL  SUPPLY 


PLASTIPAK 

INSULIN  SYRINGE/NEEDLE  UNITS 


B-D 


Send  samples  to: 
Name 


(Physician  s Signature 


Address 


State 


ow  you  can  lower  the  risk  of 
nsulin  error  when  your  patient  is 
home . . . and  alone 


B-D 


SINGLE-USE 


8401 


PLASTIPAK 

INSULIN  SYRINGE/NEEDLE  UNIT 

as  specific  as  insulin  itself 


RED  CAP  u40 


8406 


GREEN  CAP  u80 


Postage 
will  be  paid 
by 

Addressee 


No 

postage  stamp 
necessary 
if  mailed  in  the 
United  States 


BUSINESS  REPLY  MAIL 

First  Class  Permit  No.  134,  Fairview,  N.J. 


Becton-Dickinson  and  Company 
Consumer  Products  Division 
P.O.  Box  183 

Fairview,  New  Jersey  07022 


Clip  coupon  on  dotted  line  . . . fill  out  other  side 
send  for  physician’s  free  samples 


THE  LEADING  MANUFACTURER 
OF  INSULIN  SYRINGES 


BECTON,  DICKINSON  AND  COMPANY 
RUTHERFORD,  NEW  JERSEY  07070 


color-coded  caps  and  numbers- 
red  for  U40,  green  for  U80 


easy-to-hold,  easy-to-handle— 
even  for  child  diabetics  \with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable- 
sturdy  from  tip  to  top 

single-scale 

PLASTIPAK 
insulin  syringe 
needle  units 
eliminate 
the  hazard 
of  reading 
the  wrong 


presterilized— consistently 
dependable,  and  sterility  is 
assured  until  cap  Is  opened 


the  sharpest  needle  your  patient 
can  buy— far  sharper  than  any 
reusable  needle 


integral  cannula  reduces  air 
bubbles 

the  first 
insulin  syringe 
so  low  in  cost 
your  patient 
can  use 
a new  one 
every  time 


scale 


low  cost— barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  . . . 
about  as  low  as  a cup  of  coffee 


its  single-scale-U40  or  U80— 
minimizes  the  risk  of  measure- 
ment errors.  Your  patient  can’t 
read  the  wrong  scale. 


big  numbers,  wide  spaces  for 
easy  reading 


BECTON  m 
DICKINSON 

Consumer  Products  Division 
Becton,  Dickinson  and  Company 
Rutherford,  New  Jersey  07070 


U40 


P 

U80 


Supplied:  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 


WASHINGTON 


Washington  State  Medical  Association— n.e.  ravenna  blvd.,  seattu,  woshington  98ns 

PRESIDENT  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  J.  Wolfred  Wallen,  M.D.,  Burlington 
EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting  September  20-23,  1970,  Spokane 


Pack  Forest  1970 


For  the  eighth  consecutive  spring,  a joint  WSMA — 
UWSM  retreat  took  place  on  the  11th  and  12th  of 
April  at  the  University’s  experimental  Pack  Forest 
Camp  on  the  side  of  Mt.  Rainier.  Intended  to  serve 
as  a forum  for  discussing  our  common  problems  and 
“hopefully  abolishing  some  of  them,”  this  series  of 
informal  gatherings  has  established  a pattern  of  idea 
and  information  exchange  unequaled  elsewhere  in 
the  nation.  This  years  topic — “Regionalization  of 
Medical  Education” — seemed  particularly  timely.  In 
the  jargon  of  the  times,  it  certainly  was  relevant. 

Joining  the  assemblage  of  almost  100  practitioners, 
faculty  members,  public  health  officers,  hospital 
administrators,  residents  and  medical  students  were 
not  only  two  distinguished  speakers — James  Dennis, 
Vice  President  for  Medical  Affairs  at  the  University 
of  Oklahoma,  and  George  Lukemeyer,  Associate 
Dean  at  the  University  of  Indiana — but  also  Congress- 
man Tom  Foley  of  Washington’s  5th  Congressional 
District  and  Idaho’s  State  Senator  Fred  Ragley. 
Moreover,  invitations  were  also  extended  to  our  pro- 
fessional conferees  from  Idaho,  Alaska,  Montana,  and 
Oregon  since  the  subject  was  so  pertinent  to  all. 

Arriving  with  sleeping  bags  in  hand,  the  attendees 
enjoyed  a “light”  luncheon  before  convening  for  the 
opening  session.  A mild  drizzle  hampered  the  custom- 
ary athletic  activities — conceivably  to  the  good  for- 
tune of  all  concerned,  for  no  legs  were  broken  this 
year.  Moreover,  it  permitted  the  group  to  study  two 
charts  prepared  especially  for  the  meeting.  They  gave 
graphic  representation  to  the  points  of  origin  of 
students  currently  at  the  University  of  Washington’s 
School  of  Medicine  as  well  as  points  of  location  of 
our  alumni — medical  students  plus  the  resident 
staff.  Table  I ennumerates  some  details  of  alumni 
habitats. 

Called  to  order  and  welcomed  by  the  Medical 


School’s  new  Dean,  Bob  Van  Citters  plus  reinforce- 
ment by  this  year’s  WSMA  President,  Bob  Parker, 
the  initial  session  heard  Jim  Dennis  present  a strong 
case  for  looking  at  regionalization  of  education  in 
terms  of  regionalization  of  the  health  care  itself. 
Concerned  that  changes  in  the  status  quo  of  medi- 
cal education  or  of  medical  practice  occur  only  when 
the  profession  is  very  enlightened  or  very  frightened. 
Dr.  Dennis  delved  briefly  into  the  witchdoctor  origins 
of  our  present  physicians.  He  pointed  out  that  since 
the  arrival  of  specialization  it  has  become  increasing- 
ly difficult,  on  the  one  hand,  to  deliver  so-called 

TABLE  1 

Current  Location  of  University  of  Washington 
“Graduates” 

Medical  Students  Resident  Staff* 


Washington  542  576 

Alaska  12  3 

Montana  6 12 

Idaho  13  9 

Oregon  56  29 

Other  487  721 

Total  1,116  1,350 


"not  corrected  for  duplications 

primary  care  while  on  the  other,  trying  to  educate 
students  for  such  service.  Thus,  any  regionalized 
education  program  must  blend  itself  intimately  with 
the  problems  to  be  solved  by  the  health  care  system. 

Outlining  his  “Mortimer  Sneard  Concept”  of  medi- 
cal care.  Dr.  Dennis  demonstrated  that  his  solution 
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From  left  to  right,  Dave  Barton,  Director  of  Medical  Education,  Mountain  States 
Regional  Medical  Program,  Boise,  August  G.  Swanson.  Associate  Dean  UWSM,  Repre- 
sentative Tom  S.  Foley,  Fifth  District,  Washington,  John  N.  Lein,  Associate  Dean  UWSM, 
Frederick  R.  Bagley.  Idaho  State  Senator  from  Ada  County.  Robert  C.  Davidson, 
Associate  Director  UWSM. 


to  both  care  and  education  is  focusing  on  where  the 
problem  is — at  the  point  of  sickness.  Looking  at  our 
region,  he  challenged  the  assemblage  to  respond  by 
providing  a program  that  would  avoid  professional 
isolation,  assure  appeal  to  physicians  and  their 
wives — while  not  adding  additional  costs  to  those  of 
our  current  programs.  He  then  outlined  Oklahoma’s 
approach  of  arranging  and  staffing  a clinic  group  far 
distant  to  the  University’s  campus — at  a cost  of  less 
than  one  third  of  the  construction  of  a totally  in- 
adequate Hill  Burton  Hospital.  Spread  throughout 
states,  such  units  would  go  far  toward  overcoming 
both  education  and  care  programs  the  country  over. 

At  this  point  Associate  Dean  Swanson  (“Gus”  to 
everyone  present)  took  the  podium  to  elaborate  on 
the  “WAMI”  (Washington,  Alaska,  Montana,  Idaho) 
concept  of  medical  education.  He  called  for  a series 
of  “micro  academic  units”  to  be  scattered  throughout 
the  region  with  a significant  element  of  financial  sup- 
port from  the  health  education  dollar.  As  outlined, 
these  collaborative  units  would  provide  the  familv 
physicians  exposure  currently  unavailable  at  the 
large  hospital.  To  Gus’  mind,  potentials  for  effective 
decentralization  of  undergraduate  medical  educa- 
tion are  made  all  the  stronger  bv  the  recent  adoption 
of  our  core  curriculum  and  its  elective  possibilities. 


Moreover,  such  a program  has  already  been  active 
for  house  staff. 

In  response  to  these  suggestions,  Gongressman 
Foley  provided  the  audience  with  highlights  of  what 
is  going  on  on  the  Washington  seene.  Leveling  with 
us,  he  reviewed  the  current  health  expenditure  ($60 
billion)  and  the  federal  contribution  of  more  than 
$20  billion.  Such  would  seem,  in  the  light  of  the  im- 
pending bankruptcy  of  Part  A of  Medicare  and  the 
skyrocketing  costs  of  Part  B,  to  demand  some  re- 
analysis. Ghange  must  be  instituted  and  directed 
at  controling  costs.  Contrary  to  what  might  be  con- 
strued as  the  average  American,  Congressman  Foley 
described  him  as  42  years  old,  white,  middle  socio- 
economic-educational  class,  and  concerned  with  the 
tax  bite  on  himself  as  an  individual.  It  is  he  who  will 
insist  on  avoiding  needless  duplication  of  health  re- 
sources; it  is  he  who  will  push  for  avoiding  over- 
training; it  is  he  who  is  pushing  for  amalgamating 
such  planning  agencies  as  Regional  Medical  Program 
and  Comprehensive  Health  Planning.  All  aim  at  pro- 
viding better  but  less  expensive  health  care. 

Idaho’s  Senator  Bagley  stressed  that  many  health 
professionals  fail  to  keep  the  body  politic  adequately 
informed — especially  ahead  of  time — about  what  is 
happening  on  the  biomedical  scene.  Controversies 
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are  not  shared  with  them;  legislators  end  up  under- 
informed. Legislators  need  and  must  become  better 
informed;  practitioners  and  faculty  members  ought 
to  strive  to  insure  that  they  do.  Idaho  is  optimistic 
that  the  addition  of  a physician  to  their  State  Board 
of  Regents  will  go  far  in  overcoming  this  deficit.  At 
the  same  time,  he  will  be  in  an  ideal  position  to  en- 
courage development  of  regional  cooperative  ar- 
rangements in  medical  education — as  has  already 
been  begun  under  the  aegis  of  the  Mountain  States 
Regional  Medical  Program. 

Immediately  thereafter,  Dick  Smith  and  Gerry 
Bassett  reported  to  the  group  the  now  quite  familiar, 
innovative  MEDEX  program.  Here  returning  military 
corpsmen  are  retrained,  both  within  the  university 
and  within  practice  situations,  to  relieve  the  general 
and  rural  physician  of  many  tasks  he  can  delegate  to 
them.  Currently,  15  such  individuals  are  scattered 
throughout  the  state.  Their  success  in  carrying  out 
delegated  tasks  and  increasing  the  effectiveness  of 
their  supervising  physicians  has  been  remarkable 
and  certainly  more  than  dreamed  of  by  many  who 
conceived  the  program.  The  entire  process  calls  for 
new  approaches  to  disseminate  medical  services  to 
both  rural  and  urban  areas  in  need.  But  here  in 
MEDEX  we  had  a real  breakthrough. 

Adjourning  to  a liquid  refreshment  table,  dis- 
cussion followed — hot  and  heavy.  So  many  had  found 
Congressman  Foley’s  message  of  import  that  he  was 
asked — in  a last  minute  change  of  program — simply 
to  field  questions  following  dinner.  This  he  did  with 
aplomb  for  more  than  an  hour.  Each  and  every  at- 
tendee at  that  session  left  with  an  appreciation  for 
the  competencies  and  problems  of  our  elected  politi- 
cal representatives.  It  was  a rare  treat  indeed.  And 
it  was  followed  by  another  treat  as  Assistant  Dean 
Roy  Schwarz  presented  a pictorial  panorama  through- 
out the  colleges  and  country  of  the  Pacific  Northwest, 
describing  the  spawning  grounds  of  future  medical 
students  and  our  recruitment  and  admissions  process. 
At  his  conclusion,  many  in  the  audience  experienced 
an  awakened  feeling  of  wanting  to  return  to  the  good 
old  medical  student  days. 

Discussion  continued  well  into  the  night.  Arising 
after  a snore-filled  somnolence,  the  attendees  were 
treated  to  the  pi^ce  de  resistance  as  George  Luk- 
meyer  outlined  the  now  famous  Indiana  plan.  The 
state  of  Indiana,  confronted  by  a doctor  drain,  de- 
cided to  do  something  about  it.  Methodically  it 
anaylzed  its  situation  and  uncovered  its  shortcomings. 
Primary  was  its  woefully  inadequate  training  grounds 
for  house  staff.  Secondary  was  its  tight  and  rigid  cur- 
riculum in  the  face  of  a very  large  student  body  all 
in  one  location.  As  a consequence,  beginning  in  1966, 
the  curriculum  was  revised  and  the  legislature 
created  a Medical  Education  Board  that  received 
$2.5  to  $3  million  per  year  to  subsidize  the  training 
of  interns  and  residents  in  community  hospitals 


scattered  throughout  the  state.  As  of  today,  under- 
graduate students  enrolling  in  the  School  of  Medi- 
cine may  be  located  at  any  one  of  seven  universities 
in  Indiana  for  their  first  year.  After  transferring  to 
the  Indianapolis  campus  for  the  next  two  years,  they 
again  are  dispersed  to  hospitals  based  throughout  the 
state — where  university  faculty,  paid  by  state  funds, 
are  located  to  supervise  the  clinical  teaching  and 
training  programs.  In  this  way  the  State  University 
copes  with  an  entering  class  of  250  students  and  a 
rapidly  increasing  commitment  to  house  staff  educa- 
tion. Basic  to  this  evolution  has  been  a development 
of  a medical  communication  network  throughout 
the  state  dependent  on  a library  system,  a network  of 
telephone  communications,  plus  radio  and  television. 
Committed  to  an  intellectually  sound  but  maximally 
economic  program,  the  school  has  not  only  made  an 
impact  on  undergraduate  and  house  staff  education, 
but  upgraded  continuing  education  as  well. 

As  might  well  be  expected,  enthusiastic  discussion 
and  comment  followed.  Idaho’s  Ted  Fox,  Al  Popma, 
and  Dave  Barton  expressed  strong  support  for  the 
evolution  of  a comparable  program  here  in  the  Pacific 
Northwest.  Spokane’s  Bob  Heskett,  Harry  Wheeler, 
and  Jerry  Lahey  all  agreed  that  the  existent  relation- 
ship between  Spokane’s  medical  community  and  the 
university  could  represent  a prototype  arrangement 
for  emulation  throughout  the  region.  Gerry  Oppen- 
heimer,  of  the  Pacific  Northwest  Regional  Health 
Sciences  Library,  detailed  succinctly  our  already 
existent  communication  network  and  the  need  for 
still  better  programs. 

Unlike  previous  meetings,  this  session  adjourned 
with  a commitment  of  all  attendees  not  simply  to 
return  home,  but  to  return  home  to  implement 
change.  An  onus  is  on  the  Medical  School  to  convert 
the  “WAMI  concept”  into  a formal  proposal  to  be 
shared  with  practitioners  throughout  the  region. 
The  onus  is  on  our  State  Medical  Association — and 
those  of  our  sister  states — to  organize  its  own  ideas 
and  respond  quickly  and  constructively  to  and  with 
proposals  about  how  medical  education — at  the 
undergraduate,  the  graduate,  and  continuing  edu- 
cation levels — can  be  conducted  on  the  local  scene. 
And  the  onus  is  on  all  of  us  to  re-examine  our  capa- 
cities and  our  performances  at  delegating  responsi- 
bilities to  our  paramedical  associates.  While  the  cry 
continues  for  more  physicians,  until  this  last  issue  is 
recognized  and  resolved,  until  some  constraints  are 
instituted  on  the  overtraining  of  both  individuals 
and  numbers  of  individuals  in  certain  disciplines, 
we  will  find  it  an  impossible  task  to  answer  to  society 
the  questions  it  is  posing  to  us.  If  we  can’t  succeed 
here  in  the  Pacific  Northwest,  some  would  say  that 
no  one  can.  The  ranks  are  joined  to  do  so. 

W.  O.  ROBERTSON 
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1970  Physicians  and  Schools 
Conference  Successful 


Richard  B.  Jarvis,  Chairman  of  WSMA  School  Health  Committee  and  Chairman  of 
the  Conference,  ran  a taut  ship.  No  time  was  wasted.  Sessions  began  and  ended  as 
programmed — almost  to  the  second.  And  when  the  meeting  closed,  many  wished  that  it 
might  be  extended  a few  more  hours.  Continuing  communication  is  assured. 


Qualified  instruction  or  chaos  in  physical  education 
was  the  predominant  theme  discussed  by  approxi- 
mately 200  physicians,  educators  and  nurses  during 
the  Fourth  Biennial  Physicians  and  Schools  Confer- 
ence held  in  Yakima  May  8-9,  1970.  The  two-day 
Conference  sponsored  by  the  Washington  State  Med- 
ical Association  included  a live  demonstration  of  in- 
novative physical  education  techniques  utilizing 
elementary  school  children.  The  children,  ranging 
in  age  from  six  to  ten,  exhibited  tremendous  enthu- 
siasm as  they  performed  basic  horizontal,  vertical 
and  rotary  physical  movements  using  simple  and 
inexpensive  aids  such  as  hula-hoops,  jump  ropes  and 
small  squares  of  floor  mat.  The  demonstration,  under 
the  direction  of  Mr.  Bob  Pangrazi,  Supervisor  of 


elementary  physical  education  for  Pullman  Public 
Schools,  utilized  grade  school  children  in  the  Yakima 
area  with  whom  he  had  worked  only  a few  hours 
prior  to  the  demonstration. 

The  new  physical  education  techniques  allowed 
the  children  to  engage  in  non-competitive  physi- 
cal exercises  in  accordance  with  individual  ability. 
One  member  of  the  viewing  audience  was  over- 
heard to  say  that  this  is  what  we  used  to  do  for 
fun  when  we  were  children.  A Panel  of  Reactors 


Roger  C.  Wiley,  Ph.D.  Chairman,  Department  of  Physical 
Education  for  Men,  Washington  State  University,  spoke  to  parti- 
cipants on  the  subject  “Physical  Education  in  the  Space  Age.” 


A Panel  of  Reactors  respond  to  the  innovative  physical  edu- 
cation demonstration  by  elementary  school  children.  From  left 
to  right;  Robert  A.  Tidwell,  Pediatrician  and  a member  of  the 
Seattle  Board  of  Education;  Mr.  Donald  E.  Williams,  Assistant 
Administrator,  Budget  Planning,  Tacoma  School  District;  Stanley 
Norquist,  General  Practitioner,  Longview;  Mrs,  George  Hislop, 
Chairman,  Yakima  Board  of  Education;  Mr.  William  Elder,  Prin- 
cipal, Prospect  Point  Elementary  School,  Walla  Walla;  Ivar 
Birkeland,  Orthopedic  Surgeon  and  Chairman,  King  County 
Medical  Society,  Medical  Aspects  of  Sports  Committee. 
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to  the  physical  education  demonstration  discussed 
the  program  and  reaction  mostly  was  favorable. 
It  was  agreed  that  the  children  showed  enthusiasm 
and  interest  in  what  was  a new  form  of  activity 
to  most  of  them. 

Conference  participants  divided  into  ten  dis- 
cussion groups  during  late  Friday  evening  and 
early  Saturday  morning  sessions.  Reports  from 
the  discussion  groups  were  presented  at  the 
closing  session,  which  ended  at  noon  on  Satur- 
day, May  9.  Among  many  recommedations  com- 
ing out  of  the  Conference  was  the  recognized 
need  to  re-evaluate  physical  education  instruction 
and  facilities  that  have  been  in  use  without  change 
over  many  years.  The  need  for  quality  instruc- 
tion was  stated  and  changes  in  curriculum  may 
be  needed.  Realizing  that  financial  limitations 
will  necessarily  have  an  impact  on  future  plan- 
ning, many  participants  felt  that  primary  thought 
should  be  given  to  developing  appropriate  phy- 
sical education  in  the  lower  grades  of  elementary 
school.  This  will  allow  students  to  find  enjoy- 
ment in  physical  education  and  competitive 
sports  later  in  life,  having  already  learned  the 
fundamentals  of  body  movements. 

On  the  opening  day  of  the  Conference,  Roger 
C.  Wiley,  Ph.D.,  Chairman,  Department  of  Phy- 
sical Education  for  Men,  Washington  State  Uni- 
versity, presented  the  keynote  address  “Physical 
Education  in  the  Space  Age.”  Dr.  Wiley  indicat- 
ed that  the  goals  of  physical  educators  and  phy- 


Mr.  Bob  Pangrazi,  Physical  Education  Specialist,  Pullman 
Public  Schools  watches  young  elementary  students  perform 
routine  that  helps  develop  coordination. 


Students  utilize  hula-hoops  in  several  ways  to  develop  vertical 
and  rotary  bodily  movements.  Exercise  routines  were  non- 
competitive, allowing  students  to  achieve  success  in  most  of  the 
undertakings. 


sicians  must  be  to  make  PE  programs  relevant 
to  youth,  and,  at  the  same  time,  meet  the  needs 
of  the  community.  He  outlined  an  eight  point 
program  of  how  this  might  be  accomplished. 

Donald  L.  McGuinness,  Yakima,  was  chair- 
man of  the  overall  conference  program.  The  sub- 
ject matter  and  format  of  the  Conference  were 
based  on  experience  obtained  from  the  three 
previous  conferences.  The  first  Physicians  and 
Schools  Conference,  in  1964,  served  the  primary 
purpose  of  opening  avenues  of  communication 
between  school  personnel  and  physicians  at  the 
community  level.  In  1966,  the  second  Conference 
of  physicians  and  educators  evaluated  the  “Health 
Education  Curriculum  Guide”  developed  by  the 
State  Superintendent  of  Public  Instruction.  The 
1968  Conference  was  concerned  with  “Learning 
Disabilities,  Their  Identification  and  Manage- 
ment.” The  communication  and  exchange  of 
ideas  developed  during  the  first  Conference 
have  prevailed  in  all  subsequent  Conferences. 

A copy  of  the  Conference  Proceedings  may  be 
obtained  by  writing  to  the  Washington  State 
Medical  Association,  444  N.E.  Ravenna 
Boulevard,  Seattle,  Washington  98115. 
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PRESIDENTS  page 


Dealing  With  Social  (In)  Security 


If  the  present  trend  of  medical  cost  continues,  the 
Social  Security  General  Fund  may  well  be  deplet- 
ed by  1972.  It  does  not  help  for  us  to  say  I told  you 
so  for  as  concerned  citizens,  the  medical  profession 
has  a responsibility  to  do  what  it  can  in  helping  con- 
trol costs  and,  if  need  be,  streamline  delivery  of 
medical  care. 

Among  several  ideas,  HEW  is  proposing  to  con- 
tract, on  a state-to-state  basis  with  medical  groups, 
hospitals  or  others,  to  deliver  medical  care  for  a pre- 
paid premium.  The  States  of  Iowa,  New  Mexico  and 
Colorado  are  setting  up  Foundations  not  only  to 
negotiate  costs  but  to  supervise  peer  review,  quality 
of  care,  and  utilization. 

Three  large  counties  in  California  have  contracted 
to  purchase  a private  health  insurance  policy  for  each 
medicaid  recipient  to  pay  the  cost  of  all  services. 
This  takes  the  Government  out  of  the  health  insurance 
industry  and  places  upon  the  providers  of  health  care 
the  responsibility  for  the  control  of  the  program. 


The  State  of  Washington  does  not  have  to  establish 
any  such  new  foundation.  Through  our  medical 
service  bureaus,  we  have  provided  cost  control  and 
elements  of  peer  review  to  the  people  of  our  state 
for  over  30  years.  However,  through  the  years,  19 
separate  and  distinct  bureaus  have  emerged  to  handle 
the  differences  in  medical  practice  throughout  the 
state.  They  operate  under  the  statewide  Washington 
Physicians’  Service  (WPS)  yet  remain  essentially 
independent. 

To  deal  with  these  emerging  national  plans  and  to 
negotiate  statewide  contracts,  some  thought  and 
effort  should  be  given  to  strengthening  the  WPS  to 
present  effective  bargaining  force  for  all  of  the  Service 
Bureaus. 
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IDAHO 


Idaho  Medical  Association west  bannock  st„  Boise,  Idaho  83702 


PRESIDENT  John  M.  Atjcrs,  M.D.,  Moscow 

SECRETARY  J.  Gordon  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armaud  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Officers  And  Councilors 


Meeting  of  Officers  and  Councilors  of  Idaho  Medi- 
cal Association  was  held  at  Templin’s  Motor  Inn, 
Coeur  d’Alene,  April  29-30.  Most  important  of  the 
many  items  discussed  were  the  proposal  for  medical 
education  in  Idaho  and  the  long  sought  amalgama- 
tion of  the  North  Idaho  and  South  Idaho  medical 
service  bureaus. 

The  medical  education  proposal  is  not  for  a formal 
medical  school  as  a new  entity  but  for  utilization  of 
some  existing  facilities  and  faculties  with  addition  of 
clinical  training  by  practicing  physicians. 

Suggestions  for  decentralizing  medical  education 
have  come  from  several  sources.  The  plan  presented 
at  Coeur  d’Alene  is  that  of  the  University  of  Washing- 
ton School  of  Medicine.  It  was  presented  by  Roy  M. 
Schwarz,  Associate  Dean,  UWSM. 

Concept  of  the  University  of  Washington  proposal 
is  presented  in  an  editorial  in  this  issue  and  further 
discussion  will  be  found  in  the  report  of  the  1970 
Pack  Forest  Conference,  where  it  was  the  main  topic. 

An  advantage  to  Idaho  is  the  shortened  time  needed 
for  undergraduate  education  that  is  available,  at 
UWSM,  to  students  capable  of  carrying  heavy  sched- 
ules. The  new  curriculum  at  that  school  is  flexible 
enough  to  permit  graduation  at  the  end  of  three 
years.  For  the  core  subjects,  given  during  the  first 
two  years,  students  would  be  enrolled  at  an  Idaho  in- 
stitution for  most  of  the  work  but  would  spend  a 
short  period  in  Seattle  for  presentation  of  material 
not  readily  available  outside  of  a regularly  constituted 
medical  school. 

Education  in  clinical  subjects  would  be  carried  on 
within  Idaho,  preferably  using  community  hospitals 
as  the  centers  of  operation.  Faculty  members  would, 
necessarily,  be  physicians  in  practice.  It  is  assumed 
that  any  Idaho  physician  wishing  to  teach  could 
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become  affiliated  with  the  University  of  Washington 
and  the  Idaho  college  or  university  offering  medical 
education  under  the  plan. 

The  plan  offers  several  advantages.  It  would  create 
an  opportunity  for  medical  education  to  potential 
students  now  qualified  but  for  whom  there  is  no 
place  in  the  old  system. 

It  would  provide  a teaching  opportunity  to  phy- 
sicians in  practice  who  have  long  wished  to  teach. 
And  they  would  no  doubt  find  teaching  a challenge 
to  their  own  continuing  medical  education.  Finally, 
and  perhaps  most  importantly,  the  students  would 
be  reluctant  to  leave  a community,  or  the  state,  after 
becoming  acquainted  in  Idaho  communities. 

Donald  Kline,  Ph.D.,  Executive  Director  for 
Higher  Education,  State  Board  of  Education,  attend- 
ed the  meeting  and  was  very  enthusiastic  about  the 
proposal.  He  envisions  application  of  the  principle 
to  education  in  many  fields  other  than  medicine.  He 
told  the  Officers  and  Councilors  that  the  State  Board 
seeks  advice  from  the  Medical  Association.  He  is 
confident  that  the  plan  can  be  put  into  operation  in 
Idaho,  soon  after  approval  by  the  Medical  Asso- 
ciation. 

The  proposal  will  be  studied  carefully  before 
definitive  action  is  taken. 

Late  in  the  second  day  of  the  meeting,  the  Officers 
and  Councilors  discussed  amalgamation  of  the  two 
medical  service  bureaus.  The  subject  had  produced 
a modicum  of  correspondense  and,  apparently,  a 
maximum  of  misunderstanding.  Although  emotions 
have  been  involved,  and  difficulties  have  been 
thrown  in  the  way  of  agreement,  the  discussion  at 
Coeur  d’Alene  was  in  accord  with  Formula  Number 
Two®.  It  was  confined  strictly  to  the  subject  and  if 
there  was  disagreement,  there  was  complete  under- 


standing  of  opposing  view'points  by  all  concerned.  A 
meeting  will  be  called  for  physician  representatives  of 
both  Bureaus,  with  executives  not  participating.  Agree- 
ment should  not  be  difficult  to  achiev'e. 

Quentin  \\’.  Mack,  Boise,  brought  in  copies  of 
proposed  revision  of  workmens  compensation  laws 
that  were  impressive  in  poundage  as  well  as  in 
evidence  of  a great  deal  of  hard  work  by  the  Indus- 
trial Medical  Committee.  The  material  was  too  vol- 
uminous for  immediate  consideration.  It  will  be  pre- 
sented to  the  members  of  the  House  of  Delegates  at 
the  Sun  Valley  meeting. 

The  Officers  and  Councilors  heard  a report  on 
membership,  and  the  list  of  members  over  65  years 
of  age.  They  also  considered  a report  of  the  number 
who  are  not  paying  Association  dues.  Payment  of 
assessment  for  the  Association’s  building  in  Boise 
is  meeting  schedules  very  well. 

Mr.  Bird  gave  a comprehensive  report  on  plans 
for  the  Sun  Valley  meeting  of  the  Association.  The 
Officers  and  Councilors  will  meet  early  Wednesday 
morning  July  1,  before  the  House  session  which 
begins  at  10:00  a.m.  Second  session  of  the  House 
will  be  at  a 7:00  a.m.  breakfast  Friday.  Reports  of 
reference  committees  will  be  reviewed  before  pre- 
sentation to  the  House.  The  American  Medical 
Association  will  be  represented  by  Walter  C.  Bome- 
meier,  who  will  have  been  installed  as  President, 
and  Ernest  B.  Howard,  Executive  Vice  President. 

Robert  Katz,  of  New  York,  Medical  Director  of 
Equitable  Life  Assurance  Society,  and  Mr.  Joseph 
E.  Karpach,  Boise,  Idaho  manager  of  Equitable 
Life,  explained  some  of  the  problems  being  met 
when  considering  claims  for  service  to  Medicare 
patients.  There  have  been  questions  about  the  need 
for  prolonged  hospitalization  for  illness  not  ordinarily 
requiring  more  than  a few  days  in  hospital.  A 
number  of  such  cases  were  reported,  and  records 
cited.  Dr.  Katz  and  Mr.  Karpach  urged  formation  of 
utilization  review'  committees  as  a mechanism  for 
the  control  of  abuse  of  the  insurance  program. 

The  Editor  of  northwest  medicine  was  present 
and  announced  trial  use  of  the  insert  prepared  and 
printed  by  California  Medicine,  being  carried  in  the 
May,  June,  and  July  issues.  Acceptance  of  the  insert 
will  be  tested  in  a survey  after  completion  of  the 


trial.  Use  of  the  insert  would  involve  an  increase  in 
subscription  rate,  unless  advertising  revenue  increases 
enough  to  pay  for  the  added  costs.  Publication  of  the 
journal  for  the  first  three  months  has  resulted  in  about 
$4,000  loss  due  to  reduction  of  advertising.  It  is 
expected  that  the  trend  will  change  during  the 
second  half  of  the  year. 

Several  matters  concerning  legislators  were  dis- 
cussed, including  approval  of  chiropractic  treatment 
under  Medicare  by  Senator  Frank  Church,  and 
Representative  Orv'al  Hansen.  Employment  of  a “third 
house”  representative  to  provide  information  for 
members  of  the  Idaho  Legislature,  was  discussed 
but  no  decision  was  reached. 

Co-sponsorship  of  a Hospital-Medical  Staff  Con- 
ference, at  Sun  Valley,  May,  1971,  was  approved. 
Dr.  Ayers  was  authorized  to  represent  the  Association 
at  meeting  of  Wyoming,  Montana,  and  Idaho  repre- 
sentatives, at  Billings,  May  16,  to  discuss  the  Weston 
plan  for  decentralized  medical  education.  Partici- 
pation in  the  AM  A Conference  on  Voluntary  Health 
Insurance  was  not  approved.  Participation  in  the 
Western  Conference  of  Foundations  for  Medical 
Care  was  not  approved.  A meeting  in  the  fall,  with 
the  Idaho  Veterinary  Medical  Association,  to  discuss 
animal  borne  diseases  of  importance  to  man,  was 
approved. 

H.L.H. 

“The  Idaho  Formula  has  been  credited  with  pro- 
ducing the  most  pleasant  of  all  medical  meetings. 
The  statement  may  be  modified  to  indicate  that 
Idaho  Formula  Number  One  applies  to  the  annual 
meeting  of  the  Association  at  Sun  Valley.  Idaho 
Formula  Number  Two  is  used  in  creating  meetings 
of  the  Officers  and  Councilors,  a mixture  in  which 
the  burdens  of  executive  consideration  and  action 
are  lightened  by  liberal  addition  of  good  humor, 
wit,  and  the  kind  of  fellowship  that  must  be  based 
on  mutual  respect.  The  mix  is  unique  to  Idaho.  It 
blends  opinions  of  able  physicians  with  the  experience 
and  judgment  of  an  able  executive  secretary  whose 
advice  is  sought  frequently  and  volunteered  infre- 
quently. But  as  with  Number  One,  the  product  of 
Formula  Number  Two  is  pleasant. 

Ed. 


Idaho  Academy  of  General  Practice 


Annual  Meeting  of  the  Idaho  Academy  of  General 
Practice  was  held  at  the  North  Shore  Motor  Hotel, 
Coeur  d’Alene,  May  1-2.  The  program  was  devoted 
to  continuing  medical  education  and  subjects  were 
well  chosen. 

Harold  D.  Paxton  Professor  and  Chief  of  the  Divi- 
sion of  Neurosurgery  at  University  of  Oregon  Medical 
School  discussed  problems  of  the  newborn,  pain, 
and  cervical  osteoarthritis. 


Meningomyelocele  should  be  closed  within  the 
first  10  hours.  Cerebrospinal  fluid  from  the  associated 
hydrocephalus  should  be  shunted  to  an  auricle,  but 
many  shunts  will  become  plugged  and  require  re- 
operation. Seventy  percent  of  patients  will  compen- 
sate within  two  to  two  and  one-half  years.  Intelli- 
gence can  be  preserved  by  early  operation.  Hair 
spots,  dimples,  and  lipomata  at  the  base  of  the  spine 
should  always  be  investigated.  Orthopedic  abnor- 
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1.  William  P.  Marineau,  Moscow,  Mrs.  Samuelson. 

2.  Mrs.  Marineau,  Governor  Don  Samuelson. 

3.  Toastmaster,  Harold  R.  Thysell,  Coeur  d’Alene,  Mrs.  Thysell. 

4.  Robert  M.  Frazier,  Boise,  Mrs.  Frazier. 


Guest  speakers  Gail  V.  Anderson,  Harold  D.  Paxton,  and 
Alexander  Schirger. 


malities  of  the  lower  extremities  should  be  investi- 
gated. Neurologic  defects  are  usually  permanent  un- 
less operated  within  the  first  six  weeks.  Subdural 
hematomata  in  infants  require  immediate  operation 
as  damage  is  rapidly  progressive.  Cranial  synostosis 
should  be  relieved  within  the  first  six  weeks. 

Pain  is  not  a sensation — it  is  a protective  warning, 
as  is  hunger.  Pain  threshold  is  variable  between 
individuals  and  with  the  individual,  depending  on 
a variety  of  circumstances.  One  pain  suppresses 
another — if  two  pain  stimuli  occur  simultaneously, 
only  one  is  perceived.  Pain  perception  increases  with 
repetition.  Pain  is  a personal,  social,  organic  pheno- 
menon. It  is  sometimes  an  economic  asset,  particular- 
ly in  those  involved  in  litigation.  Morphine  does 
not  reduce  pain  so  much  as  it  reduces  anxiety  about 
pain.  Its  effect  is  similar  to  that  produced  by  pre- 
frontal lobotomy. 

Cervical  osteoarthritis  is  part  of  the  aging  process. 
Effects  vary  from  pain  to  paralysis.  Litigation  is 
frequent  and  the  area  is  a hazardous  one  for  the 
neurosurgeon.  Most  cases  are  handled  with  use  of 
heat,  massage,  and  tranquilizer  drugs.  Neck  braces 


are  not  advised.  Traction  is  sometimes  helpful  but 
not  more  than  eight  pounds  should  be  applied. 
There  is  a nerve  entrapment  syndrome,  caused  by  a 
solid  bar  of  osseous  tissue.  It  can  cause  pain  radiating 
down  the  arm  and  the  pain  is  frequently  worse  at 
night — 2 to  3 a.m. 

Gail  V.  Anderson,  Professor  of  Obstetrics  and 
Gynecology,  Chief  of  the  Section  of  Gynecology, 
University  of  Southern  California  School  of  Medicine, 
gave  three  lectures.  He  discussed  diabetes  and  preg- 
nancy, surgery  in  acute  pelvic  infection,  and  sepsis 
in  pregnancy. 

Maternal  mortality  in  women  who  do  not  have 
diabetes  is  I in  10,000.  With  diabetes  the  mortality 
is  1 in  500.  Seven  of  twenty  pelvic  abscesses  ruptured 
while  under  observation.  Most  of  the  patients  had 
previous  history  of  pelvic  infection.  Surgery  for  ad- 
vanced pelvic  infection  involves  removal  of  uterus 
(total),  tubes,  and  ovaries.  The  vaginal  cuff  is  left 
open.  It  may  be  necessary  to  do  the  hysterectomy 
first,  then  remove  tubes  and  ovaries. 

Please  turn  page 


Harold  D.  Paxton  and  John  J.  Lang. 
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CONTINUI 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Seminar  on 
Neuro-developmental 
Approach  to  the 
Treatment  of  Cerebral 
Palsy  and  Adult 
Hemiplegia 

Karel  Bobath,  M.D.,  D.P.M., 
and  Berta  Bobath,  F.C.S.P., 
both  of  Western  Cerebral  Palsy 
Center,  London,  England 

Spastic  Children’s  Clinic 
and  Preschool;  University 
of  Washington  School  of 
Medicine 

Health  Sciences  Building 
Auditorium,  University  of 
Washington,  Seattle 

Physicians 

Therapists. 

Nurses, 

Teachers 

The  Newborn 

Thomas  K.  Oliver,  M.D.,  Chmn. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

University  Tower  Hotel, 
Seattle 

General 

Practitioners, 

Pediatricians, 

Obstetricians 

Institute  on 
Alcoholism 

D.H.  Knott,  M.D.,  and  James 
Beard,  M.D.,  Memphis;  Joseph  B. 
Kendis,  M.D.,  St.  Louis;  David  J. 
Pittmen 

Washington  State 
Department  of  Health 
Seattle  University 

Lemieux  Library, 
Seattle  University 

Physicians, 
hospital 
administrators 
AAGP  credit  7 

John  Tomlin  Memorial 
Cancer  Lectures 
(Gynecologic 
Malignancies) 

Richard  F.  Mittingly,  M.D., 
James  A.  Merrill,  M.D., 
Jerome  M.  Vaeth,  M.D., 
Ralph  C.  Benson,  M.D. 

American  Cancer  Society, 
Jackson  County  Division 
Oregon  Academy  of 
General  Practice 

Rogue  Valley  Country  Club 
Medford,  Oregon 

Physicians 
OAGP  Credit 
6 hours 

Office  Management 

ofOB-GYN 

Disorders 

Glen  Hayden,  M.D.,  Michael 
Smith,  M.D.,  John  Huff,  M.D.; 
Patrick  Mahoney,  M.D. 

Division  of  Continuing 
Medical  Education 
Virginia  Mason 

The  Mason  Clinic 
Seattle 

General 
Practitioners 
and  specialists 

Infections  during  pregnancy  are  usually  caused  by 
gram  negative  rods.  Shock  in  these  cases  is  due  to 
an  endotoxin.  Treatment  includes  use  of  ample 
amounts  of  blood  and  other  fluids,  monitored  by 
central  venous  pressure,  antibiotics,  steriods,  vaso- 
pressors, and  evacuation  of  the  uterus.  Because  of 
the  danger  of  infection,  labor  should  be  induced  in 
all  cases  of  rupture  of  membranes  during  the  final 
month  of  pregnancy. 

John  J.  Lang,  Assistant  Clinical  Professor  of 
Radiology,  St.  Louis  University  School  of  Medicine, 
discussed  oral  cholecystograms,  abdominal  gas  pat- 
terns and  gastro-intestinal  problems  in  the  young. 

Preparation  for  oral  cholecystography  includes  a 
high-fat  meal  to  empty  the  gallbladder.  Films  should 
be  taken  in  several  positions  in  order  to  demonstrate 
stones  that  may  form  layers.  Non-visualization  is 
95-98  percent  accurate  in  indicating  non-function. 

Intestinal  gas  patterns  are  of  many  varieties  and 
repeated  examination  is  sometimes  necessary  before 
a diagnosis  can  be  made.  Interpretation  may  be  dif- 
ficult. One  of  the  unusual  findings  in  children  is  gas 
outline  of  the  portal  vein.  This  picture  is  sometimes 
found  when  hvdrogen  peroxide  is  used  as  an  enema 
to  remove  meconium.  The  oxygen  is  absorbed  through 
bowel  wall  and  transported  to  the  vessel  which  can 
be  visualized. 

Alexander  Schirger,  of  the  Mayo  Clinic,  Rochester, 
Minnesota,  gave  two  lectures  on  hypertension,  the 
first  on  diagnosis  and  the  second  on  treatment.  His 
rapid-fire  discussion  of  treatment  listed  a long  series 
of  drugs  and  methods  for  their  use.  The  subject  is 


complex  and  cannot  be  adequately  summarized  in  a 
news  report.  Dr.  Schirger  may  have  reprints  carrying 
the  information  given.  His  address  is  200  First  Street 
S.  W.,  Rochester,  Minnesota  55901° 

James  B.  Landis,  of  the  Clinical  Staff  of  Smith,  Kline, 
and  French  Laboratories  presented  one  lecture  on 
drug  abuse. 

Drug  dependent  individuals  have  low  tolerance 
for  discomfort  and  frustration,  are  immature  and 
unstable.  Many  have  alcoholic  parents  or  schizo- 
phrenic relatives.  Marijuana  is  now  the  most  widely 
abused  drug  in  the  United  States.  It  is  more  com- 
monly used  by  those  approaching  psychotic  episodes. 
There  is  no  physical  dependence.  It  appears  that 
marijuana  will  eventually  be  legalized  and  accepted, 
much  as  alcohol  is  today.  In  high  schools  in  cities, 
surveys  have  shown  that  90  percent  of  students  have 
tried  the  drug,  50  percent  have  repeated  it,  and  20 
percent  are  using  it  routinely.  The  American  Medical 
Association  has  produced  useful  publications  on  the 
drug  problem. 

An  interesting  feature  of  the  program  was  a panel 
on  Hodgkin’s  disease.  Members  were  Marvin  Powell, 
of  Coeur  d’Alene,  Ronald  P.  Smith,  of  Spokane,  and 
guest  speaker,  John  Lang.  Dr.  Lang  stated  that  4,000 
rads  is  minimal  treatment  but  that  total  nodal  irradia- 
tion is,  as  yet,  an  investigational  procedure.  Super- 


*See  also,  Aagaard  G.  N.;  Treatment  of  uncomplicated  hyper- 
tension. Northwest  Med  69:99-101  (February)  1970  and  Aagaard, 
G.  N.,  Treatment  of  hypertension  with  complications.  Northwest 
Med  69: 167-169  (March)  1970. 
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DICAL  EDUCATION 


ROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION, 

REGISTRATION 

No  Limit 

Five  Days 

June  22  - 26 — 

June  22  - 24 — 

Cerebral  Palsy  Session 
June  25,  26— 

Adult  Hemiplegia  Session 

Full  Session,  $75 
Cerebral  Palsy,  $45 
Adult  Hemiplegia,  $30 
Students,  Full 
Session,  $20 

Spastic  Children’s  Clinic  and 
Preschool,  1850  Boyer  Avenue 
East,  Seattle,  98102 
Application  deadline,  April  1 

150 

Three  days 

June  24  - 26 

$100 

Division  of  Continuing 
Medical  Education,  University 
of  Washington  School  of 
Medicine,  Seattle  98105 

'nspecified 

One  day 

June  28 

Registration:  9:00  a.m. 
Session:  9:30  a.m.  - 5:00  p.m. 

$25 

Reservations  requested  by  June 
Father  Royce,  Director 
Institute  on  Alcoholism 
Seattle  University,  Seattle  98122 

Two  Days 

July  24,  1970 
8:00  a.m.  - 8:00  p.m. 
July  25,  1970, 

8:00  a.m.  - 12:00  p.m. 

None 

Mrs.  Golda  Falloon, 
American  Cancer  Society, 
Oregon  Division, 

1530  SW  Taylor 
Portland,  Oregon  97205 

No  Limit 

One  and 
one-half  days 

July  24,  25 

$25 

Division  of  Continuing  Medical  Edu- 
cation Virginia  Mason  Medical  Center 
llllTerry  Ave.,  Seattle,  98101 

voltage  is  mandatory.  Five  year  survival  rates  are 
as  follows:  untreated,  5 percent;  local  radiation,  20 
percent;  supervoltage  radiation,  65  percent;  total 
radiation,  95  percent. 

Dr.  Powell  presented  a list  of  chemotherapeutic 
drugs.  They  are  nitrogen  mustard,  cyclophosphamide 
(Cytoxan),  chlorambucil  (Leukeran),  vincristine 
(Oncovin),  vinblastine  (Velban),  procarbazine  (Matu- 
lane),  dactinomycin  (Cosmegen),  and  others.  Therapy 
is  sequential  or  cyclic.  Combinations  are  useful  be- 
cause toxicities  are  not  additive. 

At  the  luncheon,  on  Friday,  Gerald  Bassett,  of  the 
University  of  Washington  School  of  Medicine,  gave  a 
report  indicating  both  success  of  the  MEDEX  pro- 
gram and  nation-wide  interest  in  it.  He  used  a series 
of  slides  showing  the  trainees  at  work  in  physicians’ 
offices,  and  gave  background  information  on  some  of 
the  men  selected  for  the  first  group  to  go  into  service. 

He  left  no  doubt  that  the  men  have  been  very  well 
accepted  by  patients  as  well  as  by  the  physicians 
with  whom  they  are  working. 

Governor  Don  Samuelson  was  the  speaker  at  the 
Annual  Banquet.  He  listed  many  of  the  assets  of 
Idaho,  gave  figures  on  industrial  development,  and 
emphasized  the  pride,  in  Idaho,  of  Idaho  people. 

Not  a polished  speaker,  he  manages  to  convey  an 
impression  of  considerable  strength  and  more  than 
considerable  love  for  his  state.  Toastmaster  for  the 
evening  was  Harold  R.  Thysell,  Coeur  d’Alene,  who 
conducted  the  meeting  in  excellent  fashion,  spicing 
the  program  with  his  own,  well  presented,  brand  of 
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humor.  Concluding  feature  was  a concert  by  the 
Physicians’  Orchestra,  of  Spokane. 

Idaho  Chapter,  American  Academy  of  General 
Practice  registered  70  physicians,  during  its  annual 
meeting  at  the  North  Shore  Lodge,  Coeur  d’Alene, 
May  1-2.  New  Officers  for  the  coming  year  are: 
President:  Robert  M.  Frazier,  Boise 
President-Elect:  D.  N.  Annest,  Burley 
Secretary-Treasurer:  J.  B.  Marcusen,  Nampa 

Delegates:  Arch  T.  Wigle,  Pocatello,  and  Harmon 
E.  Holverson,  Emmett.  Alternate  Delegate:  William 
B.  Jewell,  Emmett.  Directors:  John  M.  Ayers,  Mos- 
cow; Wayne  F.  Allen,  McCall;  Richard  E.  Ostler, 
Pocatello;  Max  W.  Carver,  Twin  Falls;  James  L. 
Hoopingamer,  Boise,  and  Zach  A.  Johnson,  Salmon. 

Next  meeting  of  the  Idaho  Chapter,  American 
Academy  of  General  Practice  will  be  held  in  Boise, 
April  30 — May  1,  1971,  Dr.  Frazier  has  announced. 


Hospitals  Eliminate  Duplication 

The  medical  staffs  of  both  Boise  hospitals  and  the 
Ada  County  Medical  Society  held  a “morning  of 
meetings”  on  April  22  with  near  100  percent  atten- 
dance at  all  sessions.  The  joint  staffs  and  society 
recommended  the  consolidation  of  some  services  in 
each  hospital  and  the  elimination  of  duplicated  ser- 
vices. The  combined  meeting  was  termed  a complete 
success  by  staff  and  society  leaders  and  three  addi- 
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tional  cx)nferences  and  meetings  are  planned  in  the 
months  ahead. 

The  Ada  County  Medical  Society  holds  10 
meetings  a year  for  the  purpose  of  conducting  its 
socio-economic  activities.  Sessions  are  held  from 
noon  until  1;30  p.m.,  on  the  third” Tuesday  of  each 
month  except  in  July  and  August  when  meetings 
are  not  held. 

Commiffee  on  Medicine  and 
Religion  Holds  Meeting 

Chairman  B.  L.  Kreilkamp,  Twin  Falls,  called  a 
meeting  of  the  Committee  on  Medicine  and  Religion 
in  the  Association  offices  May  23,  1970,  in  Boise.  A 
guest  at  the  meeting  was  the  Rev.  Dr.  Paul  B. 
McCleave,  Chicago,  Director  of  the  AMA’s  Depart- 
ment of  Medicine  and  Religion.  Members  of  the 
Committee  are  Bernard  P.  Strouth,  Boise;  Wilbur  H. 
Lyon,  Coeur  d’Alene;  Aldon  Tall,  Rigby;  J.  Robert 
Mangum,  Nampa,  and  George  T.  Cox,  Pocatello. 

A.  Scoff  Earle  Submits  Resignation 

A.  Scott  Earle,  Sun  Valley,  a member  of  the  Idaho 
Medical  Association’s  Program  Committee,  has  sub- 
mitted his  resignation  to  accept  a two-year  residency 
in  Plastic  and  Reconstructive  Surgery  at  the  Case 
Western  Reserve  Medical  School  in  Cleveland  be- 
ginning July  1. 

John  A.  Edwards  Seeks 
Re-election 

John  A.  Edwards,  Council,  has  announced  that 
he  will  seek  re-election  to  the  Idaho  House  of  Rep- 
resentatives from  District  9 — A.  Dr.  Edwards,  a hard- 
working lawmaker  who  has  earned  the  respect  of 
his  colleagues  in  the  House,  will  be  seeking  his 
third  term.  During  the  40th  session,  he  serv’ed  on  the 
important  House  Healtli  and  Welfare  Committee 
and  the  Revenue  and  Taxation  Committee.  He  was 
presented  the  A.  H.  Robins  Award  for  Distinguished 
Service  at  the  77th  annual  meeting  of  the  Idaho  Medi- 
cal Association  in  1969. 

Closure  of  Tuberculosis  Hospital 
Approved 

The  Idaho  Board  of  Health  approved  closure 
of  the  State  Tuberculosis  Hospital  at  Gooding  ef- 
fective July  1,  1970,  and  transfer  of  patients  to  a 
hospital  in  Spokane.  John  A.  Mather,  Director  of 
the  Health  Department’s  Division  of  Preventive 
Medicine,  estimating  that  moving  the  hospitalized 
patients  would  save  the  state  $175,000.00  during 
the  next  fiscal  year.  The  Board  approved  transfer 

452 

Northwest  Medici 


of  $100,000.00  from  the  budget  of  the  hospital  to 
pollution  control  activities. 

The  Board  will  meet  June  10  in  Boise  and  July 
30-31  in  Coeur  d’Alene. 

Boise  Chapter  Holds  38th  Session 

The  38th  session  of  the  Boise  Valley  Chapter, 
American  College  of  Surgeons,  was  held  May  2,  1970 
in  Boise.  Leonard  Rosoff,  Los  Angeles,  Professor  of 
Surgery,  University  of  Southern  California  School 
of  Medicine,  was  guest  lecturer. 

Speakers  included  Leonard  E.  Alkire,  E.  D.  Par- 
kinson, Robert  S.  Smith,  Ardean  J.  Ediger,  and  Rod- 
ney H.  Herr,  all  of  Boise.  Edward  J.  Kiefer,  is  Presi- 
dent of  the  Chapter,  and  Robert  F.  Holdren,  Boise,  is 
Secretary -T  reasurer . 

Elections  Held 

O.V.  Baumann,  Lewiston,  has  been  elected  Presi- 
dent of  the  North  Idaho  Medical  Service  Bureau. 
Named  Vice-President  was  J.  B.  Britzmann,  W.  W. 
Seibly,  Clarkston,  Washington,  is  Secretary-Treasurer. 
David  W.  Heusinkveld,  Lewiston,  was  elected  to 
the  Board  of  Directors  to  succeed  Robert  L.  Olson, 
whose  term  expired. 

Appointments 

William  P.  Marin eau,  Moscow,  took  office  as 
Chairman  of  the  Board  of  Directors  of  Blue  Cross 
of  Idaho  at  its  annual  meeting  April  10.  Named  to 
the  board  was  John  R.  McMahon,  Pocatello,  to 
succeed  outgoing  board  member  A.  Scott  Earle, 
Sun  Valley. 

Personals: 

Alfred  M.  Popma,  Boise,  Regional  Director  of  the 
Mountain  States  Regional  Medical  Program,  was  a 
featured  speaker  at  the  AMA’s  Third  National  Volun- 
tary Health  Conference,  in  Washington,  D.C.  Dr. 
Popma,  a past  president  of  the  Idaho  Medical  Asso- 
ciation as  well  as  the  American  Cancer  Society, 
spoke  on  Voluntary  Health  Agencies  and  Regional 
Medical  Programs  at  the  conference. 

Maternal  and  Child  Care 
Committee  Meet 

The  Maternal  and  Child  Care  Committee  of 
Idaho  Medical  Association  met  at  9:30  a.m..  May 
21,  in  the  Association  offices  in  Boise.  James  C.  F. 
Chapman,  Boise,  is  Chairman,  and  committee  mem- 
bers are:  Bernard  I.  Copple,  Boise;  Philip  N.  Leavitt, 
Idaho  Falls;  Wallace  H.  Pierce,  Lewiston;  and 
Charles  W.  Schabacher,  Twin  Falls. 


State  Board  of  Medicine  Section 

The  next  regular  meeting  of  the  Idaho  State  Board 
of  Medicine  will  be  held  in  Boise  July  13-15,  1970, 
Bobert  E.  Lloyd,  Boise,  Chairman,  reports.  A large 
number  of  candidates  will  meet  with  the  board,  re- 
questing licensure.  Members  of  the  Board  of  Medi- 
cine are:  Orland  B.  Scott,  Kellogg,  Vice-Chairman; 
Dan  E.  Stipe,  Lewiston;  Fred  H.  Helpenstell,  Nampa; 
Ben  E.  Katz,  Twin  Falls;  G.  Curtis  Waid,  Idaho  Falls, 
A.  S.  Cudmore,  Boise,  and  Mr.  Warner  C.  Mills, 
Boise,  Commissioner  of  Law  Enforcement. 

Temporary  licenses  were  granted  in  April  to: 

Bruce  R.  Rosenberg,  D.O.,  Boise.  Graduate  Col- 
lege of  Osteopathic  Medicine  and  Surgery,  Des 
Moines,  June  1968.  Internship  Allentown  Osteo- 
pathic Hospital,  Allentown,  Pa.,  1969.  Granted  TL- 
0-1,  April  6,  1970.  Military  duty — Recruiting. 

Shelby  E.  Jarrell,  M.D.,  St.  Anthony.  Graduate, 
Medical  College  of  Virginia,  Richmond,  June  1947. 


Internship,  St.  Mary’s  Hospital,  Huntington,  West 
Virginia,  1948.  Granted  TL-446,  April  21,  General 
Practice. 

W.  David  Coyner  Resigns 

W.  David  Coyner,  for  a year  and  one-half  Ameri- 
can Medical  Association  Assistant  Director  of  Public 
Affairs  for  the  Pacific  Northwest  has  resigned  his 
position  effective  April  1. 

Coyner,  who  served  Oregon,  Washington,  Idaho, 
Montana  and  Alaska  medical  communities,  will  re- 
turn to  Jacksonville,  Florida,  where  he  will  be 
Director  of  Socioeconomic  Affairs  for  the  Florida 
Medical  Association.  Prior  to  his  employment  by 
the  American  Medical  Association,  he  was  an  FMA 
staff  member. 

No  announcement  has  been  made  as  to  Coyner’s 
successor,  but  it  is  anticipated  AMA  will  maintain 
Pacific  Northwest  Regional  offices  in  Portland. 


"EVERYONE  ELSE  DOING  IT" 

The  wrong  turn  we  took  in  agriculture  40  years  ago  was  motivated  by  the 
same  needs  and  desires  that  have  caused  other  citizens  to  turn  to  government  for 
special  privileges,  subsidies,  and  protectionist  devices.  In  fact,  many  farmers  have 
justified  their  acceptance  of  controls,  subsidies,  and  price  supports  with  the  excuse 
that  “everyone  else  is  doing  it.”  This  might  be  a plausible  argument  if  it  could  be 
demonstrated  that  the  government  programs  have  actually  benefited  farmers.  The 
opposite  is  true. 

Charles  B.  Shuman, 
an  excerpt  from  an  address  to 
the  fiftieth  annual  meeting  of 
the  American  Farm  Bureau 
Federation. 

In  The  Freeman,  March  1970 
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Recognition 


In  the  photograph  above,  Mrs.  Barclay  accepts  a bouquel  of  roses  from  Dr. 
Brockly,  while  Dr.  Barclay,  deeply  moved,  registers  his  pleasure  in  receiving  the 
plaque.  The  presentation,  long  planned  by  members  of  the  Kootenai-Benewah 
District  Medical  Society,  came  as  a complete  surprise  to  the  Barclays. 


For  more  than  thirty  years,  Alexander  Barclay  has  devoted  an 
extraordinary  amount  of  time,  energy  and  interest  to  medical  or- 
ganization. His  many  contributions  were  recognized  at  the  Annual 
Banquet  of  Idaho  Academy  of  General  Practice,  at  Coeur  d’Alene, 
May  1,  when  he  was  given  a mounted  set  of  weather  instruments 
and  a plaque  listing  only  a portion  of  his  many  services.  John 
Brockly,  who  made  the  presentation,  was  speaking  the  truth  when 
he  said  they  could  not  get  a plaque  big  enough  to  list  all  of  them. 
The  complete  list  of  offices  and  committee  services,  as  recorded  at 
the  office  of  Idaho  Medical  Association,  follows: 


Program  Committee 

Member — 1949-1950 

Member  Prepaid 

Chairman — 1950-1951 

Medical  Care 

1956-1957 

Councilor 

1950-1951-1952-1953 

Member  Mediation  & 
Public  Relations 

1957 

Delegate  to  the  ISMA 
Alternate  Delegate 

1950-1951-1952 

1957-1958 

Member-Mental  Health 
Committee 

1958 

President-Elect  ISMA 

1953-1954 

President  ISMA 

1954-1955 

Alternate  Delegate  to  AMA 

1957-1959,  1959- 

President-Kootenai-Benewah 

1953  and  1957 

Delegate  to  AMA 

1962-1969 

Member- Welfare  Committee 

1953-1954 

Chairman,  Bar  Association 

Liaison  Committee 

1969 
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BOOKS 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  eb  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

Abortion:  Legal  and  Illegal — A Dialogue  Between  Attorneys 
and  Psychiatrists.  2nd  Ed.  By  Jerome  M.  Kummer,  M.D., 
Clinical  Professor  of  Psychiatry,  UCLA  School  of  Medi- 
cine. 63  pp.  Price  $3.50.  Jerome  M.  Kummer,  M.D.,  Post 
Office  Drawer  769,  Santa  Monica,  California  90406.  1969. 
(Paperback) 

Birth  Order  and  Life  Roles.  By  Lucille  K.  Forer,  Ph.D. 
168  pp.  Price  $8.95.  Charles  C Thomas,  Springfield,  111. 
1970. 

S.  Weir  Mitchell,  M.D.  — A Medical  Biography.  By  Richard 
D.  Walter,  M.D.,  Professor  of  Medicine  (Neurology) : 
UCLA  Center  for  Health  Sciences,  Los  Angeles,  232  pp. 
Price  $9.75.  Charles  C Thomas,  Springfield,  111.  1970. 

Recognizable  Patterns  of  Human  Malformation:  Genetic, 
Embryologic  and  Clinical  Aspects.  By  David  W.  Smith, 
M.D.,  Professor  in  Pediatrics,  University  of  Washington 
School  of  Medicine,  Seattle,  Washington.  (Volume  VII  in 
the  Series  - Major  Problems  in  Clinical  Pediatrics)  368 
pp.  Illustrated.  Price  $16.00.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.  1970. 

Current  Diagnosis  & Trea.tment.  By  Henry  Brainerd,  M.D., 
William  Watt  Kerr  Professor  of  Clinical  Medicine,  Uni- 
versity of  California  School  of  Medicine  (San  Francisco); 
and  Chief,  University  of  California,  Medical  Services,  San 
Francisco  General  Hospital;  Marcus  A.  Krupp,  M.D., 
Clinical  Professor  of  Medicine,  Stanford  University  School 
of  Medicine,  Palo  Alto;  Director,  Palo  Alto  Medical  Re- 
search Foundation;  Milton  J.  Chatton,  M.D.,  Clinical 
Associate  Professor  of  Medicine,  Stanford  University 
School  of  Medicine,  Palo  Alto,  California;  Geriatric  Con- 
sultant, Palo  Alto  Medical  Clinic;  and  Research  Associate, 
Palo  Alto  Medical  Research  Foundation;  and  Sheldon 
Margen,  M.D.,  Professor  of  Human  Nutrition,  Department 
of  Nutritional  Science,  University  of  California  (Berke- 
ley); Lecturer,  Department  of  Biochemistry,  University  of 
California  School  of  Medicine  (San  Francisco);  and  Asso- 
ciate Authors.  884  pp.  Price  $11.00.  Lange  Medical  Publi- 
cations, Los  Altos,  California  1970. 

House  Officer  Training — A Casual  Perspective.  By  Robert 
H.  Moser,  Colonel,  Medical  Corps,  U.S.  Army;  Chief, 
Department  of  Medicine,  Walter  Reed  General  Hospital, 
Washington,  D.C.;  Clinical  Professor  of  Medicine,  George- 
town University  College  of  Medicine,  Washington,  D.C. 
108  pp.  Price  $5.75.  Charles  C Thomas,  Springfield,  111. 
1970. 

Stomach  Surgery.  By  Jacob  A.  Glassman,  M.D.,  F.A.C.S., 
F.I.C.S.  Formerly  Professor  of  Surgery,  Cook  County- 
Post-Graduate  School  of  Medicine;  Senior  Attending 
Surgeon,  Cook  County  Hospital;  Associate  Professor  of 
Surgery,  Chicago  Medical  School,  Chicago,  Illinois;  Assist- 
ant Clinical  Professor  of  Surgery,  University  of  Miami 
Medical  School,  Miami,  Florida;  Diplomate  of  the  American 
Board  of  Surgery;  Attending  Surgeon,  Mt.  Sinai  Hospital 
and  St.  Francis  Hospital,  Miami  Beach,  and  Jackson  Me- 
morial Hospital,  Miami,  Florida;  Research  Director  of 
Southeastern  Research  Foundation,  Miami  Beach,  Florida. 
379  pp.  Illustrated.  Price  $18.50.  Charles  C Thomas,  Spring- 
field,  111.  1969. 

Handbook  of  Psychiatry.  By  Philip  Solomon,  M.D.  For- 
merly Clinical  Professor  of  Psychiatry,  Harvard  Medical 
School;  and  Physician-in-Chief,  Psychiatry  Service,  Bos- 
ton City  Hospital;  and  Vernon  D.  Patch,  M.D.,  Assistant 
Professor  of  Psychiatry,  Harvard  Medical  School;  and 
Acting  Director,  Psychiatry  Service,  Boston  City  Hospital. 
623  pp.  Price  $7.00.  Lange  Medical  Publications,  Los  Altos, 
California.  1969. 

American  Government — Conscious  Self  Sovreignty.  By  John 


M.  Dorsey,  M.D.,  University  Professor,  Wayne  State 
University,  Detroit,  Michigan.  137  pp.  Illustrated.  Price 
$4.95.  Center  for  Health  Education,  Detroit,  Michigan.  1969. 

The  Principle  of  Parsimony  in  Medicine.  By  I.  M.  Tarlov, 
M.D,,  New  York  City.  65  pp.  Price  $4.75.  Charles  C Thomas. 
Springfield,  111  1969. 

The  Continuing  Education.  By  John  P.  McGovern,  M.D.; 
and  Charles  G.  Roland,  M.D.  365  pp.  Price  $13.75.  Charles 
C Thomas.  Springfield,  111.  1970. 

Team  Practice  and  the  Specialist:  An  Introduction  to 
Interdisciplinary  Teamwork.  By  John  J.  Horwitz,  Ph.D., 
Professor,  School  of  Behavioral  and  Social  Sciences,  San 
Francisco  State  College,  San  Francisco,  California.  164  pp. 
Price  $9,00.  Charles  C Thomas,  Springfield,  111.  1970. 

The  Moment  of  Death:  A Symposium.  By  Arthur  Winter, 
M.D,,  Neurological  Surgeon,  East  Orange,  New  Jersey: 
Board  of  Trustees,  New  Jersey  Academy  of  Medicine; 
Consultant  to  Medical-Legal  Commission  on  Organ  Trans- 
plants; Representative  to  the  New  Jersey  State  Bar  As- 
sociation; Instructor  in  Neurosurgery,  New  Jersey  College 
of  Medicine;  Member,  Teaching  Staff  of  St.  Barnabas 
Medical  Center,  Livingston,  New  Jersey.  84  pp.  Price  $6.00. 
Charles  C Thomas,  Springfield,  111.  1969. 

Early  Days  in  the  Mayo  Clinic.  By  William  F.  Braasch, 
M.D,,  Emeritus  Head,  Section  of  Urology,  Mayo  Clinic; 
Emeritus  Professor  of  Urology;  Mayo  Graduate  School  of 
Medicine  (University  of  Minnesota)  Rochester,  Minnesota. 
142  pp.  Price  $7,50,  Charles  C Thomas,  Springfield,  111. 
1969. 

Symposium  on  Cancer  of  the  Head  and  Neck:  Total  Treat- 
ment and  Reconstructive  Rehabilitation.  Volume  two.  By 
John  C.  Gaisford,  M.D,  Director  of  the  Department  of 
Plastic  and  Reconstructive  Surgery,  Allegheny  General  and 
Western  Pennsylvania  Hospitals,  Pittsburgh,  Pennsylvania. 
381  pp.  Illustrated.  Price  $31.50.  The  C.  V.  Mosby  Company, 
Saint  Louis.  1969. 

Tobacco  and  Your  Health:  The  Smoking  Controversy.  By 
Harold  S.  Diehl,  M.D.,  Emeritus  Professor  of  Public 
Health  and  Dean  of  the  Medical  Sciences,  University  of 
Minnesota,  Special  Consultant  for  Research  and  Medical 
Affairs,  American  Cancer  Scoiety.  (Paperback)  271  pp. 
Illustrated.  Price  $2.95.  McGraw-Hill  Book  Company,  New 
York,  N.Y.  1969. 

Structural  Units  of  Medical  and  Biological  Terms.  A Con- 
venient Guide,  in  English,  to  The  Roots,  Stems,  Prefixes, 
Suffixes,  and  Other  Combining  Forms  Which  Are  The 
Building  Blocks  of  Medical  and  Related  Scientific  Words. 
By  J.  E.  Schmidt,  M.D.  Medical  Vocabulary  Editor, 
Modern  Medicine.  172  pp.  Price  $7.50.  Charles  C Thomas, 
Springfield,  111.  1969. 

Crisis  Fleeting:  Original  Reports  on  Military  Medicine  in 
India  and  Burma  in  the  Second  World  War.  By  James  H. 
Stone.  Office  of  the  Surgeon  General,  Department  of  the 
Army,  Washington,  D.C.  423  pp.  Illustrated.  Price  $3.75 
per  copy  from  the  Superintendent  of  Documents,  Govern- 
ment Printing  Office,  Washington,  D.C.  20402.  1969. 

Proceedings  of  the  Centennial  Symposium,  Manhattan 
Eye,  Ear  and  Throat  Hospital;  Volume  II — Otolaryngology. 
By  William  F.  Robbett,  M.D.,  Surgeon  Director,  De- 
partment of  Otolaryngology,  Manhattan  Eye,  Ear  and 
Throat  Hospital,  New  York,  New  York.  342  pp.  Illustrated. 
Price  $27.50.  The  C.  V.  Mosby  Company,  Saint  Louis.  1969. 

Chest  Tubes  and  Chest  Bottles.  By  Arndt  von  Hippel,  M.D., 
F.A.C.S.,  F.I.C.S.,  Private  Practice,  Thoracic  and  Cario- 
vascular  Surgery,  Anchorage,  Alaska;  Member  of  The  So- 
ciety of  Thoracic  Surgeons,  Member  of  the  Board  of 
Governors  and  Fellow  of  the  American  College  of  Chest 
Physicians;  Editor  of  Alaska  Medicine.  96  pp.  Illustrated. 
Price  $7.00.  Charles  C Thomas,  Springfield,  111.  1969. 

The  Innervation  of  the  Lung.  By  Edwin  F.  Hirsch,  M.D., 
Ph.D.,  Sc.D.  (hon.):  and  George  C.  Kaiser,  M.D.  105  pp. 
Illustrated.  Price  $11.50  Charles  C Thomas,  Springfield- 
Ill.  1969. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  od  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNIST — Board  certified  or  eligible  to  join  8-man  multi- 

specialty group.  Located  on  the  beautiful,  non-polluted.  South- 
western Oregon  Coast.  Salary  to  early  partnership.  Write  Manager. 
Bay  Clinic.  295  S.  10th  St.,  Coos  Bay,  Ore.  9740  Phone  (503) 
267-7091, 


EMERGENCY  DEPARTMENT  PHYSICIAN—  Accredited  gen- 
eral hospital  with  new  building  for  large  emergency  suite  and  diag- 
nostic center  presently  under  construction.  Fee  for  service  with 
excellent  basic  annual  guarantee.  Full  time  position  available  now 
to  qualified  physician.  Contact  Administrator,  Good  Samaritan 
Hospital,  407-14th  Ave.,  S.  E.  Puyallup,  Wa.,  98371,  Phone 
(206)  TH  5-1742. 


OBSTETRICIAN-GYNECOLOGIST — Board  certified  or  eligible. 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  10 
man  department.  Income  arrangements  competitive  with  increments 
and  many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Dept,  of 
OB-GYN,  The  Permanente  Clinic,  5055  N.  Greeley,  Portland, 
Ore.  97217. 


GENERAL  PRACTITIONER  WANTED—  Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact  Mr. 
Willard  Perry,  Administrator,  Forks  Community  Hospital,  Forks, 
Wa..  98331.  Phone  374-6271. 


RADIOLOGIST — Starting  income  $30,000  if  board  certified. 
Yearly  increases  up  to  10  years.  Partnership  offered  two  years 
with  profit  sharing.  In  and  out-patient  services.  Vacation, 
health  and  accident  insurance,  life  insurance  and  retirement 
benefits.  Contact  Henry  H.  Kavitt,  M.D.,  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST — The  95  man  physician  Permanente  Clinic 
seeks  an  additional  orthopedist.  Board  certified  or  eligible. 
Partnership  after  2 years  if  mutually  satisfactory.  Progressive 
increments,  retirement  and  other  benefits.  Starting  income 
$30,000.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


TAKE  OVER  LONG  ESTABLISHED  HEAVY  EENT  PRACTICE— 
Opportunity  for  ophthalmologist  and  otolaryngologist  working 
together.  Down  town  Portland,  Ore.  Present  lease  for  one  more 
year.  Write  Box  8 — B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


OTOLARYNGOLOGIST — For  95  man  clinic  servicing  the  Kaiser 
Health  Plan  of  Oregon.  Starting  income  $30,000;  substantial 
increases  for  10  years.  Insurance  benefits,  retirement  program. 
N.  W.  Frink,  M.D.,  The  Permanente  Clinic.  5055  N.  Greeley, 
Portland,  Ore.  97217. 


INTERNIST — For  a specialist  medical  group  associated  with 
a prepaid  health  plan.  $24,800  if  board  eligible,  $26,000  if 
certified.  Partnership  after  two  years,  if  mutually  satisfactory. 
Progressive  increments,  retirement  and  other  benefits.  A.  Hurtado, 
M.D.,  The  Permanente  Clinic,  5055  N.  Greeley,  Portland. 
Ore.  97217 


GENERAL  PRACTITIONER — Urgently  needed  for  a well 

established  20-year  old  practice  in  an  excellent  income  area. 
Contact  H.  C.  Shephard,  M.D.,  716-12th  St.  S.  E.,  Auburn,  Wa. 
98002. 


SITUATIONS  WANTED 


FAMILY  PHYSICIAN — 30,  military  obligation  fulfilled,  com- 
pleting F.M.  residency  Sept.  1971,  seeking  appropriate  practice 
location  or  association  in  suburban  or  rural  area  within  approx. 
100-mile  radius  of  Seattle.  Planning  visit  to  Washington  Sept.  1970. 
Contact  W.  B.  Howe,  M.D.,  43  Lilac  Dr.,  Rochester,  N.Y.  14620. 


VACATION  IN  HAWAII 


ONE  BEDROOM  TOWNHOUSE — in  Lahaina,  Maui.  Hawaii. 
Rent  $125  per  week  for  2;  $150  for  4.  1 mile  of  beach,  2 
swimming  pools,  club  house.  Available  April  5.  Minimum  stay 
1 week.  A.  E.  Sola,  M.D.,  EM  3-1616,  340  Northgate  Medical 
Bldg.,  Seattle,  Wa.  98125. 


REAL  ESTATE 


ARE  YOU  RETIRING — Here  is  the  dream  home  for  your 
Golden  Years;  84  feet  of  salt  water  front  on  excellent  fishing 
area,  less  than  one  hour  from  Seattle.  Lot  400  feet  deep  to 
County  road  gives  ample  room  for  puttering.  Two  golf  courses 
within  10  miles.  Cozy  3-bedroom  house,  has  two  baths,  with 
double  carport  at  back  door.  Second  house  with  3-bedrooms  ideal 
for  visiting  children  and  grandchildren  or  can  be  rented  for 
more  than  enough  to  cover  your  taxes  and  insurance.  A delightful 
spot  to  live  for  only  $65,000.  Write  for  appointment  and  more 
details.  Box  9-B,  Northwest  Medicine.  500  Wall  St..  Seattle,  Wa. 
98121. 


AUTO  FINANCING 


PHYSICIANS — You  cannot  afford  to  own  your  automobile. 
Why  buy  when  you  can  lease?  No  capital  tied — instant  write-off. 
Your  profession  is  your  credit  rating.  We  will  lease  you  any  make 
or  model.  Call  collect  (503)  938-3381  or  525-7140.  Pollard 
Leasing  Inc.,  Box  348,  Milton-Freewater  Ore.  97862. 


FINANCING 


MORTGAGE  FINANCING  AVAIUBLE—  For  medical  dental 
clinics.  Call  Continental  Inc.  Mortgage  Bankers.  8th  Fir.  Pacific 
Bldg.,  3rd  & Columbia,  Seattle,  Wa.  98104. 


OFFICE  SPACE 


PHYSICIANS  NEEDED — Excellent  opportunity  for  1 or  2 man 
practice.  Patient  area  includes  Kent  and  Renton.  1600  sq.  ft.  of 
dividable  space.  Minutes  from  new  Valley  General  Hospital. 
Contact  H.  M.  Hall,  Jr.  4600  E.  Mercer  Way,  Mercer  Island, 
Washington  98040.  Please  call  (206)  232-2439. 


ONE  OR  TWO  GENERAL  PRACTITIONERS—  Wanted  to 
occupy  Sears  Roebuck  designed  medical  facility,  in  Darrington, 
Wa.  Well  furnished  and  partially  equipped.  Area  pop.  approx. 
3,000.  Contact  Mrs.  Helen  Lemmon,  Box  327,  Darrington,  Wa. 
Phone  (206)  HE  6-2041. 
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OFFICE  FOR  RENT — Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician,  GP  or  internist.  Population  close  to  30,000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D.,  101  N.  E.  11th,  East  Wenatchee, 
Wa.  98801. 


OFFICE  SPACE  AVAILABLE — For  internist  and  pediatrician  in 
well-located  medical  center.  Fastest  growing  area  in  Pacific 
Northwest.  Economy  and  climate  excellent.  Other  specialties 
represented.  May  participate  in  ownership  of  building  and 
ancillary  facilities.  Write  Box  22-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa„  98121. 


PROFESSIONAL  OFFICES  FULLY  SERVICED— Aurora  Village 
Medical  Center,  1151  N.  200th.  From  $5.00  per  sq.  ft.  Henry 
Broderick  Inc.,  Rod  Bindon,  (206)  MA  2-4350. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA—  Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 
Seattle  98104. 


SPACE  FOR  LEASE — Will  build  medical  clinic  bldg.,  in 
Woodinville  Medical  Dental  Center.  Dental  Clinic  just  com- 
pleted. HU  6-2746  or  HU  6-4574. 


MEDICAL  SPACE  IN  MODERN  CLINIC—  For  lease  in  Mil- 
waukie  Oregon.  Parking.  For  information  call  (503)  654-6529 
Milwaukie,  Ore. 


CHOICE  SUITE — Approximately  1,200  sq.  ft.  Summit  Ave.,  & 
Spring  St.,  Seattle.  Established  medical-dental  bldg.,  adequate 
parking.  Available  immediately.  For  detail  phone  SH  6-5693. 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


I 

a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  21-25,  1970,  Chica- 
go; June  20-24,  1971,  Atlantic  City; 
June  18-22,  1972,  San  Francisco. 


AMA  Clinical— Nov.  29— Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — Annual 
Meeting,  October  1-4,  1970,  Portland 
Memorial  Coliseum. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — Annual 

Meeting,  July  1-5,  1970,  Sun  Valley; 
June  3(P^uly  4,  1971,  Sun  Valley. 

Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — Annual 
Meeting,  Bay  Shore^  Inn,  Vancouver, 
B.C.,  Sept.  25-26,  1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

PaciHc  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del  Webb’s 
Towne  House,  Phoenix,  Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 


OREGON 

Academy  of  General  Practice 
Pres.,  Laurel  G.  Case,  Portland 
Sec.,  F.  Douglas  Day,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Hodgson,  Portland 
Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Nov.). 

Pres.,  Walter  C.  Lobitz,  Jr.,  Portland 
Sec.,  Troy  G.  Rollins,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.) 

Pres.,  William  Thompson 
Sec.,  Thomas  Bennett 

Oregon  Pathologists  Association — (Feb., 
Apr.,  OcL,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. Annual  Meeting,  June  1970, 
Salishan,  Gleneden  Beach,  Ore. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum,  Annual  Meeting,  October, 

1970,  Portland. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— ^3rd  Fri.  (except  May,  June, 
Aug.,  Sept.)  Portland. 

Pres.,  Stephen  Bennett.  Eugene 
Sec.,  Donald  D.  Campoell,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Congress 
Hotel  Fourth  Fri.  Sept. — May,  except 
Nov.  3rd  Fri. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan.-May,  Sept.-Nov.) 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept-May). 

Pres.,  William  W.  Krippaehne,  Port- 
land. 

Sec.,  J.  Gordon  Grout,  Portland 
WASHINGTON 

King  County  Academy  General  Practice 
4th  Mon.  (except  June,  July,  Aug.,  Dec.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McLean,  Auburn 

Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct- 
Apr.);  Annual  Meeting,  Jan.  15-16, 

1971,  Washington  Plaza  Hotel,  Seattle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept. 
11,  12,  1970,  Washington  Athletic 

Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept-May,  except  Dec.)  Annual 
Meeting  Jan,  15,  1971,  University 

Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  Macdonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Pres.,  Edward  Johnston,  Spokane 
Sec.,  John  Sonnland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Place  of  Meeting,  announced 
monthly. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club— 3rd  Tues.  (Sept — 
May) 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept-June). 

Pres.,  J.  Lowell  Kinslow  D.O., 

Seattle 

Sec.,  Colleen  Faye  Richardson, 

M.A.,  Seattle 

Washington  Academy  of  General  Prac- 
tice. 

Pres.,  Richard  H.  Ganz,  Spokane 
Sec.-Treas.,  William  A.  Ehlers, 

Lacey 

Washington  State  Radiological  Society 
— Quarterly,  Seattle 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 

Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesiolo- 
gists— Quarterly  meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 
Annual  Meeting  Sept.  19,  1970. 

Pres.,  J.  Porter  Reed,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
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Psychiatrist 
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>k* 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis  * 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

♦References  available  on  request. 
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anxiety: 
the  aggressor 


Unless  dealt  with  promptly,  excessive  anxiety  can  move  in  and  j 
take  over  the  anxious  patient's  thinking  and  behavior,  disrupting  . 
normal  ability  to  function.  In  many  patients,  such  anxiety  can  ! 
contribute  to  illness,  exacerbate  symptoms  and  retard  recovery.  ' , 


The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used 
adjunctively  or  alone— has  demonstrated  clinical  usefulness  in 
virtually  every  field  of  medical  practice  where  anxiety 
complicates  the  patient's  condition. 
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it 


for  the  patient 
overwhelmed  by  anxiety 

Librium" 

(chlordiazepoxide 
HCI)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  prafile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  rfequires  that  its  potential  benefits  be 
weighed  against  its'  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  hove  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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OREGON  • WASHINGTON  • IDAHO 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains;  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment  I 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly  1 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to  I 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg..  | 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions;  Gastrointestinal— 3Lnort\\&, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative  ; 
dermatitis;  photosensitivity;  onycholysis,  nail  ' 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— mticaria. 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth—  ' 
yellow-brown  staining;  enamel  hypoplasia.  i 
Blood— anemia,  thrombocytopenic  purpura,| 
neutropenia,  eosinophilia.  Liver— cholestasis  atj  I 
high  dosage.  1 

Upon  adverse  reaction,  stop  medication  and  l 
treat  appropriately. 
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GRANULES 


■ to  help  restore 
and  stabilize 

the  intestinal  flora 

■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4.5,6 

Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


( #LXD6  > 


References: 

(1)  Siver,  R.  H.:  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H,:  Minn.  Med..  38:19-27,  January  1955.  (3) 
McGivney,  J.:  Tex.  State  Jour.  Med.,  51:16-18,  January  1965.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac., 
15:15-16,  October  1965.  (5)  Weekes,  D.  J.:  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.:  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 


noRmiDesT  m^icine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trusti 


-EDITORIAL  ADVISORY  BOARD- 
Chairman:  William  O.  Robertson,  M.D. 

School  of  Medicine,  University  of  Washington 
Seattle,  Wash.  98105 


Carl  G.  Ashley,  M.D. 

1400  S.W.  5th  Ave.,  Portland  97201 

Ray  L.  Casterline,  M.D. 

3 Myrtle  St.,  Medford,  97501 

Kent  W.  Christoferson,  M.D. 

505  Eugene  Med.  Ctr.,  Eugene,  97401 

Robert  C.  Davidson,  M.D. 

530  U.  District  Building,  Seattle,  98105 

David  H.  Dillard,  M.D. 

1959  N.E.  Pacific  Street,  Seattle,  98105 

R.  Reed  Fife,  M.D. 

9th  & Oxford,  Idaho  Falls,  83401 
Myron  R.  Grover,  Jr.,  M.D. 

3181  S.W.  Sam  Jackson  Pk.  Rd.,  Portland,  97210 
J.  R.  Gustafson,  M.D. 

210  S.  11th  Ave.,  Suite  42,  Yakima,  98902 
Max  W.  Hemingway,  M.D. 

Rt.  2,  Box  470,  Bend,  97701 


Mr.  Jan  Hirshman,  M.D. 

UWSM,  Seattle,  98105 
Robert  B.  Hunter,  M.D. 

700  Murdock,  Sedro  Woolley,  98284 
John  N.  Lein,  M.D. 

1959  N.E.  Pacific  Street,  Seattle,  98105 
Wilbur  H.  Lyon,  Jr.,  M.D. 

411  Coeur  d’Alene  Ave.,  Coeur  d’Alene,  83814 
H.  O.  Murphy,  M.D. 

Univ.  of  B.G.,  Vancouver  8,  B.C.  | 

Clare  G.  Peterson,  M.D. 

3181  S.W.  Sam  Jackson  Pk.  Rd.,  Portland  97201 
Wendell  Petty,  M.D.  I 

1938  Clemens  Road,  Oakland,  94602  i 

Carl  P.  Schlicke,  M.D. 

312  W.  8th  Ave.,  Spokane,  99204 
Robert  S.  Smith,  M.D. 

312  W.  Idaho  St.,  Boise,  83702 

Miss  Diane  Williams,  M4 

UOMS,  Portland,  97201 


-BOARD  OF  TRUSTEES- 


President:  John  R.  Hahn,  M.D. 
Arlington,  Washington  98223 


Charles  R.  Cavanaugh,  Jr.,  M.D. 

W’est  508  6th  Ave.,  Spokane,  99204 
P.  Blair  Ellsworth,  M.D. 

1106  S.  Blvd.,  Idaho  Falls,  83401 
R.  Wayne  Espersen,  M.D. 

Veterans  Administration  Hospital 
Roseburg,  97470 
J.  Allan  He.vderson,  M.D. 

June  at  11th  St.,  Hood  River,  97031 


Robert  W.  Hoffman,  M.D. 

1001  Broadway,  Seattle,  98122 

Paul  F.  Miner,  M.D. 

1333  W.  Jefferson  St.,  Boise,  83702 

Royal  G.  Neher,  M.D. 

Box  68,  Shoshone,  83352 

Franklin  J.  Underwood,  M.D. 

1920  N.W.  Johnson  St.,  Portland,  97209 


Editor 

Herbert  L.  Hartley,  M.D. 

Assistant  Editor 
Louis  A.  Healey,  M.D. 


-STAFF- 
Advertising  Supervisor 
Mrs.  Zola  Abney 
Editorial  Assistant 
Miss  Eleanor  A.  Oppenheimer 


Address  all  correspondence  to  northwest  medicine,  500  wall  street,  Seattle,  wash.  98121 


Secretary 
Mrs.  May  Byers 

j 

(206)  623-03'i 


MANUSCRIPTS  Acceptance  is  usually  contingent  on  exclusive 
publication.  Manuscripts  should  conform  to  standards  estab- 
lished by  this  journal.  Printed  list  of  requirements  wilt  be  pro- 
vided on  request.  Improperly  prepared  manuscripts  and  photo- 
copies will  be  rejected  without  review.  Correspondence  with 
the  editor,  prior  to  submission,  is  invited  and  is  advised.  Title, 
purpose,  and  approximate  length  of  the  proposed  manuscript 
should  be  listed  in  the  first  communication. 

NEWS  Deadline  for  news  copy  is  the  10th  of  the  month  preceding 
date  of  issue. 

CLOSING  AND  PUBLISHING  DATES  Set  copy  and  negatives  must 
be  received  by  the  5th  of  the  month  preceding  date  of  issue. 
Send  negatives  and  repro-proof  to: 

ALLIED  PRINTERS 
88  Vine  Street 
Seattle,  Wa.  98121 


DISPLAY  ADVERTISING  Advertising  Representative:  Melvin./ 
Tyler, 

693  Sutter  Street,  San  Francisco,  California  94102 

(415)  776-9400 

RATES  Standard  PAC  forms  available  on  request. 

CLASSIFIED  ADVERTISING  All  classified  advertisements  are  t 
in  the  style  of  this  journal  with  a bold  face  headline.  Each  linr^ 
charged  at  $1.50.  Copy  must  be  received  by  the  advertisji 
supervisor  at  the  editorial  office  not  later  than  10th  of  moil 
preceding  date  of  issue.  Proof  is  not  shown.  Copy  of  adi' 
it  appeared  in  the  journal  accompanies  billing. 

SUBSCRIPTIONS  Distribution  restricted  to  members  of  the  medi  I' 
profession  and  those  in  closely  allied  fields.  Subscriptions 
ceived  through  medical  association  will  begin  month  members)' 
becomes  effective.  $7.50  per  year  (honorary  association  membr , 
residents,  interns,  medical  students,  $3.00  per  year);  single  cop/ 
$1.00  ($9.00  per  year  for  foreign  countries). 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must  be  given  at  least  six  weeks  prior  to  date  change  will  become  effective.  Notice  should 
directed  to  circulation  manager  at  the  editorial  office.  Include  old  and  new  address  as  well  as  statement  whether  or  not  change  is  permanent.  Du 
cates  cannot  be  sent  to  replace  copies  undelivered  through  failure  to  notify  change  of  address.  |i 

Second-class  postage  paid  at  Seattle,  Washington  Copyright  1970  by  Northwest  Medical  Publishing  AssocialM 


noRrniDesT  m^icine 


Volume  69  July,  1970 

CONTENTS 

EDITORIALS 

Limitation  of  Life 487 

Revelation  in  Medicine 488 

Now  You  Can  Look  It  Up! 488 

Diphtheria  and  Death  1970 489 

Opinions  490 

ORIGINAL  ARTICLES 

Number  Types  and  Duration  of  Human  Lives 493 

Robert  H.  Williams,  M.D.,  Seattle,  Washington 

Qualitative  and  Quantitative  Problems  in  Generation 497 

Robert  H.  Williams,  M.D.,  Seattle,  Washington 

Notes  on  Joint  Diseases. ..IV  Polymyalgia  Rheumatica 502 

L.  A.  Healey,  M.D.,  Seattle,  Washington 

Drug  Therapy. ..VI  Therapy  of  Hyperlipidemias 503 


J.  S.  Holcenberg,  M.D./W.  R.  Hazzard,  M.D.,  Seattle,  Washington 


OREGON  MEDICAL  ASSOCIATION 


State  Board  of  Medical  Examiners  Holds  Meeting 506 

Be  Prepared 508 

Noel  B.  Rawls,  M.D.,  Astoria,  Oregon 


WASHINGTON  STATE  MEDICAL  ASSOCIATION 


1970  Annual  Meeting  Preliminary  Program 510 

IDAHO  MEDICAL  ASSOCIATION 

Can  We  Cooperate? 527 

John  M.  Ayers,  M.D.,  Moscow,  Idaho 


GENERAL  NEWS 

Pacific  Northwest  Regional  Health  Sciences  Library 528 

Northwest  Society  of  Community  Medical  Education 529 


Correspondence  . . . 470  Classified  . . . 534  Books  Received  . . . 532 

Medical  Meetings  . . . 536  Directory  of  Advertisers  . . . 537 


Notes  . . . 475 


Equipped  for  the 

thyroid  emergency? 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  Is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated.  ( 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a. high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  lest.  It  is  not  unusual  to  find  PBI  levels  of 
8-10  meg.  per  700  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  In 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid* 

(sodium  levothyroxine,  FLINT) 

Injection 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  lAOORATONIES.  INC. 

Morton  Grove.  Illinois 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  Who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  02.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMEHT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  lime  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Erroneous  Interpretation  of  Data 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

In  recent  weeks  a statement  was  released  to  the 
lay  press  describing  dangers  associated  with  the 
administration  of  tolbutamide  to  diabetics.  It  was 
stated  that  a diabetic  on  tolbutamide  would  be  three 
times  more  likely  to  die  prematurely  of  myocardial 
infarction  than  the  diabetic  not  taking  tolbutamide. 
These  findings  were  said  to  have  come  from  a large 
cooperative  study,  “University  Group  Diabetes  Pro- 
ject,” that  had  been  studying  over  1000  maturity- 
onset  diabetics  treated  with  tolbutamide,  placebo, 
insulin,  and  phenformin  for  something  short  of  ten 
years. 

As  a principal  investigator  in  this  study,  I should 
like  to  attempt  to  clear  up  some  of  the  confusion 
the  report  has  caused.  First,  the  report  was  described 
out  of  context  by  a lay  reporter  from  the  Washington 
Post.  Thus,  some  very  important  reservations  were 
omitted. 

Second,  this  project  was  not  designed  to  study 
death  as  an  endpoint.  Consequently,  many  of  the 
vital  baseline  data  relating  to  such  an  endpoint  are 
simply  not  available.  This  fact  alone  makes  it  im- 


possible to  draw  any  conclusions,  in  the  minds  of 
most  of  the  participating  investigators,  as  to  causal 
relationship  between  tolbutamide  and  the  deaths. 

Third,  despite  the  fact  that  high-risk  factors  for 
myocardial  infarction  have  been  shown  by  the  Fram- 
ingham Study  and  others  to  be  considerably  more 
significant  if  they  occur  in  certain  combinations  than 
if  they  are  considered  individually,  to  date  no  ade- 
quate attempt  has  been  made  by  the  statisticians  to 
weight  these  various  combinations  in  a meaningful 
manner. 

Fourth,  the  findings  reported  to  the  lay  press  are 
certainly  in  direct  opposition  to  those  reported  by 
such  workers  as  Keene,  Paasikivi  and  others,  all  of 
whom  report  the  advantages  of  treating  maturity- 
onset  diabetes  with  tolbutamide. 

Finally,  it  is  very  important  to  note  that  although 
phenformin  has  not  been  studied  as  long  as  the  other 
modes  of  treatment,  preliminary  results  with  this 
agent  do  not  appear  to  be  drastically  different  from 
those  seen  with  tolbutamide.  It  would  therefore  seem 
unwarranted  to  me  to  switch  patients  from  sulfony- 
lurea to  phenformin. 

In  summary,  then,  I deplore  the  sensationalism 
associated  with  the  recent  lay  press  release.  Unfor- 
tunately, a powerful  group  within  the  study  has 
fostered  this  sort  of  sensationalism  within  the  group 
right  along.  It  appears  that  we  have  been  unable  to 
contain  the  sensationalists  among  us. 

In  my  opinion  the  conclusions  of  the  study  thus 
far  should  be  as  follows;  Tolbutamide  is  no  more  effec- 
tive than  placebo  in  the  treatment  of  maturity -onset 
diabetes,  in  preventing  cardiovascular  deaths. 

Sincerely, 

ROBERT  L.  REEVES,  M.D. 


Ulill  you  SPEno  your  vacation... 


or  mUEST  it? 


The  Inn  of  the  Seventh  Mountain  is  a luxurious  resort 
hotel  condominium  imaginatively  designed  for  leisure  living 
in  all  seasons. 

It  can  play  a dual  role  in  your  busy  life. 

When  you  need  to  escape  the  pressures  of  the  today  world, 
your  boldly  beautiful  condominium  unit  invites  you  to  enjoy  sunny  days, 
cool  quiet  nights,  pure  air  and  tranquility  in  a vast  and  varied 
vacationland.  When  you  are  away,  your  unit  can  be  used  as  a hotel  rental, 
providing  both  income  potential  and  tax  benefits  for  you,  the  investor. 

This  is  how  it  works.  Your  condominium  is  legally  and  physically 
yours,  but  all  the  details  of  ownership  and  the  work  and  worry  of  second 
home  maintenance  and  security  are  handled  by  McMillan  Inns,  Inc. 

This  organization  was  developed  solely  to  operate  and  manage 
resort  hotel  condominiums.  Seventh  Mountain  units  are  designed  for  use 
as  one,  two  or  three  hotel  rentals  which  are  professionally  managed 
and  maintained  by  the  resident  staff.  You  realize  income  potential  from 
the  rental  pool  plus  desirable  tax  benefits  from  your  depreciation 
schedule  and  deductions  of  the  managment  fee,  a percentage  of  the 
maintenance  and  any  expenses  directly  related  to  the  rental. 

The  Inn  of  the  Seventh  Mountain  is  operational  with  50  units 
(75  hotel  rentals),  the  delightful  Red  Toe  Restaurant  and  Lounge,  paved 
roads,  heated  swimming  pool,  tennis  courts,  recreation/meeting 
room,  freshly-stocked  man-made  lake  and  a world  of  beauty  and  pleasure 
at  your  doorstep.  And  there’s  more  to  come! 

We  invite  you  to  spend  a weekend  at  the  Inn  of  the  Seventh  Mountain. 

Enjoy  our  facilities,  visit  our  furnished  models  and  discover  the 
advantages  of  investing  rather  than  spending  your  vacation.  Our  location... 
just  7 miles  west  of  Bend,  Oregon  on  the  road  to  Mt.  Bachelor. 


Other  Oregon  developments  of  Condominiums  Northwest,  Inc.: 
The  Inn  at  Spanish  Head ...  The  Inn  at  Otter  Crest 


INN  OF  THE 

SEUEniH 

mounram 

RESORT  HOTEL  CONDOMINIUM 
BEND,  OREGON 

PHONE:  224-1981  (Portland)  585-6741  (Salem) 


Condominiums  Northwest,  Inc. 

Mkt.  Dept.  0-6-70,  2111  Front  St.  N.E.,  Salem,  Oregon  97303 
Please  send  complete  information,  without  obligation 
□ The  Inn  of  the  Seventh  Mountain 

Name — 

Street - 

City State Zip 


mmmmnnx 


Mylanta 

24  millioitfiours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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^LIQUI 

aluminum  and  magnesium  bydraxidcs  gj«s^ 

Good  taste  = patient 
Relieves  G.Lgas  d 
Non-constipating 


*with  the  defoaming  action  of  simethicone 


I Stuart  j 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Alias  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionoliy  unstoble  patients  susceptibie  to  drug  obuse. 

Warning:  Ailhough  generoily  sofer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordlovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  uniess  potential  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  reiotively  low  incidence.  As  is  chorocteristic  of  sympathomimetic  ogents,  it  may 
occasionally  couse  CNS  effects  such  os  Insomnio,  nervousness,  dizziness,  anxiety. 


and  jitterlness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cordfo* 
voscu/or  effects  reported  Include  ones  such  as  tachycordio,  precordlo!  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  wos  on  Isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  p/ienomeno  reported  include  such  conditions  as  rash, 
urticorlo,  ecchymosis,  ond  erythema.  Gostrointestino/  effects  such  as  diarrhea, 
constipation,  nauseo,  vomiting,  ond  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  morrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  toblet 
daily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditionol  toblet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  t-oo6a  / i/?o  / u.s.  patent  no.  a.ooi.sto 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  suifale  260  mg.,  ominophyliine  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed toblet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  Instances,  and  quinine  moy  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visuol  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  toblets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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NOTES 


Medical  staff  disputes  v/itb.  hospital  boards  can  be 
taken  to  an  American  Medical  Association-American  Hospital 
Association  liaison  committee  for  Help  in  arbitration. 
Information  is  available  from  the  Executive  Vice-President 
of  AMA. 

The  MEDEX  idea  g;ets  support  from  Walter  C. 

Bornemeier,  AMA  President,  1970-71,  in  an  article  in 
Reader's  Dig;est , July.  He  urges  physicians  to  stop  spend- 
ing time  in  routine  procedures  that  can  be  carried  out 
by  assistants,  and  he  says  former  military  nurses  and 
corpsmen  can  assume  much  of  the  burden.  Dick  Smith,  of 
University  of  Washington  School  of  Medicine,  thought 
of  it,  and  developed  practical  application  of  the  idea 
long  before  anything  was  heard  from  AMA  Headquarters 
about  it . 

Another  Northwest  physician  recognized  the  need  to 
work  with  allied  personnel  more  than  ten  years  ago  — 
and  suffered  the  fate  of  many  whose  ideas  are  born  too 
soon.  Ray  McKeown,  of  Coos  Bay,  was  chairman  of  an  AMA 
committee  to  study  the  problem  he  saw  before  others 
realized  there  was  one.  He  incurred  the  ill  will  of  some 
who  felt  threatened  — and  lost  the  AMA  presidency  he 
had  earned  by  long  service  on  the  Board  of  Trustees. 

Turkey  will  stop  production  of  opium  — if  U.  S. 
physicians  will  stop  using  its  derivatives.  Seems  about 
as  reasonable  as  Smith  & Wesson  agreeing  to  quit  making 
handguns  — if  policemen  will  quit  carrying  them.  Don't 
expect  either  morphine  or  handguns  to  disappear 
very  soon. 

Warning  leaflet  has  been  prepared  by  EDA  for 
incorporation  in  dispensing  packages  of  prescribed,  oral 
contraceptives.  This  would  establish  a new  principle, 
permitting  a government  agency  to  participate  in  the 
physician's  communication  to  patients.  Is  a government 
agency  qualified  to  practice  medicine? 

One  must  be  wrong.  Two  research  projects  were  re- 
ported at  meeting  of  American  Diabetes  Association 
last  month.  One,  the  Universities  Group  Diabetes  Project, 
had,  before  the  meeting,  leaked  a report  indicating  in- 
creased deaths  from  heart  disease  among  patients  treated  * 
with  tolbutamide.  Another,  the  Eramingham  Study,  said, 

"In  insulin-treated  diabetics,  but  in  no  other  diabetics, 
coronary  heart  disease  cases  were  more  frequently  fatal 
...  than  in  nondiabetics  for  both  sexes."  When  can 
you  believe  a research  report? 


H.L.H. 


relieved  with 

MEASURIN  q.  8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


«REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


ME/»URiri 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 


NOTE:  The  high  therapeutic  index 
uf  Trocinate  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
.mooth  muscle  spasm  promptly. 
■lOG  mg.  dosage  usually  creates  a 
ibeuipcutic  blood  level.  In  reducing 
dosage  after  reliej,  lengthening  the 
time  between  dosage  rather  than  lessen- 
ing the  recommended  dose  is  preferable, 
i he  prompt  direct  action  allows  a 
consciousness  oj  the  first  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment IS  complete.  A prescription  for 
twelve  or  sixtcin  -100  mg.  tablets  will 
usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  JOO  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 


PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 
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WILMAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  V1RGINI.\  23217 
S7f7(cc//r^cc/f/rf-U  Tdi'/ccci/’ 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchroV 
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Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN. 
Hypersensitivity  urticaria, 

angioneurotic  edema,  anaphylaxis. 
Intracranial— huigxng  fontanels  in  young 
infants.  yellow-brown  staining; 

enamel  hypoplasia.  B/oor/— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


I love  my  family. 

I adore  this  house. 

My  in-laws  are  great. 

The  neighbors  are  wonderful. 


and  pent  trial.  Extremely  large  doses  can  produce 
rhythmic  Iasi  aclivity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  After  excessive  dosage  for 
weeks  or  monfhs,  withdraw  gradually  |1  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexial.  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  in  small  amounts  for  palienls 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  occasionally  hyperventilation  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  fCNS  stimulants  and  pressor 
amines  as  indicated)  Doses  above  2400  mg  /day 
are  not  recommended. 

Composition.  Tablets,  200  mg.  and  400  mg 
meprobamate.  Coated  Tablets,  WTSEALS* 

EQUANIL  (meprobamate)  400  mg.  (All  tablets  also 
available  in  REDIPAK'  [strip  pack],  Wyeth.  | 
Continuous-Release  Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 


The  young  homemaken 
her  underlying  anxiety 
and  tension  can  surface 
and  intensify  under  the 
continuous  stress  of 
rearing  a growing  family. 
Especially  when  she's 
confined  to  the  home  andl 
its  environs  so  much. 

You  can  help  her  over 
the  rough  spots  with 
reassurance  and  counsel.] 
Equanil  can  help  relieve 
tension,  ease  anxiety— 
with  little  risk  of  serious  ' 
side  effects.  Time  and 
experience  will  probably 
do  the  rest. 

Equanir 

(meprobamate)l 

Wyeth  Laboratories 
Philadelphia.  Pa.  ' 


Micaiions  foi  use  m maoagement  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiely  and  related 
muscle-relaxanf  propertps 
Contraindications  History  ol  sensitivity  to 
meprobamate 

Important  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicis,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  ol  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs,  if  persislent,  patients  should 
not  operate  vehicles  or  dangerous  machinery. 

Side  Edects  include  drowsiness,  usually  transient; 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction,  occasionally 
concomitant  CNS  stimulants  (amphetamine. 


mephentermine  sulfatelare  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  ol  allergy  may  or  may  not  be  related  to 
incidence  of  reactions  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae.  ecchymoses,  peripheral 
edema  and  fever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  II  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinslituted  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  IT  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  ol  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


Photo  professionally  posed 


Picture  of 
painful  myositis 


treated  with 
Parafon  Forte  ^irs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


arafon  Forte  tablets  help  to  relieve  pain, 
istore  mobility. . . stop  pain- spasm  feedback 

/ providing : 

nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
I pain, ^’2  y0^  unlikely  to  produce  the  irritation  to  the 
astric  mucosa  so  often  associated  with  salicylate 
ierapy2 

’id  a skeletal  muscle  relaxant  effective  in  a wide  va- 
ety  of  conditions*-5...but  not  likely  to  have  the  cen- 
tal effects  of  tranquilizing  compounds.^ 

rescribe  Parafon  Forte  for  effective  spasmolysis 
nd  analgesia  in  sprains,  strains,  myalgias,  low  back 
ain,  bursitis  and  other  musculoskeletal  disorders, 
our  patients  will  appreciate  the  restored  comfort 
nd  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edeipa  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1^:316,  1955, 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company.  1965,  p.  331.  3.  Kestler,  O. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surg. 
5/ :372,  1962.  4.  Forster.  S-.  et  at.:  Amer. 
J.  Orthop.  2:285.  1960.  5.  Friend.  D-  G. : 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

McNEIL  LABORATORIES,  INC.,  FT.  WASHING  iON,  PA.  19034  NO.  2,695,877 
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Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients ...  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


screening;  “Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 

□ All  testing  is  supervised  by  a Board-Certified  member  of  ^ 
the  American  Board  of  Pathology.  Equipment  is  the  most  ' 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


Qiochemical 

^IROCEDURES 


P 


AFFILIATE  OF  MEAD  JOHNSON 


Headquarters  Laboratory 

12020  Chandler  Boulevard 
North  Hollyvrood,  California  91607 
From  Area  Code  213  Call: 

763-8203  • 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


After  only  cme  year: 

Administered 
to  mcMe  peojJe 
than  live  in 
Boise, 

Salem,  and 
Everetts 


Injectable 

Garamvcin 

gentamian  I sulfate 

injection 

An  estimated  208.000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Boise,  Salem,  and  Everett  is 
201,000.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^’^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^® 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 

W>unds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


Viounting  evidence  in  the  laboratory... 

Over  95%  gram-n^ative 
pathc^ns  sensitive: 


r ^lo  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

i n a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 

I geographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
I nonth  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
^pultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 

Percentage  of  sensitive  strains  AntiblOtlCS* 


Number  of  strains  tested 


Pathogens 

Garamycin 

Kanamycin 

Cephalothin 

Cephaloridine 

Ampicillin 

Colistimethate 

Chloramphenicol 

Tetracyclina 

KlebaMla 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

1 A«robacfar 

1 aaro^enes 

95.9% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
eerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2,883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 

Indole-posKIve 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mirabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coll 
and  all  other 
Escherichlas 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram-positive  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagufase-positive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to  mid-August,1969).» 

Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
(^nsiderations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  hospitals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error,  the  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  p>ermit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 


See  Clinical  Considerations  section  on  last  page... 


injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/  Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lo  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications;  G.\ramycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 

No.  of  Strains 


No.  of  (%)  Inhibited  by:  No.  of 

Strains  4mcg./cc.  8mcg./cc.  In  Vitro 


B.\CTERLA 

Tested 

or  less 

or  less* 

Studies- 

Staphylococcus  aureus 
Pseudomonas 

1.210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 
indole-negative 

836 

736 

(88%) 

779 

(93%) 

11 

Proteus  species 
Klebsiella-Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦ Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  G.ar.vmycin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
GARAMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  w i 
pre-existing  renal  damage,  treated  with  GARAMYCIN  Injectal  • 
usually  for  longer  periods  or  with  higher  doses  than  recommend 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  tl 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-existi 
renal  impairment.  Kidney  function  diminished  by  infection  of  t 
upper  urinary  tract  may,  however,  improve  during  effective  tre  ■ 
ment  with  Garamycin  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  dn 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sulf;(i 
has  not  been  shown  to  afford  any  clinical  advantages  and,  moreo\  j 
may  result  in  additive  toxicity.  Monitoring  of  vestibular,  cochlel 
ancl  renal  function  will  provicle  guidance  for  therapy  in  such  cas 
Precautions:  In  patients  with  impaired  renal  function  in  whc 
serious  infection  develops,  serum  concentrations  of  the  drug  m 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  {;■ 
tients  or  in  those  in  whom  recommended  dosage  or  duration  ^ 
therapy  must  be  exceeded  as  a life-saving  measure,  routiner  stud  » 
of  kidney  function  should  be  performed  when  possible.  These  m t 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  fui," 
tion  and  measurement  of  serum  concentration  of  the  drug  wh  j 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintain 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity.  | 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  ( 
days  or  be  repeated  unless  required  for  serious  infection  not 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Gar.amycin  Injectalj 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisnas. 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use.  in  pregnancy  or  the  potential  for  fetal  ototoxicity  < 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  air* 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetiji 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients  t 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisalj 
by  the  physician. 

Adverse  Reactions;  The  overall  incidence  of  ototoxicity  consider  i 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  ce  ^ 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  wc|| 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  I 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  i 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kar  I 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decreas  I 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  show  i 
increases  in  BUN  that  were  probably  related  to  treatment  wif 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  relat 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  ai| 

4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instanj 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depress! 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  report ; 
and  possibly  treatment-related  adverse  reactions  were  anemia,  ip 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotensi(|! 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  traij 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  d 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-d(| 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentamicin 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int.  M<| 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Armstrong,  D.,  a 
Smith,  J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infectioi) 
J.  Infect.  Dis.  779:483,  1969.  (3)  Cox,  C.  E.:  Gentamicin,  a mji 
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tract  infections,  J.  Infect.  Dis.  779:486,  1969.  (4)  Groll,  E.:  Cliniij 
experience  with  gentamicin,  data  from  12  German  clinics,  in  G. 
tamicin:  First  International  Symposium,  Paris,  January  19' 
Lucerne,  Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.:  Labo  j 
tory  ancl  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74.  I 
Medeiros,  A.  E.:  Discussion,  J.  Infect.  Dis.  779:533,  1969.  (7)  Polk,  I ; 
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♦Dosage  in  this  investigational  study  was  less  than  now  recommend 
in  Package  Insert. 
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Physicians’  Desk  Reference.  Schering  literature  is  also  availal  . 
from  your  Schering  Representative  or  Medical  Services  Departmei  4 
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Limitation  of  Life 
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Lort  i 


For  more  than  two  thousand  years,  the  con- 
science of  the  physician  has  been  deeply 
engraved  with  the  obligation  to  preserve  life, 
not  to  terminate  it.  Is  it  now  time  to  abandon 
that  principle?  There  is  growing  conviction  that 
it  is. 

In  two  articles  in  this  issue,  Williams  presents 
telling  argument  that  it  is  time  to  admit  that 
life  can  become  valueless,  and  might  as  well  be 
limited,  either  by  stopping  treatment  that  would 
continue  it,  or  by  administering  what  Hippo- 
crates called  a deadly  medicine.  Williams  would 
extend  the  active  termination  of  life  to  those 
wishing  to  die  who  now  find  suicide  the  only 
way  out.  And  he  supports  liberalization  of  laws 
now  limiting  abortion. 

Willingness  to  consider  action  that  will  ter- 
minate life  is  new  to  physicians.  But  the  condi- 
tions making  consideration  necessary  are  also 
new.  The  world  is  filling  up  with  people  and 
lack  of  room  alone,  regardless  of  food  supply, 
will  make  population  control  an  absolute  neces- 
sity at  some  time  in  the  future.  If  it  is  not  yet 
time  to  abandon  the  Hippocratic  principle,  it  is 
certainly  time  to  consider  what  can  be  done  and 
what  ought  to  be  done  to  establish  control. 

As  people  increase,  personal  liberty  decreases. 
More  and  more  restrictions  are  imposed.  We 
have  seen  this  happen  as  the  frontier  has  vanished. 
There  are  still  places  in  this  country  where  you 
can  shoot  a rifle  in  any  direction  without  hurting 
anyone.  But  in  many  places  where  you  could 
have  done  that  a generation  ago,  the  situation 
is  reversed.  You  can’t  shoot  a rifle  in  any  direc- 
tion, except  straight  down,  without  running  the 


risk  of  hurting  someone.  Personal  liberty  is  thus 
nibbled  away  as  it  becomes  more  and  more  nec- 
essar)'  to  protect  man  from  being  harmed  by 
man.  And  there  may  come  a time  when  one  man 
can  interfere  with  the  welfare  of  another  just  by 
living. 

Overcrowding  of  the  earth  must  be  considered, 
as  it  is  not  just  a possibility.  The  present  course  of 
human  population  makes  it  inevitable.  But  is 
termination  of  life  to  be  a function  of  physicians? 
There  are  important  reasons  why  it  should  not 
be. 

It  is  normal  to  fear  death.  If  it  were  not  so,  few 
would  seek  services  of  physicians.  Most  people 
wish  to  preserve  life  as  long  as  possible,  even 
when  life’s  pleasures  are  reduced  to  a fraction 
of  what  they  once  were.  And  the  image  of  the 
physician,  above  everything  else,  is  the  image  of 
a person  dedicated  to  doing  everything  possible 
to  preserve  life  as  well  as  to  reduce  suffering. 
Effectiveness  of  the  physician  as  a healer  depends 
entirely  on  this  image.  There  could  be  irrepar- 
able damage  to  the  healer  image,  should  it  be 
replaced  by  an  image  of  a physician  with  syringe 
in  hand,  ready  to  deliver  Hippocrates’  deadly 
medicine. 

Neither  horn  of  the  dilemma  can  be  ignored. 
There  are  powerful  arguments  for  and  against 
acceptance  of  the  proposals  made  by  Williams. 
The  problem  must  be  discussed,  widely,  and  at 
length.  A forum  for  such  discussion  is  provided 
in  the  correspondence  section  of  this  journal.  It 
should  be  used.  Is  it  now  time  to  abandon  the 
principle  handed  down  by  Hippocrates? 

H.  L.  H. 
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Revelation  in  Medicine 


In  the  recent  past  an  unprecedented  number 
of  medical  revelations  have  come  forth.  It 
has  been  revealed  that  cyclamates  are  carcino- 
genic. “The  pill”  is  responsible  for  thromboem- 
bolism, hypertension  and  diabetes.  It  has  been 
revealed  that  psychoneurosis  and  hypochon- 
driasis no  longer  exist— these  symptoms  are  all 
due  to  hypoglycemia  or  hyperlactatemia!  Now 
it  has  been  revealed  that  tolbutamide  is  a cause 
of  premature  cardiovascular  death. 

Unfortunately,  these  revelations  come  to  us 
not  via  established  scientific  channels  and  come 
unencumbered  by  supporting  data.  They  come 
not  as  scientific  fact  but  as  speculation  fanned 
to  intensity  by  a misinformed,  irresponsible 
press  and,  on  occasion,  are  acted  upon  in  haste 
by  frightened,  panic-stricken  authority. 

The  technique  of  bypassing  established  scien- 
tific channels  by  news  media  more  concerned 
with  sensationalism  than  fact  has  led  to  a suc- 
cession of  distorted  revelations,  built  false  hopes, 
and  created  factionalism  within  the  ranks  of 
medicine  itself  (one  need  only  recall  the  tragic 
results  of  the  press  conference  “science”  that 
introduced  Krebiozen).  The  complexities  of 
medical  science  make  it  difficult  for  even  the 
most  discriminating  editor  to  report  objectively 
and  in  context.  And  even  the  scientists  cannot 
always  differentiate  the  trival  from  the  important 
advance  —the  trivial  frequently  sells  more  papers. 
There  is  no  quarrel  with  news  of  medicine  or 
news  of  scientific  advance.  There  should  be 
strenuous  objection  to  the  type  of  sensationalism 


which  has  resulted  in  the  unjustified  perturbation 
produced  in  the  minds  of  millions.  The  job  of 
medicine  becomes  compounded.  Each  distorted 
fact,  each  inaccurate  statistic,  each  hysterical  fear 
must  be  painstakingly  refuted. 

Unfortunately,  as  in  the  case  of  tolbutamide  or 
the  cyclamates,  little  knowledge  is  available  — 
other  than  what  one  can  read  in  the  newspapers 
or  view  on  television.  The  cyclamate  storv'  is 
fragmentary  and  the  information  meager  and  of 
questionable  relevance.  The  data  on  tolbutamide 
have  yet  to  be  presented  to  the  scientific  and 
medical  communitv,  and  virtually  all  the  infor- 
mation comes  from  the  news  media  (see  corres- 
pondence, page  470  in  this  issue).  Other  less 
sensational,  but  equally  newsworthy  data  indi- 
cating a positive  effect  of  tolbutamide  on  longe- 
vity are  not  reported  by  the  news  media. 

In  the  meantime,  what  can  be  done  to  reassure 
the  anxious  diabetic  on  tolbutamide,  the  fright- 
ened fat  girl  eating  cyclamates  or  the  woman 
who  should  not  conceive?  This  becomes  difficult, 
if  not  impossible,  in  the  absence  of  factual  infor- 
mation. However,  perhaps  the  best  refutation 
and  most  reassuring  of  all  is  the  absence  of 
supporting  data!  This  combined  with  a decade 
or  more  of  trouble-free  experience  with  these 
drugs,  and  a critical  appraisal  of  what  is  known 
gives  the  physician  a firm  basis  upon  which  to 
resist  the  hysteria  created  by  our  modern  medical 
revelations. 

Robert  L.  Nielsen,  M.D. 


Now  You  Can  Look  It  Up! 


In  years  past,  class  after  class  of  medical  stu- 
dents, reared  on  a diet  of  “optimal”  library 
facilities,  has  gone  forth  into  practice  situations 
with  drastically  compromised  — or  nonexistant  — 
information  sources  at  their  beck  and  call.  Under- 
standable is  their  subsequent  virtually  total  re- 
liance on  the  spoken  word.  Even  the  highly 
motivated  individual  practitioner  could  do  little 
more  than  dream  about  how  things  eventually 
might  change.  This  change  has  now  occurred; 


today  the  most  isolated  solo  practitioner  has 
access  to  the  full  extent  of  the  medical  literature  — 
in  his  office,  at  his  hospital  or  in  his  local  public 
library.  The  choice  is  now  up  to  him  to  take 
advantage  of  it;  some  will  think,  “Impossible;” 
they  are  mistaken— and  it  is  happening,  now. 
Here’s  how. 

Today,  all  parts  of  the  Pacific  Northwest  are 
linked  by  a Regional  Health  Sciences  Library 
network.  Stemming  from  our  two  medical  schools’ 
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extensive  facilities,  the  network  includes  hospital 
libraries,  medical  society  holdings,  public  librar- 
ies, and  other  college  and  university  resources. 
A request  submitted  to  any  such  library,  if  for 
material  not  available  there,  will  be  passed  to 
the  nearest  available  resource.  There  a photo 
copy  of  the  requested  information  is  made  and 
returned  — in  3 out  of  4 cases  in  24  hours!  All  very 
well,  you  may  answer,  but  how  does  the  doctor 
know  what  to  ask  for?  That  answer  is  simple  too  — 
via  the  Abridged  Index  Medicus.  What,  you  then 
ask,  is  that? 

Thanks  to  the  National  Library  of  Medicine, 
a subject  indexed  compilation  of  the  title  contents 
of  100  of  our  leading  medical  journals  — and 
these  include  well  over  90  percent  of  “relevant” 
articles — is  now  published  on  a monthly  basis. 
Using  common  topic  headings  and  citing  given 
articles  under  several  such  headings,  the  monthly 
periodical  is  simple  to  use.  Although  the  cost  is 
only  $12  per  year  for  a personal  subscription,  the 
Pacific  Northwest  Health  Sciences  Library  has 
wisely  decided  to  place  100  such  subscriptions 
in  strategically  located  hospitals  all  over  our 
region.  At  present,  10  are  going  to  Idaho,  10  to 
Montana,  27  to  Washington,  12  to  Oregon,  and 
12  to  Alaska. 


How  does  this  solve  the  problem?  Actually 
it  doesn’t  solve  the  problem  completely.  Probably 
nothing  will.  But  now  you  can  follow  the  litera- 
ture in  your  “medical-hobby -field” — in  my  case, 
accidental  poisoning  —and  have  immediate  access 
to  photo  copies  of  all  relevant  articles  on  the 
subject.  Moreover,  this  opportunity  is  piggy- 
backed on  others  aimed  at  providing  more  access 
to  information  that  this  library  network  has  made 
available  — be  it  by  reference  services  or  con- 
ceivably a MEDLARS  search.  Every  doctor  in 
our  area  ought  to  avail  himself  of  the  opportunity 
to  visit  one  or  more  of  the  network’s  facilities 
and  have  a trial  run  through  the  Abridged  Index 
Medicus  to  see  how  it  can  help  him.  As  never 
before,  information  developed  today  can  be 
applied  tomorrow.  Recall  that,  as  previously 
reported  here,  RhoGam  was  successfully  intro- 
duced into  our  medical  care  scene  to  the  extent 
that  88  percent  of  all  appropriately  eligible  reci- 
pients got  it  within  the  first  three  months  after  its 
arrival.  A remarkable  achievement;  others  can 
and  are  occuring. 

These  columns  would  welcome  suggestions  from 
our  readers  about  innovative  applications. 

W.  O.  R. 


Diphtheria  and  Death 


Any  patient’s  death  is  in  a sense  a defeat  for 
. the  physician;  particularly  tragic  is  the 
preventable  death  of  a child.  Early  in  May,  1970, 
a five-year-old  boy  died  at  Harborview  Hospital, 
one  of  five  unimmunized  members  of  his  family 
admitted  with  diphtheria.  Only  the  father  escaped 
infection,  having  been  immunized  while  in  the 
military  service. 

It  is  possible  that  patients  as  well  as  physicians 
are  becoming  complacent  about  such  preventable 
infectious  diseases.  In  the  1920’s  the  State  of 
Washington  had  between  500  and  1700  cases  of 
diphtheria  annually,  with  a high  mortality.  With 
the  initiation  of  wide-spread  immunization,  the 
reported  cases  of  diphtheria  dropped  dramati- 
cally; since  1950,  relatively  small  numbers  of  cases 
have  been  reported.  Despite  this  decline,  however, 
sporadic  cases  continue  to  occur.  In  Washington 
State  in  the  15-year  period  from  1954  to  1969, 
there  were  136  documented  cases  of  diphtheria 
with  19  deaths. 


Every  child  should  have  well-child  care  in- 
cluding routine  immunization  against  diphtheria, 
pertussis,  tetanus,  smallpox,  poliomyelitis  and 
measles.  All  of  these  diseases  are  potentially 
life-threatening —and  they  are  preventable.  It  is 
our  obligation  as  physicians  to  provide  immuni- 
zation against  them.  All  too  often  a child  remains 
unimmunized  well  past  infancy  for  a variety  of 
reasons  including  family  negligence,  because 
“he  always  had  a cold  when  he  was  at  the  doc- 
tor’s,” or  other  equally  unacceptable  reasons.  If 
every  physician  in  this  State  would  assume  the 
obligation  for  initiation  and  completion  of  an 
immunization  program  in  each  child  examined, 
for  whatever  reason  these  tragic  preventable 
deaths  could  be  eliminated.  Since  most  physicians 
are  already  considerably  overworked,  it  might 
be  advisable  to  develop  a system  whereby  the 
office  assistant  could  flag  records  of  children  who 
are  incompletely  immunized.  All  of  the  children 
currently  hospitalized  at  Harborview  Hospital, 
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as  well  as  the  child  who  died,  were  seen  on  more 
than  one  occasion  by  a physician. 

The  three  school  age  children  had  been  ofFered 
immunization  by  the  school  system  but  the 
parents  failed  to  return  to  the  school  the  necessary 


papers  authorizing  immunization.  If  this  State 
required  immunization  as  a prerequisite  for  ad- 
mission to  school,  virtually  all  children  would  be 
protected,  “better  late  than  never.” 

Beverly  C.  Morgan,  M.D. 


Opinions 


Once  more,  the  short,  practical  article  is  the 
first  choice  of  most  readers.  The  article 
by  Bratrude,  submitted  in  response  to  request 
for  articles  on  methods  employed  in  office  prac- 
tice, received  the  most  votes  in  the  May  survey. 
Another  article  on  a simple  office  procedure,  was 
second.  This  response  is  consistent  with  those 
on  previous  issues.  It  leaves  no  doubt  about  the 
desires  of  most  readers. 

This  finding  must  not  be  interpreted  as  ex- 
cluding all  other  types  of  articles.  The  cards  ask 
for  first  choice  only,  leaving  no  opportunity  for 
second  and  third  place,  in  response  of  the  reader 
who  returns  a card.  It  must  be  noted  that  no 
article  published,  in  the  seven  issues  so  far  re- 
ported, has  received  zero  votes.  Every  article 
published  has  pleased  some  readers.  Therefore, 
it  must  be  assumed  that  a general  purpose  journal 
should  continue  to  publish  a wide  variety  of  con- 
tributions. The  card  returns  do  indicate  that 
more  emphasis  should  be  placed  on  short, 
practical  articles. 

THE  VOTE  was: 

Percent 


Bratrude:  Office  Proctoscopy  33 

Healey:  Joint  Tap  for  Diagnosis  22 

Stracener:  Experiences  with  Safety 
Containers  for  Prevention  of 
Accidental  Childhood  Poisoning  20 

Allen:  Birth  Injury  to  the  Spinal  Cord  16 

Dohner:  The  CME  Short  Course  9 


Phrasing  of  the  Medicare  question  did  not  satisfy 
everyone.  There  was  a substantial  write-in  vote 
for  modification.  It  might  have  been  anticipated.  But 
the  surprise  came  in  the  amazing  41  percent  who 
are  well  enough  satisfied  with  the  Medicare  program 
to  either  leave  it  alone  or  expand  it  to  cover  everyone. 
This  is  the  minority  vote,  and  some  support  was 
expected.  Strength  of  support  was  not.  The  subject 
was  interesting  enough  to  stimulate  an  unusual 
number  of  pungent  comments. 


THE  RESPONSE  WAS: 

Percent 

Medicare  should  be. 

Extended  to  cover  everyone 

18 

Left  as  it  is 

23 

Discontinued 

33 

Modified  (write-in) 

26 

THE  comments: 

Medicare  should  cover  everyone  until  age  65, 
then  everyone  should  be  on  their  own.  If  they  cant 
make  arrangements  for  their  own  care  in  65  years, 
then  tough  luck. 

Should  be  revised  to  meet  modern  era  of  society 
and  medicine.  At  present.  Medicare  is  a disgrace 
to  society  and  the  medical  profession. 

Unworkable,  unethical,  and  a deliberate  hoax  upon 
our  senior  citizens. 


(Extend)  It  is  useless  to  stand  in  the  schoolhouse 
door!  Let’s  not  waste  time  being  negative. 

(Continue)  How  could  you  consider  anything  else? 
It  is  so  wasteful. 

Addition  of  the  Western  Journal  of  Medicine  is 
highly  praised. 

Medicare  should  be  limited  to  those  of  limited 
means. 

Government  medicine  is  bad  medicine. 


For  people  in  need,  not  for  the  well-to-do. 

All  should  be  required  to  purchase  medical  in- 
surance. Those  who  cannot  afford  it  (truly) 
should  receive  credit  slip  to  purchase  it.  The  govern- 
ment may  set  standards  re  the  coverage. 

Would  have  preferred  to  see  option  of  developing 
other  methods  of  financing  comprehensive  health 
coverage. 

Modified  by  partial  payment  from  the  patient. 
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(Extend)  Except  bureaucracy  and  paper  work 
must  be  reduced. 


There  must  be  a law!  — the  fatter  the  journal,  the 
less  it  is  read. 


(Discontinued)  Or  covered  by  an  experienced 
health  insurance  carrier  who  can  lop  off  millions 
of  wasted  dollars. 

California  articles  excellent. 

These  choices  are  inadequate. 

Save  pages  by  drastically  cutting  size  of  type 
used  to  print  state  medical  society  proceedings  and 
reports.  Why  not  modernize  medicine  by  requiring 
all  members  of  state  and  national  houses  of  delegates 
to  retire  at  60  or  65? 


Medicare  is  contributing  to  the  debauching  of  the 
currency  and  decline  of  moral  standards  of  the 
country.  (I'll  make  my  pile  from  Medicare  but  the 
country  will  lose.) 

Why  do  we  vote  in  idiots — Nichts  ist  frei! 

It  should  first  be  extended  for  catastrophic  medi- 
cal problems  and  then  extended  to  everyone  when 
resources  are  available. 


(Extend)  As  soon  as  the  USA  can  afford  it!  (Don’t 
tell  Max  Parrot  on  me!) 


Twenty  percent  patient  participation  to  prevent 
over-utilization. 


I have  never  practiced  under  this  program  and 
would  never  consider  so  doing. 

Thoroughly  enjoyed  the  section  from  the  Western 
Journal  of  Medicine. 

Robertsons  editorial  supplemented  Scherz  article 
nicely. 

We  should  be  ashamed — all  articles  in  WJM  are 
better.  Definitely  keep  the  Western  Journal  of  Medi- 
cine— will  write  the  trustees  as  suggested. 

Government  cant  do  anything  as  well  as  voluntary, 
private  individuals  or  private  corporation. 

The  wealthy  should  not  be  cared  for  by  the  poor. 

Believe  those  that  can  pay,  should,  and  not  use 
Medicare. 


The  above  question  is  too  vague  to  be  of  true  value. 


I believe  some  type  of  medical  coverage  is  in- 
evitable and  right,  so  hope  that  we  could  come  up 
with  a workable  plan. 

T m in  favor  of  compulsory,  government  backed, 
but  not  directed,  health  insurance. 


Discontinued  or  policed  better  and  fees  more 
equal. 


Currently,  the  least  productive  members  of  society 
are  receiving  the  best  health  care. 


Every  move  of  Social  Security  Administration, 
past,  present  (and  future)  has  propagated  waste, 
frustration,  and  a feeling  of  cynicism  and  futility  on 
patients  and  physicians  alike. 


(Discontinued)  And  gradual  replacement  by  Medi- 
credit  or  equivalent. 


Should  be  discontinued  and  new  “Medicare  type” 
program  designed  for  income  groups  who  need  it — or 
who  have  not  provided  it  for  themselves. 

Witness  the  British  medical  system’s  return  in 
direction  of  semi-private  care.  Why  follow  them  to 
socialism  and  back  again? 


Needs  change  in  several  areas:  three  day  hospital- 
ization, payment  formula,  public  education,  pro- 
fessional education. 

Lead  editorial  the  best  in  this  issue. 


It  has  proven  to  be  as  economically  unfeasible  as 
the  government  was  warned  it  would  be. 

Please  tell  your  Washington  Trustees  I hate  the 
new  “California  Medicine”  insert.  Northwest  Medi- 
cine’s unique  contribution  is  to  present  views  of 
local  physicians.  I like  it  the  way  it  is — why  clutter 
it  up  with  “Pruneland”  medicine? 

I like  the  scientific  addition  from  California. 


Excellent.  For  elderly  only — not  for  elderly  who 
can  well  afford  to  be  without  it. 

Having  had  a recent  myocardial  infarction  and 
being  confined  to  bed  during  my  convalescence  , I 
have  read  N W Medicine  from  cover  to  cover  and 
believe  all  articles  interesting — with  probably  any 
preference  being  determined  by  one’s  specialty. 
I believe  Noel  ^wls’  “Little  Miss  Muffet”  and  the 
comments  by  Walter  Youngquist  (p.332)  most  appro- 
priate of  our  times. 
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Number,  Types  and  Duration 
of  Human  Lives 

ROBERT  H.  WILLIAMS,  M.  D.,  Seottle,  Washington 


Planning  to  prevent  over-population  of  the  earth  must  include 
the  practice  of  euthanasia,  either  negative  or  positive.  Euthanasia 
should  be  offered  to  those  driven  to  consideration  of  suicide 
either  by  physical  or  mental  illness.  Death  is  frequently  preferable 
to  artificially  prolonged  life  when  life  has  become  painful  or 
meaningless. 


Population. experts  are  giving 
us  vigorous  warnings  that 
steps  must  be  instituted  at  an 
early  date  for  restriction  of  the 
population  increased  During  cer- 
tain intervals  in  the  past  it  has 
been  estimated  that  a million 
years  have  been  required  to 
double  the  population;  however, 
it  has  doubled  in  the  last  37  years. 
The  indications  are  that  the  rate 
will  increase  even  more  rapidly 
unless  rigid  steps  are  instituted, 
imposing  catastrophic  problems 
with  respect  to  food,  clothing, 
space,  social  organization  and 
other  factors.  Therefore,  since 
we  must  restrict  the  rate  of  popu- 
lation increase,  we  should  also 
be  giving  careful  consideration 
to  the  quality  as  well  as  the  quan- 
tity of  people  generated. 

Contrary  to  the  prevalent  cus- 
tom of  attempting  to  prolong 
every  life  absolutely  as  long  as 
possible,  including  transplanta- 
tion of  organs  and  the  use  of  arti- 
ficial organs,  we  should,  in  each 
instance,  weigh  carefully  the  ad- 
vantages and  disadvantages  to 


Dr.  Williams  is  professor  of  the  Depart- 
ment of  Medicine,  Division  of  Endocrino- 
logy, University  of  Washington. 


the  individual,  his  family, 
friends,  and  society  as  a whole. 
Sometimes  physicians  prolong 
survival  though  they  are  dealing 
predominantly  with  artificial 
perfusion  of  a protoplasmic  mass, 
the  persistence  of  which  is  perio- 
dically associated  with  major 
problems  to  society  and  to  indi- 
viduals, and  often  is  not  desired 
by  the  individual  or  his  family. 

In  other  phases  of  life  there  is 
a dramatized  clamor  to  consider 
the  desires  and  privileges  of  indi- 


viduals— to  yield  to  desires  of 
individuals  and  to  grant  much 
individual  freedom  of  action. 
However,  such  consideration  has 
certainly  not  been  extended  to 
suicide,  euthanasia,  and  to  other 
aspects  of  the  termination  of 
life.  In  regard  to  suicide  there 
are  so  many  punitive  implica- 
tions, castigations,  lack  of  under- 
standing and  sympathy,  that  the 
potential  victims  often  eontend 
alone  with  their  problems,  at 
least  until  they  have  attained  a 


Approximately  four  years  ago  some  medical  students  persuaded 
me  to  offer  an  elective  course  entitled  “Philosophy  of  Medicine.” 
In  illustrating  topics  needing  coverage  they  included:  antifertility 
drugs,  abortions,  psychomimetic  drugs,  euthanasia,  and  organ  trans- 
plantation. In  addition  to  expressing  my  opinions  concerning  these 
subjects,  I sought  ideas  of  others:  a.  by  submitting  a series  of  formal 
questionnaires  to  medical  students,  house  officers,  practicing  phy- 
sicians, academic  physicians,  and  laity,  and  b.  by  enlisting  the  fol- 
lowing groups  for  formal  and  informal  participation  in  a series  of 
four  courses:  Catholic  priests,  Jewish  rabbis,  Protestant  ministers, 
law  professors,  practicing  attorneys,  biologists,  administrators, 
psychologists,  psychiatrists,  geneticists,  internists,  surgeons,  and 
many  others. 

One  year  ago  I submitted  a questionnaire  to  members  of  the 
Association  of  Professors  of  Medicine  (APM;  composed  of  the 
heads  of  all  Departments  of  Medicine  in  the  U.S.)  and  to  members 
of  the  Association  of  American  Physicians  (AAP;  composed  of 
leaders  of  academic  medicine  in  U.S.  and  Canada).  Responses 
were  obtained  from  97  percent  of  these  medical  groups  and  have 
been  published.®  Subsequently,  it  seemed  desirable  to  compare 
such  responses  with  those  of  a representative  educated  group, 
approximately  38  to  40  years  of  age,  with  diversified  training. 
Thus,  the  same  questions  were  submitted  to  members  of  the  classes 
that  graduated  from  the  University  of  Washington  in  1954  or  1955. 
As  detailed  earlier, ^ responses  were  obtained  from  56  percent  and 
each  question  was  answered  by  more  than  97  percent  of  the  re- 
sponders. A special  point  was  made  of  keeping  the  responses 
anonymous;  however,  in  view  of  the  influence  of  religious  policies, 
each  was  asked  to  indicate  his  religion.  The  results  relating  to  the 
use  of  antifertility  drugs  and  abortions  have  been  submitted  for 
publication  earlier.’ 
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EUTHANASIA 

The  following  questions  were  submitted: 

With  appropriate  change  in  laws,  detailed  consideration  of 
the  status  of  the  patient  and  others  by  his  physician  and  2 or 
more  additional  professional  hospital  personnel,  and  with 
consent  of  the  patient  or  appropriate  relatives,  do  you  favor 
in  certain  carefully  selected  instances: 

a.  Negativ'e  euthanasia  (planned  omission  of  therapies  that 

probably  would  prolong  life)?  Yes No 

b.  Positive  euthanasia  (institution  of  therapy  that  will  pro- 
mote death  sooner  than  otherwise)?  Yes No 

As  observ'ed  in  Table  1,  87  percent  of  the  APM — AAP  group 
and  80  percent  of  the  UW  graduates  favored  negative  euthan- 
asia. The  Catholics  and  the  Jews  did  not  favor  this  quite  as 
strongly  as  the  other  groups.  Eighty  percent  of  the  physician 
group  stated  that  they  had  practiced  negative  euthanasia,  with 
Protestants  ha\ing  engaged  most  frequently,  and  Catholics 
the  least. 6 

More  than  twice  as  many  of  the  lay  group  favored  positive 
euthanasia  as  did  the  physicians.  Table  2.  The  Jewish  group 
favored  this  more,  (43  percent,)  than  did  other  specified  religi- 
ous groups,  but  Catholics  favored  it  the  least. 


severe  state  of  depression,  anxiety 
and  frustration.  Then,  in  frantic 
agony,  they  are  driven  to  termi- 
nate life  in  a horrible  fashion: 
jumping  into  fires,  cutting  wrists, 
and  so  forth.  We  should  use  kind- 
er and  more  sympathetic  ap- 
proaches, recognizing  that  poten- 
tial suicide  victims  have  a true 
illness;  we  must  help  them  more 
actively  in  solving  their  problems. 
However,  we  should  give  as- 
surance that  their  wishes  for 
euthanasia  will  be  granted  if 
success  is  not  encountered  within 
a period  considered  reasonable 
bv  experts.  It  is  unwise  to  insist 
upon  persistence  in  intense  suf- 
fering when  recovery  seems  un- 
likely. Some  psychiatrists  signify, 
by  their  own  high  incidence  of 
suicide,  the  feeling  of  futiliW  in 
certain  instances.^ 

Euthanasia  is  preferable  to  sui- 
cide but,  knowing  that  it  may  be 
offered,  many  of  the  present 
victims  would  not  end  up  with 
either  suicide  or  euthanasia.  In 
some  instances  it  seems  clear 
that  the  victim  will  continue  in 


tremendous  physical  or  mental 
agonv,  or  both.  With  all  the  ex- 
isting population  problems  it 
is  senseless  to  continue  to  prom- 
ulgate, in  all  cases,  the  idea 
that  some  magic  will  alleviate 
the  situation. 


Indications  are  that  the  public 
desires  the  physician  to  practice 
negative  euthanasia  far  more 
frequently  than  he  does.  How- 
ever, physicians  are  forbidden 
by  law  to  engage  in  such  practice 
although  there  are  almost  never 
any  convictions  for  these  activi- 
ties. Nevertheless,  the  laws 
should  be  changed  to  conform 
with  what  seems  right  and  what 
the  public  desires.  Brown  et  al. 
reported  that  many  physicians 
encountered  requests  from  pa- 
tients and  their  families  for  nega- 
tive euthanasia  and  59  percent 
stated  they  would  practice  it  if 
there  were  provided  a statement 
authorizing  negative  euthan- 
asia.^ A vast  number  of  patients, 
their  families,  and  friends,  ex- 
perience far  more  physical  and 
mental  suffering  than  should 
occur.  The  genetic  pattern  has 
been  created  to  assure  death 
usually  by  age  100.  One  can 
make  out  a case  for  more  sins 
having  been  committed  by  pro- 
longing life  unduly  in  certain 
situations  than  by  permitting  it 
to  terminate. 


TABLE  1 


Percent  Responders  Favoring  Negative  Euthanasia 


Total 

Prot. 

Cath. 

Jew 

Other 

None 

APM— AAP 

86 

91 

85 

75 

92 

89 

UW  Grad. 

75 

81 

68 

68 

75 

82 

TABLE  2 


Percent  Responders  Favoring  Positive  Euthanasia 


Total 

Prot. 

Cath. 

Jew 

Other 

None 

APM— AAP 

18 

11 

0 

8 

38 

33 

UW  Grad. 

35 

34 

14 

43 

33 

49 
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USE  OF  ORGANS,  POSTMORTEM,  FOR  WORTHY 
MEDICAL  PURPOSES 

The  following  question  was  submitted: 

Some  medical  leaders  have  proposed  that  we  have  a law 
that  would  permit  routine  autopsy  and  organ  removal  for 
medical  purposes  unless  the  subject  or  next-of-kin  has  indi- 
cated objection.  This  places  responsibility  upon  the  patient 
and  his  next-of-kin  to  object,  rather  than  the  physician  having 
to  routinely  seek  permission.  The  proposers  emphasize  that 
this  plan  would  cause  far  less  mental  trauma  and  the  net  re- 
sults would  be  much  better.  Of  course,  such  a law  would  have 
advantages  for  autopsies,  and  especially  for  transplantations. 

Do  you  favor  a law  to  this  effect?  Yes No 

As  is  observed  in  Table  3,  71  percent  of  the  APM — AAP 
group  favored  this,  and  57  percent  of  the  University  of  Wash- 
ington graduates  (lay  group). 


There  is,  of  course,  far  greater 
approval  for  practice  of  negative 
euthanasia  than  for  positive  eu- 
thanasia. This  is  related  to  the 
laws,  and  religious  policies,  stat- 
ing “thou  shalt  not  kill.”  We  do 
recognize,  however,  the  justi- 
fication of  killing  others  in  self- 
defense,  during  times  of  war,  for 
capital  punishment,  and  in  other 
ways.  Many  of  the  more  intel- 
ligent leaders  recognize  the 
justification  of  positive  euthan- 
asia, but  are  very  much  concern- 
ed with  the  “wedge  principle,” 
namely  that  once  this  procedure 
is  granted  in  certain  instances, 
it  may  be  extended  to  many 
others  for  which  there  is  not 
good  justification.  But  my  philo- 
sophy is:  As  the  wedge  becomes 
too  broad,  we  can  use  an  even 
broader  axe.  We  should  institute 
appropriate  changes  in  laws  and 
policies,  after  extensive  discus- 
sion with  many  different  seg- 
ments of  society,  physicians, 
religious  leaders,  legislators, 
sociologists,  psychologists  and 
others.  We  then  should  establish 
appropriate  committees  and 
consultants  to  deal  with  special 
problems  that  arise.  At  least 
initially  it  seems  desirable  to 
deal  predominantly  with  indi- 
viduals with  great  mental  or 


Total 

Prot. 

APM— AAP 

71 

70 

UW  Grad. 

75 

56 

physical  suffering,  or  both,  who 
desire  euthanasia  and  who,  after 
full  and  due  consideration,  seem 
to  be  incurably  ill. 

Others  who  should  be  care- 
fully considered  for  euthanasia 
are  individuals  who  have  reached 
a vegetative  stage,  and  who  seem 
incurable,  particularly  ones  who 
offer  certain  major  problems.  In 
these,  euthanasia  seems  justified, 
in  properly  selected  cases,  after 
due  consideration  and  approval 
by  relatives  and  others  in  respon- 
sible positions. 

As  reported  recently  by  Sadler 
et.  al.  38  states  have  already 


Gath. 

Jew 

Other 

None 

88 

73 

85 

60 

48 

58 

72 

67 
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adopted  the  Uniform  Anatomical 
Gift  Act.^  This  serves  advantages 
and  increased  conveniences  in 
dealing  with  post-mortem  organs 
for  various  useful  scientific  pur- 
poses, including  organ  trans- 
plantation. However,  the  pro- 
posal by  Dukeminier  and  Sand- 
ers offers  additional  advantages, 
since  it  would  routinely  make 
available  post-mortem  organs 
unless  the  victim  preceding  his 
death  or  members  of  his  family 
following  death  signified  op- 
position.^ France  has  been  using, 
advantageously,  a policy  with 
similarities. 

summary  and  conclusions 

Laws  and  policies  should  be 
changed  to  deal  realistically  with 
present  and  future  problems  re- 
lated to  imminent  over-popula- 
tion and  the  quality  of  people’s 
lives.  We  should  have  extensive 
study  and  reformulation  of  plans 
that  would  fit  best  for  society  and 
individual  rights,  after  due  con- 
sideration of  major  factors  in- 
volved. We  of  the  medical  pro- 
fession should  play  a highly 
active  role  of  leadership  in  such 
promulgation,  but  of  course  we 
should  work  extensively  with 
sociologists,  economists,  psycho- 
logists, attorneys,  legislators,  re- 


TABLE  3 

Routine  Autopsy  and  Organ  Removal  for  Medical 
Purposes  Unless  the  Subject  or  Next-of-Kin 
Indicated  Objection 

Percent  Responders  Favoring  This 


ligious  leaders,  and  many  others. 
Although  we  have  been  pro- 
ceeding much  too  slowly,  we 
must  also  be  cautious  about  at- 
tempting to  proceed  too  rapidly 
with  regard  to  certain  measures, 
recognizing  the  importance  of 
educating  the  public  and  enlist- 
ing their  support  in  order  to 
make  the  greatest  eventual 
progress. 

We  doubtless  will  not  get 
support  from  all  religious  groups 
and  it  would  be  best  not  to  force 
these  and  other  disagreeing 
groups  to  confonn  unless  non- 
conformity would  affect  society 
or  significant  segments  of  it  too 
adversely.  We  should  increase 
our  activities  immediately,  and 
to  a major  degree,  in  dealing 
with  population  control,  selec- 
tive abortion,  problems  of  men- 
tation, aging,  suicide,  and  nega- 


tive euthanasia.  It  seems  unwise 
to  attempt  to  bring  about  major 
changes  permitting  positive  eu- 
thanasia until  we  have  made 
major  progress  in  changing  laws 
and  policies  pertaining  to  nega- 
tive euthanasia.  We  must  exer- 
cise great  wisdom  , not  only  in 


attempting  to  ascertain  what  is 
right  but  what  are  the  most  in- 
telligent routes  to  pursue  in 
establishing  the  most  appro- 
priate laws  and  public  policies 
concerned  with  the  quality  and 
quantity  of  life,  both  generated 
and  terminated. 


lifig  Ctfp  Pragpr 
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lalitative  and  Qiiantitative 
Problems  in  Generation 


ROBERT  H.  WILLIAMS,  M.  D„  Seattle,  Washington 


Replies  to  questionnaires  indicate  that  citizens  are  becoming 
aware  of  the  need  to  limit  population  growth  by  abortion  and 
by  increased  use  of  antifertility  drugs.  Amnioncentesis  offers  a 
method  of  detecting  conceptions  apt  to  re.sult  in  defective  indi- 
viduals. Their  birth  should  be  prevented. 


If  problems  concerning  the 
quality  and  quantity  of 
people  generated  continue  to 
increase  as  rapidly  as  they  have 
in  recent  years,  enormous  dif- 
ficulties will  be  presented.  The 
time  required  to  double  the 
earth’s  population  is  now  37 
years.  At  this  rate,  there  would 
be  100  people  per  square  yard, 
land  and  water,  in  nine  cen- 
turies. Problems  concerning  food, 
clothing,  violence,  wars,  and  un- 
happiness will  increase.  Even 
this  year  it  is  estimated  that  3.5 
million  people  will  die  of  star- 
vation. Steps  to  prevent  these 
catastrophes  have  been  minia- 
ture. We  must  reduce  the  rate 
of  general  population  increase 
and  especially  decrease  the  pro- 
geny presenting  major  mental, 
physical,  economic  and  other 
problems.  We  need  to  institute 
better  policies  concerning  mat- 
ing, birth  control,  and  early  de- 
tection and  management  of  fetal 
abnormalities.  Progress  in  these 
lines  necessitates  extensive  edu- 
cation and  very  active  support, 
including  changes  in  some  laws. 


Dr.  Williams  is  professor  of  the  Depart- 
ment of  Medicine,  Division  of  Endocrino- 
logy, University  of  Washington. 


religious  policies,  social  customs 
and  accepted  viewpoints. 

questionnaires 

In  ascertaining  opinions  held 
by  those  in  an  educated  group, 
approximately  38-40  years  of  age, 
I submitted  a questionnaire  to 
all  members  of  the  classes  that 
graduated  from  the  University 
of  Washington  in  1954  and  1955. 
The  Alumni  Office  had  1,179  of 
them  listed.  Forty-three  were 
returned  unclaimed  and  other 
replies  are  still  being  delayed 
because  of  the  circuitous  route 
resulting  from  outdated  address- 
es. The  questionees  were  advised 
that  all  replies  would  remain 
anonymous,  but  specific  inquiry 


was  made  concerning  religious 
affiliation.  The  questions  are  on 
pages  498  and  499.  Responses 
were  obtained  from  632,  and  each 
question  was  answered  by  more 
than  97  percent  of  the  respond- 
ers. The  questions  were  the  same 
as  recently  submitted  to  mem- 
bers of  the  Association  of  Pro- 
fessors of  Medicine  and  to  mem- 
bers of  the  Association  of  Ameri- 
can Physicians.®  The  responses 
of  the  lay  group  and  of  the  medi- 
cal groups  are  presented  for 
comparison  in  Tables  1,  2,  and  3. 
Replies  were  obtained  from  97 
percent  of  the  medical  group 
and  56  percent  of  the  U.W.  grad- 
uates. Protestants  predominated 
each  group.  Table  1. 


TABLE  I 

Number  of  Responders  and  Religious  Affiliations  of  the 
Association  of  Professors  of  Medicine  Plus  the  Association 
of  American  Physicians,  and  of  1954-55  Graduates  of  Uni- 
versity of  Washington. 

Total  Percent  Religious  Affiliation  (Percent) 
Questionees  Responders  Prot.  Gath.  Jew  Other  None 

APM— AAP  344  97  51  12  19  4 14 

’54-’55  graduates  1179  56  73  9 4 4 10 
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Questions  Submitted: 

1.  It  has  been  reported  (Am 
J Obstet  <b-  Gijnec  101:1046, 
1968)  that  one  injection  of 
an  ovarian  hormone  every  3 
months  was  100  percent  ef- 
fective in  preventing  preg- 
nancy, and  side-effects  were 
not  prohibitive.  Assuming 
that  this  or  another  com 
pound  is  proven  in  extensive 
studies  to  have  high  anti- 


fertility action  and  is  rela- 
tively safe,  would  you  favor 
having  the  Government  pro- 
vide it  free  in  the  U.S.A.; 

a.  To  all  married  women  who 

request  it  ? Yes No 

b.  To  all  single  women  over 
age  21  who  request  it? 

Yes No 

2.  In  the  event  that  the  drug  is 
used  by  an  insufficient  num- 


ber of  people  to  accomplish 
as  much  in  population  con- 
trol as  is  desired  by  appro- 
priately large  and  represen- 
tative study  groups,  would 
you  favor  offering  the  medi- 
cine free  with  a certain 
amount  of  cash  with  each 
injection  in  individuals  with 
certain  psychiatric,  physi- 
cal, social  or  economic  prob- 
lems? Yes No 


TABLE  2 

Free  Supply  by  Government  of  Antifertility  Drug,  with  Cash 
Inducement  to  Some 


Questionees 


Percent  Responders  Favoring 


APM— AAP 

UW  Grad. 

Total 

Prot. 

Cath.  Jew 

Other  None 

F ree  Drug 

Married  ? # 

75 

81 

50 

97 

61 

87 

• 

77 

84 

71 

65 

74 

93 

Single  ? • 

67 

72 

38 

90 

62 

82 

(21yr  -t-) 

• 

67 

70 

60 

50 

67 

88 

Free  Drug  • 

43 

50 

31 

51 

33 

53 

-1-  Cash 

• 

60 

61 

53 

50 

63 

77 

TABLE  3 

Liberalization  of  Abortion  Laws 


Questionees 


Percent  Responders  Favoring 


APM— AAP 

UW  Grad. 

Total 

Prot.  Cath.  Jew 

Other  None 

Non-criminal  for 

• 

85 

84 

64 

95 

92 

94 

licensed  physician 
and  his  patient 

• 

80 

90 

61 

83 

71 

95 

Must  be  per- 
formed in  ac- 

• 

98 

100 

96 

100 

100 

98 

credited  hospital 

• 

98 

98 

94 

100 

96 

93 

Non-compulsory 

• 

95 

97 

96 

97 

92 

96 

for  physcians  & 
others 

• 

89 

93 

93 

92 

86 

84 
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Eighty-two  percent  of  the  med- 
ical and  of  the  lay  group  voted 
in  favor  of  free  supply  of  the 
antifertility  drug  (depot  medrox- 
yprogesterone), by  the  Govern- 
ment, to  married  women  who  re- 
quest it.  Table  2.  Almost  as 
many  (73  percent  and  70  percent ) 


favored  a supply  to  single  girls 
over  age  21  who  request  it,  but 
a smaller  number  (48  percent 
and  61  percent)  favored  offering 
a cash  inducement  for  the  anti- 
fertility treatment.  There  were 
many  similarities,  but  some  strik- 
ing differences,  in  the  votes  of 


the  two  groups.  Table  2.  Each 
of  the  religious  groups,  except 
the  Jewish,  of  the  UW  graduates, 
were  more  in  favor  of  offering  a 
cash  inducement  than  were  the 
medical  questionees,  but  near 
50  percent  of  each  opposed  it. 


Abortions. 

The  following  are  estimates 
reported  in  the  literature  re- 
garding illegal  abortions  annu- 
ally in  the  U.S.A.:  One  million 
performed  per  year;  10  per- 
cent eventually  hospitalized; 
5,000 — 10,000  deaths;  80  per- 
cent are  married,  chiefly  30-40 
years  of  age,  have  2 or  more 
children  and  impregnated  by 
their  husbands.  Expert  gyne- 
cologists tell  me  there  is  es- 
sentially no  mortality  with 
abortions  performed  in  the 
first  trimester  by  good  gyne- 
cologists in  hospitals.  Many 


proposals  are  being  made  to 
change  policies  and  laws  re- 
garding abortion.  Below  is 
listed  a proposed  law  that  has 
had  much  study  by  an  excel- 
lent selection  of  the  citizenry 
and  is  strongly  endorsed  by 
the  Washington  State  Medical 
Association.  Please  designate 
your  approval  or  disapproval 
of  the  three  items. 

1.  The  criminal  abortion  laws 
should  be  made  inapplicable 
to  licensed  physicians,  and 
inapplicable  to  women 
under  the  care  of  a physi- 
cian. Yes No 


2.  Any  termination  of  a preg- 

nancy, except  in  a medical 
emergency,  should  be  per- 
formed in  a hospital  ac- 
credited by  the  Joint  Com- 
mission of  Accreditation  of 
Hospitals  or  at  a medical 
facility  approved  for  such 
purposes  by  the  State  Board 
of  Health.  Yes No 

3.  No  hospital,  physician  or 

other  person  objecting  to 
the  termination  of  a preg- 
nancy would  have  any  legal 
obligation  to  perform  or  as- 
sist in  performance  of  such  a 
procedure.  Yes No 


Eighty-six  percent  of  the  medi- 
cal group  and  87  percent  of 
the  lay  group  voted  that  criminal 
abortion  laws  should  be  inapplic- 
able to  licensed  physicians  and 
his  pregnant  patients.  Although 
fewer  Catholics  favor  this  than 
did  other  religious  groups,  64  per- 
cent of  the  Catholic  physicians 
and  61  percent  of  the  Catholic 
laity  favored  it.  Table  3.  A very 
high  proportion  of  all  groups 
voted  that  abortions  should  be 
performed  in  an  accredited 
hospital  and  that  participation 
should  not  be  compulsory. 

discussion 

Presumably,  laws  and  policies 
of  religions  and  of  society  have 
been  formulated  for  what  is  con- 
sidered best  for  society  as  a 
whole  while  respecting  certain 


desires  or  needs  of  individuals. 
Not  uncommonly  these  two  as- 
pects are  in  conflict  with  each 
other.  Individual  freedom  is 
periodically  extended  to  the 
point  of  being  an  unreasonable 
detriment  to  society.  Less  fre- 
quently the  reverse  seems  to  ap- 
ply. Many  laws  and  policies  are 
in  sore  need  of  revision  to  bring 
them  into  accord  with  present 
conditions.  The  need  to  change 
pertains  strongly  to  many  phases 
of  the  quality  and  quantity  of 
generation.  Many  individuals 
are  born  with  genetic  disorders 
creating  marked  mental  or  phy- 
sical maladies  that  can  be  anti- 
cipated. These  problems  may 
bring  great  distress  to  the  indi- 
vidual, his  family  and  the  com- 
munity. Moreover,  excessive 
population  increase,  even  of 


normal  individuals,  can  present 
many  major  problems,  even- 
tually. Major  steps  should  be 
taken  toward  more  extensive  use 
of  antifertility  measures.  A vast 
number  of  individuals  who  es- 
pecially should  be  receiving  pro- 
tection are  not  getting  it. 

Thus,  I favor  strongly  all  mea- 
sures that  contribute  to  achieve- 
ment of  this  goal,  including  hav- 
ing the  Government  provide  free 
drugs  and  give  cash  induce- 
ments. Help  should  be  given  par- 
ticularly to  individuals  with  cer- 
tain psychiatric,  physical,  social 
or  economic  problems.  Whereas, 
society  as  a whole  would  pay  the 
bill,  the  ultimate  costs  would  be 
much  less  and  there  would  be 
multitudinous  benefits.  As  re- 
ported in  the  reference  in  the 
questionnaire,  preliminary  re- 
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suits  indicate  that  one  injection 
of  depot  medroxv'progesterone 
every  3 months  will  prevent  preg- 
nancy. Moreover,  preliminary' 
studies  suggest  that  one  injection 
per  year  might  be  sufficient.  It 
should  be  possible  to  corral  the 
most  uncooperative  persons  long 
enough  to  administer  it. 

Major  changes  in  abortion 
laws  are  long  overdue.  Although 
there  are  several  reasons,  the 
dominant  influence  has  been 
very'  actively  exerted  by  some  of 
the  Catholics.  However,  this 
group  is  becoming  increasingly 
divided  on  this  subject,  as  shown 
by  the  fact  that  more  than  60  per- 
cent of  the  medical  and  lay  ques- 
tionees  favored  liberalization  of 
the  abortion  laws.  Table  3.  More- 
over, Drinan  (Dean  of  Boston 
College  Law  School  (Catholic)) 
states,  “there  is  no  such  thing  as 
a ‘Catholic  position’  on  the  juris- 
prudence of  abortion  laws.  Cath- 
olics are  free  to  advocate  any 
one  of  the  three  options  avail- 
able —strict  legal  prohibition  of 
abortion,  the  Model  Penal  Code, 
or  abortion  on  request..  . In 
reacting  to  the  mounting  momen- 
tum behind  the  request  for  easily 
available  abortions.  Catholics 
should  seek  to  obtain  a legal  reg- 
ulation of  abortion  which  would 
attempt  to  achieve  at  least  the 
following  objectives;  a.  minimize 
the  number  of  fetal  deaths,  b. 
avoid  the  imposition  of  sectarian 
beliefs  on  those  who  do  not  ac- 
cept them,  and  c.  secure  an  ar- 
rangement by  which  women 
seeking  an  abortion  will  be  treat- 
ed humanely..  . The  repeal  of 
criminal  laws  forbidding  all 
forms  of  non-therapeutic  abor- 
tions would  allow  the  govern- 
ment for  the  first  time  to  prose- 
cute vigorously  all  non-physi- 
cians who  perform  abortions.” 

Of  course,  one  of  the  strong 
reasons  that  abortions  have  been 
restricted  to  the  extent  they  have 


is  because  of  the  statement  “Thou 
shalt  not  kill.”  However,  life 
began  long  before  the  ovum  be- 
comes fertilized;  it  started  many, 
many  centuries  ago.  For  fertili- 
zation, the  ovum  and  the  sperm 
must  be  very  much  alive.  Thus, 
the  question  resolves  in  consider- 
ing the  stages  of  life  when  it  may 
justifiably  be  terminated.  My 
belief  is  that  there  is  no  stage 
in  which  it  may  not  be  termin- 
ated if  the  indications  are  suf- 
ficiently great.  Both  laws  and 
religions  recognize  that  killing 
is  justified  under  certain  condi- 
tions, as  for  example,  in  wars, 
punishment  of  murderers,  and  in 
a number  of  other  situations.  The 
“killing”  is  considered  justifiable 
when  the  consequences  to  cer- 
tain individuals  or  to  societv' 
are  sufficiently  large.  In  past 
years,  according  to  estimate, 
more  than  a million  illegal  abor- 
tions have  been  performed  per 
year,  provoking  numerous  deaths 
and  much  morbidity';  whereas 
when  they  are  performed  by 
competent  physicians  in  good 
hospitals,  there  is  almost  no 
mortality  and  relatively  little 
morbidity.  Even  with  the  laws 
as  they  are,  there  has  apparently 
never  been  a conviction  of  a 
physician  who  has  performed  an 
abortion  in  a licensed  hospital. 

It  is  important  for  legislatures 
to  respond  to  wishes  of  the  ma- 
jority of  citizens.  Replies  to  all 
questionnaires  known  to  me 
have  shown  desire  to  liberalize 
the  laws.  Brown  et  al.  found 
among  417  Seattle  physicians 
that  87  percent  favored  legaliz- 
ing abortion  for  medical  compli- 
cations, 73  percent  favored  it  for 
economic  or  social  reasons,  and 
35  percent  favored  it  for  conven- 
ience.3  Crowley  and  Laidlaw 
reported  that  86  percent  of  more 
than  5,000  psychiatrists  favored 
permission  for  abortions  for  med- 
ical reasons.  In  another  survey. 


86.9  percent  of  40,089  physicians 
responding,  favored  liberaliza- 
tion of  laws  on  therapeutic  abor- 
tion. Whereas  most  of  the  sur- 
veys have  been  addressed  to 
physicians,  legislatures  could 
ascertain  the  wishes  of  the  public 
at  large  by  submitting  initiatives 
in  those  states  permitting  the 
procedure. 

Hungary',  Sweden,  Britain, 
Japan  and  other  countries  have 
liberalized  their  abortion  laws  to 
great  advantage.  Japan  has  used 
abortion  to  lower  the  birth  rate 
markedly;  it  now  has  one  of  the 
lowest  in  the  world.  From  1949 
to  1967  more  than  16,000,000 
abortions  were  performed.  Man- 
abe  states  that  the  use  of  the 
h\q)ertonic  saline  induction 
method  sometimes  is  associated 
with  serious  complications.® 
Japanese  obstetricians  now  favor 
ethacridine  lactate  administered 
with  a catheter,  and  bougie 
methods,  for  inducing  mid-term 
abortions;  the  latter  is  commonly 
used  for  inducing  term  deli\  er\ . 
Since  the  original  employment 
of  these  methods,  no  fatal  case 
has  been  reported  even  though 
more  than  40,000  mid-term  abor- 
tions are  performed  everv  vear." 

Amniocentesis  has  been  used 
with  rapidly  increasing  frequency 
in  the  last  couple  of  years  for 
detecting  certain  fetal  abnormal- 
ities that  might  best  be  managed 
bv  performing  abortions.®,®  This 
is  a method  whereby  trouble 
can  be  detected  sufficiently  early 
to  permit  termination  of  the 
pregnancy  conveniently.  It  is 
performed  optimally  at  about  16 
weeks.  Some  of  the  conditions 
that  are  diagnosable  by  this 
procedure  are:  Down’s  syndrome, 
galactosemia,  mucopolysacchar- 
idosis, ety'throblastosis  fetalis, 
hemophilia,  muscular  dystrophy, 
adrenogenital  syndrome,  branch- 
ed-chain  ketonuria,  phenylketon- 
uria, cystic  fibrosis,  Gaucher’s. 
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disease,  and  many  others.  More- 
over, in  certain  conditions  it  is 
possible  to  take  preventive  steps. 
For  example,  with  galactosemia, 
galactose  can  be  removed  from 
the  diet;  for  orotic  aciduria,  it 
is  desirable  to  feed  cytidylic  and 
uridylic  acids. 

summary  and  conclusions 
Cognizance  of  the  present  very 
rapid  rate  of  population  increase 
and  numerous  major  genetic  dis- 
orders, accompanied  by  econo- 
mic, social  and  other  problems 
should  incite  immediate  vigorous 


steps  toward  better  management. 
Physicians,  in  collaboration  with 
economists,  psychologists,  reli- 
gious leaders,  attorneys,  legisla- 
tors and  others,  should  assume 
prominent  leadership. 

I have  presented  results  of 
questionnaires  submitted  to 
physicians  and  to  laity,  which 
indicate  strong  favor  of  the 
Government  providing  free,  an 
antifertility  drug,  when  request- 
ed by  married  women  or  by 
single  girls  aged  over  21.  Eighty- 
six  percent  of  the  physicians  and 
87  percent  of  the  laity  voted 


that  criminal  abortion  laws 
should  be  inapplicable  to  li- 
censed physicians  and  their  pa- 
tients. Amniocentesis  can  be 
used  advantageously  in  safely 
selecting  many  embryos  that 
certainly  should  be  aborted. 

I reemphasize  my  plea  for 
greater  participation  by  physi- 
cians in  reducing  major  qualita- 
tive and  quantitative  problems 
presently  associated  with  re- 
production. 

Department  of  Medicine 
Universitu  ofWashinPton 
(98105) 
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Notes  on  Joint  Diseases 

VI  Polymyalgia  Rheumatica 

L.  A.  H E A L E Y , M.  D.  , Seattle,  Washington 


Although  not  really  a disease 
^of  joints,  polymyalgia  rheu- 
matica is  often  misdiagnosed  as 
arthritis  because  of  the  symptoms 
of  pain  and  stiffness.  This  awk- 
ward name,  polymyalgia  rheu- 
matica, is  unfortunate  and  sug- 
gests a wastebasket  for  assorted 
aches.  Actually,  the  syndrome 
is  quite  definable  and  specific. 
Moreover,  it  is  common,  very 
treatable  and  probably  causing 
much  misery  since  it  is  not  yet 
widely  recognized. 
clinical  picture:  In  brief,  an  older 
patient  complains  of  sev  ere  pain 
and  stiffness  in  the  pro.ximal  mus- 
cles. All  are  at  least  55  years  old 
and  usually  65.  Most  are  women, 
well  until  pain  in  the  neck,  back, 
shoulders  and  thighs  appeared 
and  made  motion  difficult.  Some- 
times the  onset  is  sudden;  the 
symptoms  appearing  ov’ernight. 
Stiffness  and  pain  are  especially 
sev'ere  in  the  morning  so  that 
some  women  have  needed  help 
from  their  husbands  to  get  out 
of  bed.  Fever,  anorexia,  weight 
loss,  apathy  and  depression  may 
also  be  troublesome. 

These  symptoms  are  also  typi- 
cal of  rheumatoid  arthritis.  The 
two  diseases  are  distinguished 
by  physical  examination.  In 
polymyalgia,  the  joints  are  nor- 
mal. In  fact,  the  whole  examina- 
tion is  unbelievably  normal 
considering  the  seyere  symptoms 
the  patients  complain  of. 
laboratory:  The  clue  to  the  diag- 
nosis really  is  a simple  lab  test, 
the  erythrocyte  sedimentation 


rate  (ESR).  This  is  always  rapid 
and  often  exceeds  100  mm  per 
hour.  Except  for  some  degree 
of  anemia,  all  other  tests  are 
normal.  The  anemia  is  normocy- 
tic  and  may  be  appreciable  with 
hematocrits  as  low  as  28  percent. 
It  is  due  to  poor  utilization  of 
iron,  as  is  the  case  in  other  in- 
flammatory states. 

Rheumatoid  factor  is  not 
found  nor  are  LE  cells.  Muscle 
enzyme  levels  and  muscle  biopsy 
—which,  if  abnormal,  can  be 
diagnostic  of  polymyositis  —are 
normal  in  polymyalgia  and  in- 
dicate that  despite  the  pain  the 
muscles  are  nonnal. 
giant  cell  arteritis:  The  cause  of 
polymyalgia  rheumatica  is  not 
known.  Some  patients  with  it 
later  develop  another  picture, 
that  of  temporal  arteritis  with 
pounding  headache,  tender  tem- 
poral arterv'  and  again  a rapid 
ESR.  These  patients  may  lose 
vision  if  the  arteritis  involves 
the  ophthalmic  artery.  Other 
patients  with  polymyalgia  show 
the  histologic  picture  of  giant 
cell  arteritis  when  an  asympto- 
matic temporal  artery  is  biopsied. 
Temporal  arteritis  is  actually  a 
misnomer  as  the  inflammation  is 
widespread  and  may  affect  any 
medium-sized  artery.  The  inflam- 
mation occurs  in  random  patches 
so  that  a biopsy  of  any  one  sec- 
tion may  be  normal.  Whether 
or  not  polymyalgia  rheuma- 
tica is  always  due  to  giant  cell 
arteritis  has  not  yet  been  proven, 
but  at  present,  everv'  patient  with 


polymyalgia  must  be  considered 
to  run  some  risk  of  blindness 
although,  statistically,  it  is  small. 

treatment:  Just  as  temporal 

arteritis  is  verv'  responsive  to 
steroid  treatment,  so  is  polymy- 
algia rheumatica.  The  immediate 
relief  of  pain  and  stiffness  is  dra- 
matic. This  response  is  evident 
within  the  first  two  days  and  is 
so  invariable  that  if  the  patient 
does  not  respond,  the  diagnosis 
of  polymyalgia  was  probably 
in  error.  Hematocrit  and  ESR 
soon  return  to  nonnal. 

I prefer  to  start  treatment 
with  40  mg  of  prednisone  (or 
equivalent)  per  day,  which  pro- 
duces prompt  relief.  The  daily 
dose  is  reduced  by  5 mg  each 
week  until  the  level  of  5—10  mg 
is  reached.  Otliers  have  given 
10  mg  daily  at  the  outset  and 
seen  a good  response  within  two 
weeks.  Most  patients  have  to 
continue  a small  dose  (7.5  mg 
average)  for  several  years  be- 
cause the  pain  and  stiffness  have 
recurred  upon  stopping  tlie 
steroid.  Even  for  older  patients, 
this  is  a safe  level,  free  from 
side  effects.  Because  of  the  risk 
of  blindness  at  any  time,  it  is 
best  to  tell  the  patient  that  if 
persistent  temporal  headache 
appears,  she  should  call  the  doc- 
tor immediately  and  increase 
the  prednisone  to  at  least  50  mg. 

summary:  Polymyalgia  rheu- 
matica is  a syndrome  wherein 
an  older  patient  suffers  from 
severe  pain  and  stiffness  of  the 
proximal  muscles.  Physical  ex- 
amination is  normal,  but  if  the 
patient’s  sedimentation  rate 
exceeds  her  age,  this  diagnosis 
should  be  thought  of.  The  cause 
is  unknown  but  many  of  the 
patients  are  found  to  have  giant 
cell  arteritis.  The  response  to 
steroid  treatment  is  dramatic, 
prompt  and  gratifying. 

1118  Ninth  Ave. 
(98101 ) 
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Drug  Therapy 

VI  Therapy  of  Hyperlipidernias 

J.  S.  H O L C E N B E R G,  M.  D/  W.  R.  H A Z Z A R D,  M . D . Seattle,  Washington 


There  are  several  recent  con- 
cise reviews  of  the  classi- 
fication and  general  approach  to 
therapy  for  hyperlipidemic 
statesd“3  This  article  is  directed 
more  at  the  therapeutic  decision 
and  will  discuss:  1.  What  are 
normal  values  for  serum  lipids? 

2.  Who  should  be  screened  and 
treated?  3.  What  is  known  about 
current  therapy? 
normal  values. 

We  usually  define  normal  as 
the  values  that  include  95  per- 
cent of  a normal  population. 
This  definition  may  not  be  appro- 
priate for  serum  cholesterol  for 
two  reasons; 

1.  Cholesterol  levels  rise  with 
age.  The  upper  limit  of  cho- 
lesterol for  95  percent  of  the 
normal  population  rises  from 
230  mg  per  100  ml  serum  in 
subjects  less  than  20  years 
old  to  330  mg  at  age  50. 

2.  The  risk  of  coronary  heart 
disease  appears  to  increase 
with  increasing  cholesterol 
levels,  even  in  the  normal 
range.'* 

Some  nutritionists  believe  a 
large  portion  of  our  population 
is  really  abnormal  in  cholesterol 
levels  and  should  be  treated 
with  a diet  low  in  cholesterol 
and  saturated  fat.  We  believe 
that  more  prospective  studies 
on  the  effects  of  diet  in  the  nor- 
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mal  population  must  be  com- 
pleted before  this  change  is  rec- 
ommended for  the  general  pop- 
ulation, Currently,  many  clini- 
cians arbitrarily  define  the 
upper  limits  of  normal  for  the 
middle  aged  population  as  280 
mg  per  hundred  ml  for  choles- 
terol and  180  mg  per  hundred 
ml  for  fasting  triglycerides. 
screening. 

It  seems  reasonable  to  screen 
four  groups  of  patients  for 
hyperlipoproteinemias: 

1.  Subjects  with  ischemic  vas- 
cular disease,  particularly 
those  below  the  age  of  50. 

2.  Their  available  relatives. 

3.  Those  subjects  with  a cause 
for  secondary  hyperlipopro- 
teinemias (notably  obesity, 
diabetes,  high  alocohol  intake, 
pancreatitis,  obstructive  jaun- 
diee,  hypothyroidism,  nephro- 
tic syndrome  or  the  ingestion 
of  estrogens  alone  or  in  oral 
contraceptives. 

4.  Subjects  seen  for  periodic 
physical  examinations,  especi- 
ally young  and  middle-aged 
men. 

A simple  screening  examina- 
tion should  include  the  measure- 
ment of  serum  cholesterol  after  a 
12-14  hour  fast  and  the  appear- 
ance of  this  serum  after  it  has  re- 
mained in  the  refrigerator  over- 
night. The  normal  serum  will  be 
elear.  A definite  cream  layer  in 
serum  tube  indicates  the  presence 
of  chylomicrons.  Turbidity 
indicates  inereased  triglycerides. 

Evaluation  of  abnormalities 
discovered  by  these  techniques 
should  then  proceed  in  the  fol- 
lowing steps: 


1.  Repeat  the  studies  to  confirm 
the  abnormality. 

2.  Re-evaluate  the  patient  for 
causes  of  secondary  hyper- 
lipoprotenemia. 

3.  Decide  whether  to  proceed 
with  the  workup.  Since  the 
only  practical  reason  for  such 
a diagnosis  is  to  plan  a course 
of  long-term  therapy,  this 
decision  must  be  carefully 
individualized.  Points  to 
evaluate  are: 

a.  Cost  of  such  therapy  and  its 
adequate  supervision. 

b.  Associated  disorders.  Other 
more  easily  treatable  dis- 
orders, such  as  hyperten- 
sion and  excessive  cigar- 
ette smoking,  may  relate 
more  directly  than  hyper- 
lipoproteinemia to  the 
future  clinical  course  of 
the  patient. 

c.  Patient  motivation.  The 
patient  (and  his  physician) 
must  be  strongly  motivated 
toward  control  of  hyper- 
lipoproteinemia if  long- 
term therapy  is  to  succeed. 
Unfortunately,  the  asympt- 
omatic younger  patient 
who  might  benefit  most 
from  prolonged  therapy  is 
unlikely  to  be  cooperative. 

4.  Measure  the  fasting  serum  tri- 
glyceride. Then  decide  what 
type  of  abnormality  is  present. 
Refer  to  Table  I in  the  May 
issue  of  The  Western  Journal 
of  Medicine  for  the  types 
of  hyperlipidernias. 2 In  gen- 
eral, if  the  triglyceride  levels 
are  clearly  elevated  and  chol- 
esterol is  normal,  endogenous 
lipemia.  (Type  IV)  or  the  rare 
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exogenous  lipemia  (Type  I) 
can  be  diagnosed  (in  the  latter 
chylomicrons  would  be  obvio- 
ous  in  refrigerated  plasma). 
On  the  other  hand,  if  cholest- 
erol is  increased  and  triglycer- 
ide is  normal,  pure  hyper- 
P lipoproteinemia  (Type  II) 
is  present.  If  both  cholesterol 
and  triglyceride  are  increased, 
broad-/3  disease  (Type  III) 
may  be  present.  This  diagno- 
sis requires  special  studies. 
Experts  in  lipoprotein  dis- 
orders should  be  consulted 
for  such  a patient. 

therapy. 

Diet.  Weight  reduction  is 
probably  the  most  important 
factor  in  the  management  of 
these  disorders,  and  must  pro- 
ceed or  at  least  accompany  any 
other  therapeutic  approach. 

Cholesterol.  Our  normal  diet 
contains  500-1,000  mg  choles- 
terol, of  which  only  about  300 
mg  is  absorbed.  To  reduce  the 
cholesterol  intake  one  must  de- 
crease the  dietary  cholesterol 
well  below  300  mg  per  day.  The 
chief  foods  that  must  be  re- 
stricted and  their  cholesterol 
per  serving  are:  egg  yolks,  260 
mg  each;  brains,  600  mg  per 
ounce;  glandular  meats,  70-90 
mg  per  ounce;  shell  fish,  30-60 
mg  per  ounce;  and  cream  pro- 
ducts, 25-90  mg  per  ounce. 
Thus,  one  has  to  virtually  elim- 
inate eggs,  butter  and  cream  if 
100-200  gm  of  meat  is  allowed. 
Baked  foods  must  be  made  with 
vegetable  fat,  non-fat  milk  and 
no  egg  yolks.  This  diet  must  be 
maintained  on  a long-term  basis. 
Because  the  long-term  lowering 
of  cholesterol  intake  is  most 
important,  occasional  departures 
from  the  diet  should  be  allowed. 

The  use  of  polyunsaturated 
fats  is  still  controversial.  Although 
this  type  of  fat  lowers  blood 
cholesterol  levels,  it  is  not  cer- 


tain whether  this  cholesterol 
is  excreted.  One  factor  in  vege- 
table oils  is  the  plant  sterol, 
sitosterol.  This  sterol  partially 
blocks  cholesterol  absorption. 

In  summar)',  serum  choles- 
terol levels  can  be  reduced  by 
restriction  of  dietary  cholesterol 
below  300  mg  per  day,  by  sub- 
stituting vegetable  oils  contain- 
ing polyunsaturated  fatty  acids 
and  plant  sterols  for  animal  fats, 
and  by  attaining  ideal  body 
weight. 5 

Triglycerides.  Hyper-trigly- 
ceridemia  may  be  accentuated 
by  carbohydrates.  Therefore, 
the  diet  for  this  condition  should 
mildly  restrict  carbohydrates, 
restrict  calories  to  achieve  ideal 
body  weight  and  substitute 
polyunsaturated  fats  for  animal 
fats.  Cholesterol  intake  also  can 
be  restricted  if  it  is  elevated. 

Drugs.  Currently,  there  are 
four  lipid-lowering  agents  being 
used.  They  are  clofibrate,  D- 
thyroxine,  nicotinic  acid  and 
cholestyramine.  These  agents 
should  be  used  only  if  dietary 
measures  have  been  unsuccess- 
ful. The  drugs  should  be  used 
initially  on  a trial  basis  for  six 
to  eight  weeks,  and  stopped  if 
lipid  levels  do  not  fall  by  more 
than  15  percent.  None  of  these 
drugs  has  been  shown  to  be 
safe  during  pregnancy. 

Clofibrate.  The  major  effect 
of  clofibrate  is  to  lower  the 
lipoproteins  rich  in  triglycerides. 
It  also  causes  some  lowering  of 
cholesterol  synthesis,  and  the 
lipoproteins  rich  in  cholesterol. 
It  is  well  absorbed  from  the 
gastro-intestinal  tract,  is  hydro- 
lysed to  the  free  acid  (active 
form)  which  is  extensively  bound 
to  plasma  proteins,  has  a plasma 
half  life  of  10-14  hours,  and  is 
excreted  as  the  glucuronide  in 
the  urine.  The  adult  dose  is 
1.5-2.0g  in  2-4  divided  doses. 
There  is  a rapid  return  of  chol- 


esterol and  triglyceride  levels 
when  the  drug  is  stopped. 

Cautions:  About  5-10  percent 
of  patients  experience  nausea 
and  dyspepsia.  Other  gastro- 
intestinal complaints,  dermatitis, 
muscle  aches,  cramps  and  weak- 
ness, alopecia  areata  and  leuko- 
penia, have  been  reported.  Clo- 
fibrate potentiates  the  effect  of 
oral  anticoagulants  by  dis- 
placing them  from  plasma 
binding.  Prothrombin  times 
must  be  carefully  followed  when 
the  two  drugs  are  used.  Clofibrate 
may  also  potentiate  the  hypo- 
glycemic effect  of  tolbutamide. 
Therapy  has  produced  elevated 
levels  of  serum  transaminases 
and  of  the  muscle  enzyme, 
creatine  phosphokinase.  Several 
cases  of  myositis  and  one  case 
of  ventricular  bigeminy  have 
been  reported. 

In  summary,  clofibrate  is 
very  effective  in  the  rare  Type 
III  hyperlipidemia,  some  use  in 
hypertriglyceridemia  states,  and 
of  little  effect  in  hypercholester- 
olmia.  Close  supervision  of  the 
patient  on  long  tenn  therapy  is 
required.  The  drug  is  more 
effective  when  combined  with 
dietary  management. 

D-thyroxin.  Thyroxin  and 
many  of  its  analogues  can  lower 
serum  cholesterol . D-thyroxin  has 
the  highest  ratio  of  hypocholest- 
erolemic  to  hypermetabolic  ef- 
fect. It  produces  marked  lowering 
of  lipoproteins  rich  in  cholesterol 
by  increasing  cholesterol  meta- 
bolism and  excretion.  The  drug 
is  readily  al)Sorbed  from  the 
gastro-intestinal  tract,  is  loosely 
bound  to  plasma  proteins,  and 
is  metabolized  much  more  rapid- 
ly than  L-thyroxin.  The  starting 
adult  dosage  is  I to  2 mg  daily, 
and  is  gradually  increased  to 
4-8  mg  daily. 

Cautions:  The  most  frequent 
side  effects  are  due  to  hyper- 
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metabolism.  Angina  pectoris, 
arrhythmias,  EKG  changes, 
ischemia,  and  increase  in  heart 
size  may  occur.  The  drug  can 
also  decrease  glucose  tolerance. 
Oral  anticoagulants  are  poten- 
tiated; prothrombin  times  must 
be  followed  very  closely. 

Contraindications  include  or- 
ganic heart  disease,  moderate 
hypertension,  advanced  renal 
or  liver  disease,  and  a historv 
of  iodine  sensitivitv. 

In  summary',  this  drug  lowers 
cholesterol  levels,  but  has  very 
dangerous  side  effects,  especially 
for  chronic  usage. 

Nicotinic  Acid.  In  dosages  of 
3-6  gm  per  day  this  drug  lowers 
serum  cholesterol,  lipoproteins 
rich  in  cholesterol,  and  to  a lesser 
degree  triglyceride  rich  lipopro- 
teins. The  mechanism  is  not 
known.  The  ding  is  rapidly 
absorbed  with  maximum  levels 
within  two  hours.  It  is  detoxified 
by  the  liver  and  excreted  in  the 
urine  as  nicotinuric  acid. 

Flushing  of  the  skin  occurs  at 
first  in  nearly  everyone,  and 
persists  in  10-25  percent.  Other 
side  effects  are  pruritis  and  gas- 
trointestinal distress.  The  ding 
can  produce  decreased  glucose 
tolerance,  hyperpigmentation, 
activation  of  peptic  ulcers,  al- 
tered liver  fiinction  tests,  chol- 
estatic jaundice  and  hyperurice- 
mia. The  drug  can  cause  hista- 
mine release  and,  therefore,  mav 
be  of  danger  in  patients  with 
severe  allergic  sensitivities  or 
asthma.  In  addition,  it  can  po- 
tentiate ganglionic  blocking 
agents. 

In  summary,  nicotinic  acid  is 
poorly  tolerated.  Its  side  effects 
probably  outweigh  its  usefulness. 

Cholestyraniine.  This  drug  is 
a strongly  basic  anion  exchange 
resin  that  binds  bile  acids  and 
prevents  their  reabsoq:>tion  from 
the  intestine.  Since  20-30  g of 


bile  acids  are  usually  excreted 
and  reabsorbed  daily,  this  resin 
has  the  potential  of  removing  a 
large  amount  of  these  cholesterol 
byproducts.  By  promoting  fecal 
e.xcretion  of  bile  acids,  the  resin 
appears  to  induce  an  increase 
in  cholesterol  conversion  to  bile 
acids  and  lowering  of  serum 
cholesterol. 

In  doses  of  16-32  g per  day 
this  resin  significantly  lowers 
cholesterol,  but  does  not  decrease 
triglycerides.  The  resin  is  not 
absorbed  from  the  gastrointest- 
inal tract,  and  comes  as  a solid 
that  must  be  suspended  in  liquid 
or  food.  The  most  frequent  side 
effects  are  nausea,  constipation 
and  dyspepsia.  Other  possible 
problems  include  hyperchlore- 
mic acidosis  from  the  chloride 
in  the  resin  and  interference 
with  absolution  of  fat-soluble 
vitamins  A,  D and  K,  and  drugs. 
Steatorrhea,  weight  loss,  and 
malabsorption  may  occur  with 
daily  doses  over  30  g. 

In  summary,  this  resin  has 
not  yet  been  approved  for  use 
in  hypercholesterolemia,  but 
appears  to  be  a future  useful 
agent.  Its  long  term  effects  are 
unknown. 

other  drugs 

Sito.sterol  appears  to  interfere 
with  absorption  of  cholesterol 
causing  increased  fecal  excretion. 
Side  effects  include  anorexia, 
diarrhea  and  abdominal  cramps. 
Usual  dose  is  9-12  g per  day, 
which  will  cost  about  $1.00. 
The  prolonged  effects  of  this 
agent  are  unknown. 

Estrogem  have  been  used  in 
both  high  (feminizing)  and  low 
dosage  in  man.  Long  term  sur- 
vival has  not  been  improved. 

Other  drugs  proported  to  be 
lipotropic  include  choline.  Vita- 
min B6,  various  tissue  fractions, 
and  mucopolysaccharides.  These 
drugs  are  without  value. 


summary 

Dietary  changes  should  be 
utilized  in  the  management  of 
selected  patients  with  an  ab- 
normally high  plasma  cholesterol 
or  triglyceride  level.  A cautious 
trial  of  lipid-lowering  drugs 
should  be  tried  if  diet  alone 
does  not  bring  about  the  desired 
reduction.  The  diet  should  be 
maintained  during  the  drug 
therapy.  The  effect  of  long  term 
use  of  these  drugs  is  largely 
unknown,  and  the  patients  must 
be  followed  very  carefully. 

Department  of  Medicine 
Universitu  ofWashinPton 
(98105) 


Chemical  Nomenclature 


generic 

trade 

cholestyramine 

Queston 

Cuemid 

clofibrate 

Atromid-S 

d-thyroxine 

Choloxin 

sitosterol 

Cytellin 

tolbutamide 

Orinase 
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OREGON 


Oregon  Medical  Association-I^M  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Noel  B.  Rawls,  M.D.,  Astoria 

SECY-TREAS.  Lawrence  M.  Lowell,  M.D.,  Portland 
EXECUTIVE  SECY.  Mr.  Robert  O.  Bissell,  Portland 

Annual  Meeting,  October  7-11, 1970,  Hilton,  Portland 


State  Board  of  Medical  Examiners  Holds  Meeting 


At  the  conclusion  of  a three  day  regular  meeting 
of  the  Board  of  Medical  Examiners  of  the  State  of 
Oregon,  Mr.  Howard  I.  Bobbitt,  Executive  Secre- 
tary, announced  that  officers  elected  for  the  ensuing 
year  are  Allan  L.  Ferrin,  M.D.,  of  Salem,  Chairman; 
Carl  R.  Kostol,  M.D.,  of  Baker,  Vice  Chairman  and 
Harry  E.  Sprang,  M.D.,  of  Portland,  Secretary- 
Treasurer.  Dr.  Ferrin  succeeds  David  E.  Reid,  D.O. 

Other  members  of  the  Board  are;  Ray  L.  Casterline, 
M.D.,  Medford;  David  B.  Judd,  M.D.,  Eugene; 
Raymond  M.  Reichle,  M.D.,  Portland;  David  E. 
Reid,  D.O.,  Lebanon  and  Ralph  M.  Gordon,  D.O., 
Salem,  Alternate  Member. 

It  was  further  announced  on  April  25,  1970,  that 
43  physicians  qualified  for  license  to  practice  medicine 
in  Oregon: 

John  Lester  Emmett,  M.D.;  James  Heryford 
Fontaine,  M.D.;  Mark  Thomas  Hattenhauer,  M.D.; 
David  Spires  Johnson,  M.D.;  Ronald  Melvin  Katon, 
M.D.;  Grant  Durward  Miller,  M.D.;  Gordon  Covalt 
Miller,  M.D.  and  Frederick  John  Oerther,  M.D.,  all 
of  Portland. 

Howard  John  Anderson,  M.D.,  Los  Angeles, 
California;  Kenneth  Clair  Anderson,  M.D.,  Kansas 
City,  Missouri;  Saveliy  Boris  Chirman,  M.D.,  Berke- 
ley, California;  Nirad  Kumar  Dey,  M.D.,  Turtle 
Lake,  North  Dakota;  John  Arnold  Donovan,  M.D., 
Stockton,  California;  Ellis  Boyd  Finch,  M.D., 
Seattle,  Washington;  Albert  Lloyd  French,  Jr.,  M.D., 
Estes  Park,  Colorado;  Robert  Cyril  Fulweber,  M.D., 


Houston,  Texas;  Robert  Gallagher,  M.D.,  Whittier, 
California;  Robert  Clinton  Gerber,  M.D.,  Los 
Angeles,  California;  Phillip  Leon  Gertsner  M.D., 
Rochester,  Minnesota;  David  Richard  Zhale  M.D., 
U.S.  Navy;  Frederick  Danner  Hirsch,  M.D., 
U.S.  Navy;  Mustansir  Dawoodbhoy  Jhaveri,  M.D., 
Vancouver,  Washington;  Raymond  Jerome  Kasher, 
M.D.,  Cottage  Grove,  Oregon;  Eugeniusz  Antoni 
Kazmierski,  M.D.,  Cleveland,  Ohio;  Alan  Edward 
King,  M.D.,  Roseburg,  Oregon;  James  Bruce  Lar- 
son, M.D.,  U.S.  Air  Force;  Dean  Henry  Mahoney, 
M.D.,  Ponca  City,  Oklahoma;  Thomas  Joseph  Mar- 
tens, M.D.,  U.S.  Army;  Alfred  Mark  Mick,  M.D., 
Milwaukie,  Oregon;  Donald  John  Paluska  M.D., 
Salem,  Oregon;  Milton  Carman  Pettapiece,  Jr., 
M.D.,  Falmouth  Foreside,  Maine;  Donald  Foley 
Richey,  M.D.,  Los  Angeles,  California;  Allan 
Michael  Steigerwald,  M.D.,  Seattle,  Washington; 
Robert  Charles  Tudor,  M.D.,  Ontario,  California; 
Ronald  Herman  Ullman,  M.D.,  U.S.  Air  Force; 
Kenneth  Willard  Vaughn,  Jr.,  M.D.,  Rochester, 
Minnesota;  Margaret  Cleota  Washburn,  M.D., 
Seattle,  Washington;  Bennett  Allen  Wight,  JR., 
M.D.,  Salem,  Oregon. 

James  Garth  Anderson,  D.O.,  Ashland,  Oregon; 
Jay  Gordon  Betts,  D.O.,  Kansas  City,  Missouri; 
Berkeley  Brandt,  Jr.,  D.O.,  Boise,  Idaho;  William 
Madorin  Graham,  D.O.,  Trenton,  Michigan,  and 
Robert  Washington  Parker,  D.O.,  Westminster, 
Golorado. 
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Two  Honored 

The  follouang  were  honored  at  the  University  of 
Oregon’s  Alumni  Association  luncheon,  April  23, 
1970  at  the  Sheraton  Motor  Inn: 

Herman  Dickel,  clinical  professor  of  psychiatry, 
past  president  of  the  Multnomah  County  Medical 
Society,  the  Oregon  Medical  Association  and  the 
North  Pacific  Society  of  Neurology  and  Psychiatry 
was  presented  with  an  Honorary  Membership  Citation 
for  his  contributions  to  the  medical  profession. 

Robert  Stone  Dow,  clinical  professor  of  neurology 
at  the  University  of  Oregon  Medical  School,  director 
of  the  EEC  lab  at  Good  Samaritan  Hospital,  and 
adjunct  professor  of  neurophysiology  at  Linfield 
College,  has  been  presented  with  the  Meritorious 
Achievement  Award. 

Dr.  Dow  has  served  as  president  of  the  American 
Electroencephalographic  Society,  the  American  Epil- 
epsy Society,  the  North  Pacific  Society  of  Neurology 
and  Psychiatry,  and  of  the  Western  Society  of  Electro- 
encephalography. He  is  the  author  of  well  over  50 
papers  in  his  field. 


David  W.  Johnson  Named 
Program  Coordinator 


DAVID  W.  JOHNSON,  M.D 


David  W.  Johnson  has  been  named  Program  Co- 
ordinator for  the  Oregon  Regional  Medical  Program 
to  succeed  Edward  L.  Goldblatt  who  has  asked  to 
step  down  as  head  of  the  regional  medical  program 
but  will  continue  on  a half-time  basis  as  Goordinator 
for  Project  Development. 

Dr.  Johnson  has  been  Associate  Professor  of  Public 
Health  and  Preventive  Medicine  at  the  University 
of  Oregon  Medical  School  since  December,  1968. 
He  graduated  from  UOMS  in  1960.  He  was  a U.S. 
delegate  to  the  SEATO  Military  Medicine  Gonfer- 
ence  in  1966  while  he  was  Preventive  Medicine 
Officer  with  the  Pacific  Fleet.  Before  coming  to  the 
Medical  School,  he  was  commanding  officer  of  the 
Naval  Research  Unit  at  the  University  of  California 
at  Berkeley. 


. . . special  people.  On  the  inside.  On 
the  outside.  We  prefer  to  train  our 
own.  That’s  the  best  way  we  know 
to  make  sure  the  man  from  Scherer 
has  his  coat  on  when  he  calls  and 
is  ready  to  get  it  off  fast  if  you  have 
a problem.  On  the  average,  our  ac- 
count men  have  been  with  us  for  10 
years.  They’re  experienced,  hard- 
working "pros”. . .there  to  help 
whatever  it  takes.  Medicine  is  the 
world  of  the  highly-trained  special- 
ist. Next  time,  call  Scherer.  Learn 
what  a pleasure  it  can  be  to  do  busi- 
ness with  one. 

SCHERER  COMPANY 

Medical  and  Scientific  Supplies 


5714  N.E.  Hassaio,  Portiand,  Oregon  97213 
Teiephone;  (503)  282-2295 
Divisions  in 

Los  Angeles  • San  Diego 
San  Francisco  • Phoenix 

A Bergen  Brunswig  Company 
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PRESIDENTS  page 


NOEL  B.  RAWLS,  M.D. 


Be  Prepared 


Be  prepared,  the  Boy  Scout  motto,  is  an  excellent 
one,  particularly  as  it  applies  to  legislative  acti- 
vities. As  we  approach  the  next  legislative  session 
in  Oregon  and  watch  the  deliberations  of  the  Con- 
gress of  the  United  States,  we  realize  that  one  can 
expect  almost  anvthing  in  the  legislative  arena.  We 
can  support  some  bills  introduced,  and  to  others  we 
are  opposed.  This  is  a natural  course  of  action  be- 
cause almost  all  legislation  is  an  attempt  to  correct 
some  social  or  economic  problem,  or  to  gain  some 
sort  of  advantage  for  a special  group. 

The  important  point  is  that  we  can  neither  support 
nor  oppose  anv  legislative  proposal  and  be  effective 
unless  we,  as  a group,  are  prepared. 

In  preparing  for  a legislative  session  we  look  to 
our  lobbvists  for  counsel  and  support.  This  activity, 
particularK  in  this  age,  is  indeed  essential.  But  well 
in  advance  of  the  introduction  of  any  bill,  legislators 
must  be  elected.  This  is  where  we,  as  physicians,  have 
plaved  an  important  role  and  must  play  an  infinitely 
larger  role  in  the  future.  Supporting  candidates  with 
both  time  and  money  insures  not  only  the  preservation 
of  responsible  government  but  the  election  of  indivi- 
duals who  are  responsive  to  the  real  needs  of  society. 

One  of  the  most  effective  wavs  we  can  contribute 
to  the  election  of  good,  responsible  legislators  is 
through  our  own  medical  political  action  movement, 
OMP.\C.  It  is  deplorable  to  me  that  less  than  50 
percent  of  the  physicians  in  Oregon  support  the 
political  wing  of  organized  medicine.  Yet  OMPAC’s 
effectiveness  is  not  disputed  bv  the  politically  astute. 
It  is  also  distressing  to  hear  some  physicians  cry  out 
in  the  political  wilderness  about  our  ineffectiveness, 
as  an  organization,  in  the  legislative  process,  yet  they 
do  not  support  the  PAG  movement  or  take  the  time 


to  digest  the  political  realities  of  the  democratic 
process. 

One  basic  principle  in  this  business  of  political 
action  is  important  to  this  discussion.  When  we 
contribute  our  resources  to  successful  candidates, 
we  do  not  buv  votes,  nor  would  we  want  to.  Our 
support  does,  however,  provide  for  us  a good  recep- 
tion when  we  wish  to  present  our  views  on  legislative 
matters. 

Additionally’,  pooling  our  individual  resources 
through  OMPAC  provided  the  political  impact 
which  indiyidually  we  could  not  achieve.  Thus,  when 
OMPAC  supports  a condidate  it  represents  the  sup- 
port of  the  medical  profession  as  a whole  and  offers 
to  all  of  us  individually  the  united  input  to  political 
success. 

We  have  learned  a lesson  from  the  AFL — CIO’s 
political  and  legislative  arm,  COPE,  which  supports 
candidates  handsomely  with  both  time  and  resources. 
It  represents  a united  front  for  labor,  and  its  suc- 
cesses cannot  be  challenged.  Facing  the  political 
realities  of  the  times  we,  as  physicians,  can  do  no  less. 

OMPAC  is  currently  in  the  midst  of  the  1970  elec- 
tions. Shouldn’t  we  all  make  our  voices  count  more 
through  our  own  political  action  movement?  A $20 
check  to  OMPAC  will  strengthen  our  profession’s 
voice  around  the  state  and  help  make  our  legislative 
views  more  clearlv  heard.  Make  your  check  payable 
to  OMPAC  and  mail  it  to;  P.  O.  Box  394,  Beaverton, 
Oregon  97005.  I have! 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


No.O  No.l  No.  2 
8 mg.  15  mg. 


Belap  Tablets 

Each  tablet  contains: 

Phenobarbital 

(Wgrnmg:  b4  hab't  forming) 

Belladonna  Extract  8 mg.  8 mg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital 

(Warning.  May  be  habit  forming) 

Belladonna  Leaf  Fluidextract 
Alcohol 


15  mg. 

0.033  mg. 
22% 


(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  60  mg. 

(Warn  ng  May  be  hab  t (or"-ing) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med’  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  ly-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic  hypertrophy. 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 

HAACK’ 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  seattu,  Washington  vans 

PRESIDENT  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  /.  Walfred  WaUen,  M.D.,  Burlington 
EXECUTIVE  SECRETARY  Mr.  R.  F.  GoTTuan,  Seattle 
Annual  Meeting  September  20-23,  1970,  Spokane 


1970  Annual  Meeting 

Pre  I i m i n a ry  Progra  rn 

The  Washington  State  Medical  Association  s Scientific  Program  Com- 
mittee has  developed  the  preliminary  program  for  the  General  and 
Specialty  Scientific  Sessions.  Some  changes  in  titles  of  presentations  and 
in  speakers  may  be  required  before  the  program  is  complete;  however, 
the  scientific  program  is  scheduled  as  follows: 

Guest  Speakers: 

Max  S.  Sadove,  M.D.,  Professor  of  Anesthesiology,  University  of  Illinois  School 
of  Medicine,  Chicago. 

Thomas  L.  Petty,  M.D.,  Associate  Professor  of  Medicine,  University  of  Colorado 
School  of  Medicine,  Denver 

William  Blaisdell,  M.D.,  Chief  of  Surgery,  San  Francisco  General  Hospital 
A.J.  Duvall,  111,  M.D.,  Minneapolis,  Department  of  Otolaryngology,  University 
of  Minnesota 

Albert  D.  Ruedemann,  Jr.,  M.D.,  Surgeon  and  Assistant  Chief,  Harper  Hospital, 
Detroit 

Russell  Poucher,  M.D.,  Whittier,  California 

Richard  D.  Walters,  M.D.,  Associate  Professor  of  Neurology,  University  of 
California,  Los  Angeles 

Blaine  E.  McLaughlin,  M.D.,  Professor  of  Psychiatry,  University  of  North  Dakota, 
Grand  Forks 

Edmund  C.  Burke,  M.D.,  Department  of  Pediatrics,  Mayo  Clinic,  Rochester, 
Minnesota 

GENERAL  SCIENTIFIC  SESSIONS 

Session  Chairman:  J.  Thomas  Rulon,  M.D.,  Spokane 

TUESDAY  MORNING,  SEPTEMBER  22 
ROUND  TABLE  DISCUSSIONS 

Discussion:  Subjects: 

Chadwick  F.  Baxter,  M.D.,  Spokane  Pediatric  Surgical  Problems 
Larry  L.  Brewer,  M.D.,  Spokane  Rh  Problems  in  Clinical  Practice 

Continued  on  page  513 
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The  following  64  pages,  making  up  the  Western  JOUR- 
NAL OF  Medicine  insert,  are  presented  here  on  trial  for 
appraisal  by  the  readers  of  NORTHWEST  Medicine.  The 
WESTERN  Journal  of  Medicine,  published  by  the  Cali- 
fornia Medical  Association,  is  offered  at  low  cost  as  a supple- 
ment for  selected  journals  from  the  Rocky  Mountains  westward. 
It  is  anticipated  that  each  of  the  journals  using  the  insert  will 
keep  its  own  identity,  treating  the  WESTERN  JOURNAL  OF 
Medicine  as  additional  material  within  its  present  cover. 

Besides  the  great  savings  in  cost,  a principal  advantage  of 
their  scientific  articles  in  publications  that  can  give  wider 
readership  than  any  of  the  lournais  of  the  West  can  offer  by 
Journal  of  Medicine  would  attract  writers  who  now  place 
reaching  the  combined  circulation  would  be  that  the  WESTERN 
itself. 

NORTHWEST 

MEDICINE^ 
EDITION  : 

Diagnosis 

of  Zollinger-EUison 

Syndrome 

Ulcerogenic  Tumor  of  the  Pancreas 


Richard  R.  Babb,  m.d.,  Palo  Alto 


■ A small  proportion  of  patients  with  peptic  ulcer  disease  harbor  a 
hormone-secreting  pancreatic  tumor  as  the  cause  of  the  ulcer  diathesis, 
and  if  this  is  not  recognized,  they  may  suffer  undue  morbidity  and  mor- 
tality. Close  attention  to  the  jxitient’s  history,  roentgeno graphic  find- 
ings and  gastric  secretory  studies  will  allow  identification  of  ulcerogenic 
tumors  of  the  pancreas.  Other  clues  to  the  diagnosis  include  associated 
endocrine  abnormalities  and  diarrhea. 


In  1955,  Zollinger  and  Ellison^  described  two 
patients  who,  despite  several  operations,  continued 
to  have  fulminating  peptic  ulcer  disease  and  gastric 
hypersecretion,  and  were  eventually  found  to  have 
a non-beta  cell  tumor  in  the  pancreas.  Subsequent- 
ly, diarrhea  came  to  be  recognized  as  a fourth 
and  important  component  of  the  so-called  Zol- 
linger-Ellison  syndrome  (zes).^'’  The  gastric  se- 
cretagogue  produced  by  the  pancreatic  tumor  has 
the  chemical  characteristics  of  gastrin. 

Although  this  syndrome  is  uncommon  and  per- 
haps accounts  for  less  than  10  percent  of  “problem 
ulcer  cases,”^  diagnosing  it  is  of  great  importance 
to  therapy.  Surgical  operation  is  mandatory,  and 
total  gastrectomy  may  be  required.  Ellison  attrib- 


From  the  Section  of  Gastroenterology,  Palo  Alto  Medical  Clinic, 
Palo  Alto. 

Submitted  February  6,  1970. 

Reprint  requests  to:  Palo  Alto  Medical  Clinic,  300  Homer  Avenue, 
Palo  Alto,  Ca.  94301  (Dr.  R.  R.  Babb). 


uted  postoperative  mortality  to  delay  in  diagnosis 
and  often  inappropriate  initial  operation. ^ 

This  review  will  briefly  describe  current  methods 
of  diagnosing  the  Zollinger-EUison  syndrome,  will 
comment  on  its  relationship  to  multiple  endocrine 
adenomatosis  and  note  the  various  forms  of  as- 
sociated diarrhea. 

The  History 

In  most  cases  the  condition  has  been  diagnosed 
in  the  third  to  fifth  decades  of  life.  Typically,  the 
patient  has  suffered  for  several  years  with  severe 
ulcer  disease.  Often  the  disease  is  recalcitrant  to 
medical  therapy,  with  operations  for  multiple  com- 
plications such  as  perforation  or  hemorrhage  at 
last  required. It  should  be  borne  in  mind  that 
approximately  90  percent  of  such  patients  will 
have  a single  ulcer,  and  in  at  least  70  percent  the 
ulcer  will  be  located  in  or  near  the  duodenal 
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TABLE  1. — Gastric  Secretory  Tests  in  the  ZoUinger-EIlison  Syndrome  (zes) 


1.  Basal  acid  output  (BAO)^® 

2.  Maximum  acid  output  (MAO)i“ 

3.  Ratio  BAO  MA015 

4.  Ratio  basal  acid  concentration  to 
maximal  acid  concentration^® 

5.  12  hr  collection^ 


Normal  Values 

Less  than  2 mEq/hr 
Less  than  18  mEq/hr 
Usually  less  than  30% 


a.  Volume  less  than  1000  cc 

b.  “Free  acid"  less  than  100  mEq* 


More  than  15  mEq/hr 
Often  more  than  40  mEq/hr 
Often  more  than  60% 

Often  more  than  60% 

a.  Volume  often  more  than  1000  cc 

b.  “Free  acid”  more  than  100  mEq* 


•"Free  add”  refers  to  the  concentration  of  HCl  in  gastric  juice  when  titrated  to  a pH  of  approximately  3.5  using  Topfer’s  reagent  as  the  indi- 
cator. This  value  has  no  physiologic  significance  and  should  be  discarded.  Many  laboratories,  including  our  own,  titrate  to  a pH  of  7. 0-7. 4 using 
either  electrometric  equipment  or  phenol  red  as  an  indicator. 


Nonetheless,  multiple  ulcers  in  atypical 
locations  such  as  the  jejunum  may  be  an  initial 
clue  to  the  diagnosis. 

Diarrhea  is  noted  in  40  percent  of  patients  with 
ZES  and  may  be  the  only  complaint  in  7 to  10 
percent. “*5 Tumors  of  endocrine  glands  other 
than  the  pancreas  have  been  found  in  20  to  25 
percent.^-’  On  occasion,  the  family  history  may 
disclose  relatives  with  severe  ulcer  disease  or  func- 
tioning endocrine  tumors.^ 

Patients  still  symptomatic  after  an  operation  for 
ulcer  should  be  evaluated  carefully  for  an  ulcer- 
ogenic pancreatic  tumor,  especially  if  inadequate 
vagotomy,  retained  gastric  antrum'®  or  the  use  of 
ulcerogenic  drugs  can  be  excluded  as  a possible 
cause. 

Roentgenographic  Features 

Sooner  or  later,  most  patients  with  symptoms  of 
peptic  ulcer  disease  have  a barium  study  of  the 
stomach  and  duodenum.  The  alert  radiologist  or 
clinician  may  suspect  zes  if  certain  possible  fea- 
tures of  such  an  examination  are  remembered. 
These  include  excessive  fluid  in  the  fasting  stom- 
ach, gastric  dilatation,  large  gastric  folds,  hypo- 
peristalsis  and  enlargement  of  the  duodenum, 
atypically  located  ulcers,  and  a pattern  of  malab- 
sorption in  the  small  bowel. 

Thus  far,  the  use  of  arteriography  in  the  pre- 
operative diagnosis  of  these  pancreatic  tumors  has 
not  been  rewarding.'"  This  technique  has  localized 
the  tumor (s)  in  four  patients,  and  in  one  the  si- 
multaneous opacification  of  the  visceral  arterial 
and  venous  systems  by  the  contrast  media  was  an 
additional  finding. 

Studies  of  Gastric  Secretiord-^-''^^-'^^ 

Study  of  gastric  secretion  remains  the  principal 
method  of  diagnosing  zes.  As  noted  above,  the 
pancreatic  tumor  produces  gastrin  or  a compound 


with  similar  gastric  secretory  activity.  Further- 
more, this  constant  high  level  of  stimulation  does 
not  allow  for  much  of  an  increase  in  parietal  cell 
acid  output  when  further  stimulation,  such  as  with 
histamine  or  histalog,  is  given. 

By  using  the  accepted  methods  of  gastric  an- 
alysis,'’ one  may  measure  both  the  resting  or  basal 
acid  output  and  the  post-stimulation  or  maximal 
acid  output.  A ratio  comparing  these  two  values 
may  be  constructed  and  compared  to  normal 
standards.  Finally,  a 12  hour  nocturnal  secretion 
can  be  collected  and  analyzed  for  volume  and  acid 
concentration.  3 

An  outline  of  gastric  secretory  studies  and  then- 
interpretation  has  been  listed  in  Table  1.  It  is 
important  to  note  that  such  tests  are  not  always 
abnormal, and  moreover,  patients  with  the  zes 
may  show  individual  secretory  variability  with  re- 
peated testing.'® 

Bioassay  and  Immunoassay  of  Gastrin 

By  the  methods  described  there  is  no  certain 
way  to  identify  patients  with  zes.  Hence  many 
investigators  have  been  seeking  a more  direct  mea- 
surement of  the  presumed  gastric  secretagogue, 
gastrin. 

Using  a patient’s  serum,  gastric  juice  or  urine, 
Zollinger’s  group'^  has  studied  gastric  secretion  in 
isolated  rat  stomach.  Ten  patients  with  the  zes 
had  positive  reaction  to  tests — that  is,  infusion  of 
the  patient’s  serum  increased  gastric  acid  secretion 
similar  to  previously  infused  porcine  gastrin.  Pa- 
tients with  other  types  of  peptic  ulcer  disease  had 
negative  results.  French  and  British  investigators 
have  also  found  rat  bioassay  techniques  useful.’® 

McGuigan  and  Trudeau’-®  have  devised  a radio 
immunoassay  for  measuring  serum  gastrin  levels. 
Four  patients  with  the  zes  had  gastrin  concentra- 
tions exceeding  that  in  the  control  population  by  at 
least  six  times. 
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At  present  these  assay  techniques  are  difficult  to 
perform  and  not  readily  available.  They  hold  great 
promise  for  the  future,  however,  and  may  become 
the  principal  method  of  preoperative  diagnosis. 

Multiple  Endocrine  Adenomatosis  (mea)  and  ZES 

It  has  been  stated  that  20  to  25  percent  of  pa- 
tients with  ZES  have  associated  endocrine  disease 
elsewhere. Most  often  this  consists  of  parathy- 
roid or  pituitary  tumors.  From  the  other  point  of 
view,  Ballard  et  al,^'  in  a review  of  85  patients  with 
multiple  endocrine  tumors,  found  approximately 
50  percent  to  have  peptic  ulcers.  About  one-third 
had  ZES. 

Thus,  patients  diagnosed  as  having  either  syn- 
drome should  be  carefully  screened  for  multiple 
endocrine  tumors  involving  the  parathyroid,  pitui- 
tary, adrenal,  thyroid  or  pancreatic  organs. 

Hypercalcemia  in  a patient  with  peptic  ulcer 
disease  may  indicate  hyperparathyroidism,  or  a 
pancreatic  tumor  alone,  or  both.^*'^^ 

Diarrhea  and  ZES 

As  was  previously  mentioned,  40  percent  of 
patients  with  ZES  complain  of  diarrhea.  This 
symptom  may  alert  one  to  the  need  for  further 
diagnostic  studies  in  an  otherwise  “typical”  patient 
with  peptic  ulcer  disease.  The  diarrhea,  and  on 
occasion  steatorrhea,  has  been  attributed  to  the 
increased  volume  and  acidity  of  gastric  juice  going 
into  the  small  bowel,  with  subsequent  hypermotil- 
ity, inactivation  of  pancreatic  lipase,  alteration  of 
bile  salt  micelle  formation,  direct  mucosal  injury 
or  impairment  of  fat  transport  from  the  injured 
mucosal  cell.^^-^'* 

Another  type  of  diarrhea  associated  with  islet 
cell  tumor  of  the  pancreas  has  been  described. 
Patients  with  this  type  present  with  severe  watery 
diarrhea,  hypokalemia  and  hypo-  to  achlohydria 
(“the  WDHA  syndrome” They  do  not  have 
peptic  ulceration  or  gastric  hypersecretion  and 
some  have  associated  endocrine  abnormalities  and 
hypercalcemia.  Resection  of  these  rare  pancreatic 
tumors,  if  benign,  has  led  to  cessation  of  the  diar- 
rhea. The  cause  of  the  diarrhea  remains  obscure, 
but  there  is  increasing  evidence  that  the  tumor  is 


secreting  a “diarrheogenic”  hormone  which  inhib- 
its water  and  electrolyte  transport  in  the  gut.^’ 

ADDENDUM 

Kraft,  Tompkins  and  Zollinger  recently  published  an 
excellent  review  article  on  the  diarrhea  syndrome  noted 
above.  (Recognition  and  management  of  the  diarrheal 
syndrome  caused  by  non-beta  islet  cell  tumors  of  the  pan- 
creas. Amer  J Surg  1 19;  163-169,  1970.) 

Evidence  is  accumulating  that  the  diarrheogenic  hor- 
mone is  either  secretin  or  a secretin-like  substance. 

REFERENCES 

1.  Zollinger  RM,  Ellison  EH:  Primary  peptic  ulcerations  of  the  je- 
junum associated  with  islet  cell  tumors  of  the  pancreas.  Ann  Surg  142: 
709-728,  1955 

2.  Zollinger  RM,  Grant  GN:  Ulcerogenic  tumor  of  the  pancreas. 
JAMA  190:181-184,  1964 

3.  Ellison  EH,  Wilson  SD:  The  Zollinger-Ellison  syndrome:  re- 
appraisal and  evaluation  of  260  registered  cases.  Ann  Surg  160:512- 
530,  1964 

4.  Singleton  JW,  Kern  F,  Jr,  Waddell  WR:  Diarrhea  and  pancre- 
atic islet  cell  tumor:  report  of  a case  with  a severe  jejunal  mucosal 
lesion.  Gastroent  49: 197-208,  1965 

5.  Zollinger  RM,  Moore  FT:  Zollinger-Ellison  syndrome  comes  of 
age.  JAMA  204:361-365,  1968 

6.  Hallenbeck  GA:  The  Zollinger-Ellison  syndrome.  Gastroent  54: 
426-433,  1968 

7.  McGuigan  JE,  Trudeau  WL:  Immunochemical  measurement  of 
elevated  levels  of  gastrin  in  serum  of  patients  with  pancreatic  tumors 
of  the  Zollinger-Ellison  variety.  New  Eng  J Med  278:1308-1313, 
1968 

8.  McGuigan  JE:  Gastrin:  clinical  and  immunologic  aspects.  View- 
points on  Digestive  Diseases  1,  1969 

9.  Gregory  RA,  Tracy  HJ,  Agarwal  KL  et  al:  Aminoacid  constitu- 
tion of  two  gastrins  isolated  from  Zollinger-Ellison  tumor  tissue.  Gut 
10:603-608,  1969 

10.  Scobie  BA,  McGill  DB,  Priestly  JT,  et  al:  Excluded  gastric  an- 
trum simulating  the  Zollinger-Ellison  syndrome.  Gastroent  47:184- 
187,  1964 

11.  Amberg  JR,  Ellison  EH,  Wilson  SD,  et  al:  Roentgenographic 
observations  in  the  21ollinget-Ellison  syndrome.  JAMA  190:185-187, 

1964 

12.  Missakian  MM,  Carlson  HC,  Huizenga  KA:  Roentgenographic 
findings  in  Zollinger-Ellison  syndrome.  Am  J Roent  94:429-437, 

1965 

13.  Pollard  JJ,  Nebesar  RA:  Abdominal  angiography.  New  Eng  J 
Med  279:1148-1152,  1968 

14.  Alfidi  RJ,  Skillern  PG,  Crile  G:  Arteriographic  manifestation 
of  the  Zollinger-Ellison  syndrome.  Cleveland  Clin  Quart  36:41-45, 
1969 

15.  Aoyagi  T,  Summerskill  WHJ:  Gastric  secretion  with  ulcero- 
genic islet  cell  tumor.  Importance  of  basal  acid  output.  Arch  Int  Med 
117:667-672,  1966 

16.  Ruppert  RD,  Greenberger  NJ,  Beman  EM  et  al:  Gastric  secre- 
tion in  ulcerogenic  tumors  of  the  pancreas.  Ann  Int  Med  67:808-815, 
1967 

17.  Sparberg  M,  Kirsner  JB:  Current  concepts  of  gastric  analysis. 
Am  J Dig  Dis  9:567-575,  1964 

18.  Winship  DH,  Ellison  EH:  Variability  of  gastric  secretion  in 
patients  with  and  without  the  Zollinger-Ellison  syndrome.  Lancet  1 : 
1128-1130,  1967 

19-  Moore  FT,  Murat  JE,  Endahl  GL,  et  al:  Diagnosis  of  ulcero- 
genic tumor  of  the  pancreas  by  bioassay.  Am  J Surg  113:735-737, 
1967 

20.  Comment  Section:  Gastroent  54:482,  1968 

21.  Ballard  HS,  Fame  B,  Hartsock  RJ:  Familial  multiple  endocrine 
adenoma-peptic  ulcer  complex.  Medicine  43:481-516,  1964 

22.  Huizenga  KA,  Goodrick  WIM,  Summerskill  WHJ:  Peptic  ulcer 
with  islet  cell  tumor:  a re-appraisal.  Am  J Med  37:564-577,  1964 

23.  Matsumoto  KK,  Peter  JB,  Schultze  RG,  et  al:  Watery  diarrhea 
and  hypokalemia  associated  with  pancreatic  islet  cell  adenoma.  Gastro- 
ent 50:231-242,  1966 

24.  Marks  IN,  Bank  S,  Louw  JH:  Islet  cell  mmor  of  the  pancreas 
with  reversible  watery  diarrhea  and  achlorhydria.  Gastroent  52:695- 
708,  1967 

25.  Gardner  JD,  Cerda  JJ:  In  vitro  inhibition  of  intestinal  fluid 
and  electrolyte  transfer  by  a non-beta  islet  cell  tumor.  Proc  Soc  Exp 
Biol  Med  123:361-364,  1966 


the  Western  Journal  of  Medicine 


3 


Surgical  Operation  in  Hemophilia  B 

Use  of  Factor  IX  Concentrate 


Carol  K.  Kasper,  m.d.,  Los  Angeles 


■ A concentrate  containing  plasma  clotting  factors  II,  VII,  IX  and  X was 
used  to  secure  hemostasis  for  a herniorrhaphy,  an  osteotomy  of  a femur, 
a cup  arthroplasty  of  a hip,  and  a tonsillectomy  in  patients  with  factor 
IX  deficiency.  After  single  infusions  of  concentrate,  the  net  increase  in 
plasma  factor  IX  activity  was  0.7  to  1.0  percent  for  each  in-vitro  unit  of 
factor  IX  infused  per  kilogram  of  body  weight.  After  large  infusions  of 
concentrate  in  two  patients,  the  disappearance  pattern  of  factor  IX  had 
two  phases:  a first  component  ivith  half -disappearance  times  of  4.4  and 


6 hours,  and  a second  component 
and  32.6  hours. 

The  recent  development  of  a concentrate  con- 
taining plasma  clotting  factors  II,  VII,  IX  and  X 
has  provided  the  means  to  achieve  good  hemo- 
stasis in  deficient  patients,  and  to  study  the  kinetics 
of  the  distribution  and  disappearance  of  those  fac- 
tors.' Observations  on  three  patients  with  factor 
IX  deficiency  who  received  the  new  concentrate 
for  surgical  procedures  are  described  below. 

Methods 

Administration  of  Concentrate 

One  lot  of  concentrate*  was  used  for  all  pa- 
tients, with  the  exception  of  two  doses  from  a sec- 
ond lot  given  in  the  postoperative  period  to  the 
patient  in  Case  3,  and  the  concentrate  used  for  the 


•Konyne®,  prepared  by  Cutter  Laboratories,  Berkeley,  California. 
From  the  Department  of  Medicine,  University  of  Southern  Califor- 
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Supported  by  grants  RT-18  and  RD-2522-M  from  the  Social  and 
Rehabilitative  Services,  USPHS. 

Submitted,  revised,  January  20,  1970. 

Reprint  requests  to:  2400  South  Flower  Street,  Los  Angeles,  Ca. 
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ivith  half -disappearance  times  of  26 


second  operation  in  Case  1 . Each  vial  of  lyophil- 
ized  concentrate  contained  500  units  of  factor  IX 
activity,  as  measured  in  vitro  by  the  manufacturer. 
One  unit  of  factor  IX  activity  is  defined  as  that 
amount  found  in  one  milliliter  of  fresh  average  nor- 
mal plasma.  Immediately  before  use,  each  vial  was 
reconstituted  with  20  ml  of  sterile  water.  Admin- 
istration was  by  intravenous  drip  at  the  rate  of  10 
to  15  ml  per  minute. 

Coagulation  testing 

Blood  specimens  were  mixed  in  a proportion  of 
9 : 1 with  an  anticoagulant  consisting  of  two  parts 
0.1  molar  citric  acid  and  three  parts  0.1  molar  so- 
dium citrate,  and  were  centrifuged  at  12,100  g at 
4°  C.  for  20  minutes.  Plastic  syringes,  tubes  and 
pipettes  were  used.  The  plasma  aliquots  were 
stored  at  — 30°  C.  for  up  to  one  week  before 
testing. 

Factor  IX  was  measured  by  a one-stage  activat- 
ed partial  thromboplastin  time  method,  as  de- 
scribed by  Schiffman  and  coworkers. ^ Factor  II 
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was  measured  by  the  method  of  Hjort  et  al,^  modi- 
fied by  the  addition  of  Hjort’s  proconvertin  reagent 
to  provide  excess  factor  X.  The  test  for  factor  IX 
inhibitor  was  performed  by  incubating  equal  parts 
of  normal  plasma  and  patient  plasma  at  room  tem- 
perature and  comparing  the  factor  IX  activity  of 
the  mixture  at  two  hours  to  that  at  zero  time;  nor- 
mally, no  factor  IX  activity  is  lost. 

Blood  specimens  were  drawn  immediately  be- 
fore and  15  minutes  after  administration  of  con- 
centrate. For  the  determination  of  the  disappear- 
ance pattern  of  factor  IX,  specimens  were  drawn 
at  intervals  during  several  days  after  the  adminis- 
tration of  a single  large  dose  of  concentrate.  For 
the  calculation  of  the  disappearance  curve,  as  de- 
scribed by  Hoag  et  al,’  the  patients’  inherent  factor 
IX  levels  were  subtracted  from  all  the  post-infu- 
sion values.  Each  disappearance  curve  appeared 
to  have  two  exponential  components.  A regression 
line  was  fitted  to  the  second  component  by  the 
method  of  least  squares,  and  extrapolated  to  zero 
time.  The  amount  of  factor  IX  accounted  for  by 
the  second  component  was  subtracted  from  the 
observed  values  for  the  first  component,  and  a re- 
gression line  was  fitted  to  the  resulting  values  for 
the  first  component.  The  ratio  of  the  second  com- 
ponent at  zero  time  to  the  total  concentration  at 
zero  time  is  assumed  to  measure  the  apparent 
volume  of  distribution.  The  point  at  which  the 
curve  fitted  to  the  observed  values  joins  the  calcu- 
lated line  of  the  second  component  is  said  to  be  the 
equilibration  time. 

Studies  of  Patients 

Case  1.  The  patient  was  a 29-year-old  man 
weighing  61.4  kg  with  severe  hemophilia  B,  factor 
IX  activity  0.7  percent.  He  had  had  hemarthrosis 
frequently  and  in  the  preceding  three  years  had 
fractured  his  left  femoral  condyles  on  three  occa- 
sions. A pronounced  valgus  deformity  of  the  left 
leg  had  resulted,  and  on  the  right  side  there  were 
advanced  arthritic  changes  of  the  hip  joint,  causing 
constant  pain.  In  November,  1968,  a patellecto- 
my, osteotomy  of  the  distal  left  femur  and  recon- 
struction of  the  left  knee  were  performed.  Esti- 
mated blood  loss  was  500  ml  and  wound  healing 
was  normal.  Four  days  before  the  operation,  con- 
centrate containing  7,000  factor  IX  units  was  ad- 
ministered, and  frequent  blood  specimens  were 
drawn  for  the  disappearance  study  (Chart  1). 
Concentrate  containing  5,000  factor  IX  units  was 
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Chart  1. — Disappearance  pattern  of  factor  IX  after  infu- 
sion of  280  ml  of  concentrate  (7,000  in-vitro  factor  IX 
units)  in  a 61-kilogram  patient  (Case  1)  with  severe 
hemophilia  B.  Closed  circles  represent  observed  values, 
and  open  circles  calculated  values  for  the  first  component. 
(TI/2  = Half-disappearance  time.) 


Chart  2. — Infusions  of  factor  IX  concentrate  and  plasma 
factor  IX  activity  in  a 61-kilogram  patient  (Case  1)  with 
severe  hemophilia  B during  and  after  osteotomy  of  the 
femur.  Closed  circles  and  solid  lines  represent  observed 
values,  open  circles  and  dotted  lines  represent  estimated 
values. 


infused  just  before  the  operation.  Infusions  of 

5.000  to  6,000  units  of  factor  IX  were  given  daily 
the  first  week  after  the  operation,  and  2,500  to 

4.000  units  daily  the  second  week  (Chart  2).  The 
patient  then  was  given  500  ml  of  lyophilized 
pooled  plasma  each  week  day  before  physical 
therapy  sessions  for  another  two  months.  In  Jan- 
uary, 1970,  a cup  arthroplasty  of  the  right  hip  was 
performed.  Estimated  blood  loss  was  1,100  ml 
and  wound  healing  was  normal.  Concentrate  con- 
taining 6,000  factor  IX  units  was  given  before  the 
operation,  and  4,000  factor  IX  units  on  each  post- 
operative day  for  two  weeks. 
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Chart  3. — Infusions  of  factor  IX  concentrate  and  plasma 
factor  IX  activity  in  a 33-kilogram  patient  (Case  2)  with 
severe  hemophilia  B during  and  after  a herniorrhaphy. 
Closed  circles  and  solid  lines  represent  observed  values, 
open  circles  and  dotted  lines  represent  estimated  values. 

Case  2.  The  patient  was  an  8-year-old  boy 
weighing  33  kg  with  severe  hemophilia  B,  factor 
IX  activity  1.1  percent.  In  August,  1968,  an 
elective  repair  of  a left  indirect  inguinal  hernia  with 
incarcerated  omentum  was  performed.  Blood  loss 
was  nil  and  wound  healing  was  normal.  Concen- 
trate containing  3,000  factor  IX  units  was  admin- 
istered before  and  during  the  operation,  and  an- 
other 3,000  units  were  given  on  each  of  the  first 
seven  postoperative  days  (Chart  3).  Concentrate 
containing  5,000  factor  IX  units  was  given  on  the 
seventh  postoperative  day  and  multiple  blood 
specimens  were  taken  over  the  next  five  days  for 
the  disappearance  study  (Chart  4).  Concentrate 
containing  1,500  factor  IX  units  was  then  given 
and  he  was  discharged.  He  has  remained  well. 

Case  3.  The  patient  was  a 14-year-old  girl, 
weighing  50  kg,  with  22  percent  factor  IX  activity. 
Her  two  brothers  and  other  male  relatives  had 
severe  hemophilia  B,  and  presumably  she  was  a 
carrier.  She  had  required  plasma  infusions  on 
occasion  to  treat  excessive  menstrual  bleeding, 
epistaxes  and  bleeding  from  infected  tonsils.  She 
was  given  concentrate  containing  2,000  factor  IX 
units  immediately  before  tonsillectomy  in  January, 
1969,  and  500  factor  IX  units  daily  for  seven  days 
thereafter.  For  seven  more  days  she  received  500 
ml  of  lyophilized  pooled  plasma  per  day.  Operative 
blood  loss  was  minimal  and  wound  healing  was 
normal. 
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Chart  t. — Disappearance  pattern  of  factor  IX  after  infu- 
sion of  200  ml  of  concentrate  (5,000  in-vitro  factor  IX 
units ) in  a 33-kilogram  patient  ( Case  2 ) with  severe 
hemophilia  B.  Closed  circles  represent  observed  values, 
and  open  circles  calculated  values  for  the  first  component. 
(TI/2  = Half-disappearance  time.) 


Chart  5. — The  factor  IX  activity  recovered  in  vivo  15 
minutes  after  infusions  of  concentrate  is  related  to  the 
niimher  of  factor  IX  units  infused,  as  measured  in  vitro. 


Results 

After  single  infusions  of  concentrate  in  Case  1, 
the  immediate  net  increase  in  plasma  factor  IX 
activity  was  approximately  1 percent  for  each  in- 
vitro  unit  of  factor  IX  infused  per  kilogram  of 
body  weight.  In  the  other  two  cases  a smaller  rise, 
approximately  0.7  percent  of  factor  IX  activity  for 
each  in-vitro  unit  of  factor  IX  infused  per  kilo- 
gram, was  observed  (Chart  5). 
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The  plasma  factor  IX  activity  of  the  patient  in 
Case  1 was  raised  to  122.5  percent  at  the  begin- 
ning of  the  disappearance  study.  The  distribution 
of  factor  IX  activity  levels  obtained  was  compati- 
ble with  a two-component  disappearance,  with  the 
first  component  having  a half-disappearance  time 
of  6 hours,  and  the  second  component  26  hours 
(Chart  1).  The  equilibration  time  was  approxi- 
mately 22  hours,  and  the  apparent  volume  of  dis- 
tribution was  2.8  times  the  plasma  volume.  The 
observed  values  also  suggest  the  possibility  of  a 
three-component  pattern,  having  an  initial  com- 
ponent with  a rapid  half-disapperance  time — 0.6 
hours — a second  component  with  10.4  hours,  and 
a final  component  with  26  hours. 

The  plasma  factor  IX  activity  of  the  patient  in 
Case  2 was  raised  to  151  percent  at  the  beginning 
of  the  disappearance  study.  The  distribution  of 
values  suggested  a two-component  disappearance, 
with  the  first  component  having  a half-time  of  4.4 
hours  and  the  second  component  32.6  hours.  The 
equilibration  time  was  approximately  24  hours  and 
the  apparent  volume  of  distribution  was  five  times 
the  plasma  volume. 

The  plasma  factor  II  activity  of  that  patient  be- 
fore the  first  infusion  of  concentrate  was  108  per- 
cent. On  the  seventh  postoperative  day,  before  the 
large  infusion  of  concentrate,  the  factor  II  activity 
of  his  plasma  was  320  percent.  Immediately  after 
the  large  infusion  it  rose  to  840  percent;  at  13 
hours  it  was  410  percent,  at  25  hours  270  percent, 
and  at  121  hours  175  percent. 

Adequate  hemostasis  during  the  operations  was 
obtained  with  initial  factor  IX  activity  levels  of 
32.5  percent  in  Case  2,  of  85.5  and  121  percent  in 
Case  1 and  57  percent  in  Case  3.  No  postoperative 
bleeding  occurred.  The  patient  in  Case  2 received 
daily  concentrate  for  a week  and  had  minimum 
factor  IX  activity  levels  of  16  to  21  percent.  In 
Case  1 concentrate  was  given  daily  for  two  weeks 
on  both  occasions,  and  the  patient  had  minimum 
factor  IX  activities  of  12  to  33  percent  after  the 
first  operation  and  20  to  35  percent  after  the  sec- 
ond. The  patient  in  Case  3 had  minimum  factor 
IX  activities  of  35.5  to  38.5  percent  during  the 
week  of  daily  concentrate  therapy. 

The  vital  signs  remained  stable  during  the  infu- 
sions of  concentrate  in  all  patients.  No  symptoms 
of  allergic  sensitivity  appeared.  There  were  no 
clinical  signs  of  hepatitis  during  the  ensuing 
months.  Factor  IX  inhibitors  could  not  be  de- 


tected before  the  initial  infusions  or  after  the  final 
ones. 

Discussion 

The  recovery  of  factor  IX  activity  in  the  plasma 
of  patients  in  the  present  report  was  less  than 
would  be  predicted  from  calculations  based  on  the 
patients’  estimated  plasma  volumes  and  the  factor 
IX  activity  of  the  concentrate,  measured  in  vitro. 
Hoag  et  al,'  using  the  same  concentrate,  recovered 
almost  half  as  much  factor  IX  activity  in  vivo  as 
was  predicted;  the  recovery  in  Case  1 in  the  pres- 
ent report  was  almost  half  that  expected.  Less 
than  half  the  expected  activity  was  recovered  in 
vivo  in  the  other  two  patients — results  that  are 
comparable  to  the  best  recoveries  reported  by 
Gilchrist  et  al,'*  who  used  a different  factor  IX 
concentrate.  The  discrepancy  between  the  factor 
IX  units  measured  in  vitro  (and  stated  on  the  label 
of  the  concentrate)  and  the  in-vivo  factor  IX  activ- 
ity recovered  in  the  patient  is  confusing  to  medical 
personnel  accustomed  to  the  close  correlation  be- 
tween in-vitro  factor  VIII  units  administered  in  the 
form  of  factor  VIII  concentrate,  and  the  factor 
VIII  recovered  in  the  patients  who  receive  it.  If 
a physician  did  not  read  the  suggestions  on  dosage 
given  on  the  package  insert  of  the  factor  IX  con- 
centrate, and  instead  calculated  dosage  by  the 
same  formula  he  used  for  factor  VIII  concentrate 
in  hemophilia  A,  he  would  administer  half  as  much 
factor  IX  concentrate  as  would  really  be  needed  to 
achieve  a desired  factor  IX  activity  in  his  patient’s 
plasma. 

Hoag  et  al  described  mean  half-disappearance 
times  of  4.6  ±1.6  hours  for  the  first  component 
and  31.5  ± 9.1  hours  for  the  second.  The  half- 
disappearance times  found  in  the  three  patients 
herein  described  were  within  one  standard  devia- 
tion of  their  values.  The  equilibration  times  were 
also  similar.  The  apparent  volume  of  distribution 
in  Case  1,  2.8  times  the  plasma  volume,  is  similar 
to  their  mean  value  to  2.7  ± 0.4  times  the  plasma 
volumes.  The  patient  in  Case  2 had  a much  higher 
value  of  five  times  the  plasma  volume.  The  reason 
for  the  difference  is  not  clear.  In  Case  2 the  patient 
was  given  a much  higher  plasma  factor  IX  activity 
at  the  start  of  the  disappearance  study  than  most  of 
the  patients  reported  by  Hoag  et  al,  and  he  was 
recovering  from  an  operation,  whereas  the  patient 
in  Case  1 was  not.  Hoag  et  al  found  no  difference 
in  the  disappearance  patterns  between  actively 
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bleeding  and  nonbleeding  subjects,  although  a 
febrile  patient  had  a more  rapid  disappearance 
than  the  nonfebrile. 

The  minimum  factor  IX  activity  levels  at  which 
surgical  hemostasis  and  postoperative  healing  can 
confidently  be  expected  have  not  been  established. 
Loeliger  et  aT  maintained  factor  IX  levels  at  a 
minimum  of  about  30  percent  for  a week  in  two 
patients  who  had  operations  for  talipes  equinus. 
Hoag  et  al  maintained  minimum  levels  of  15  per- 
cent in  the  postoperative  period  in  two  patients.  I 
presumed  that  a level  of  factor  IX  activity  well 
above  30  percent  on  the  day  of  operation,  while 
the  initial  clots  were  being  formed,  would  be  ad- 
visable. I had  known  a carrier  of  hemophilia  B 
with  33  percent  factor  IX  activity  who  bled  for 
several  days  following  tonsillectomy,  so  I felt  obli- 
gated to  maintain  factor  IX  levels  well  above  30 
percent  in  the  patient  in  Case  3 while  she  recov- 
ered from  tonsillectomy.  For  uneventful  recovery 
from  the  other  procedures,  minimum  levels — as 
low  as  12  and  16  percent  factor  IX  activity — ap- 


peared to  be  adequate.  A once-daily  schedule  of 
concentrate  administration  proved  to  be  conve- 
nient and  practical,  although  a twice-daily  schedule 
of  administration  with  the  same  total  daily  dose 
would  be  expected  to  provide  a slightly  higher 
minimum  factor  IX  activity.  Further  experience 
with  surgical  operations  on  patients  deficient  in 
factor  IX  is  needed  before  secure  recommenda- 
tions about  minimal  hemostatic  factor  IX  levels 
can  be  made. 


REFERENCES 

1.  Hoag  MS,  Johnson  F,  Robinson  J,  et  al;  Treatment  of  hemo- 
philia B with  a new  clotting-faaor  concentrate.  New  Eng  J Med  280: 
581-586,  1969 

2.  Schiffman  S,  Rapaport  SI,  Patch  MJ:  The  identification  and  syn- 
thesis of  activated  plasma  thromoplastin  component  (PTC).  Blood 
22:733-749,  1963 

3.  Hjort  P,  Rapaport  SI,  Owren  PA;  A simple,  specific  one-stage 
prothrombin  assay  using  Russell's  viper  venom  in  cephalin  suspension. 
J Lab  Clin  Med  46:89-97,  1955 

4.  Gilchrist  G,  Ekert  H,  Shanbrom  E,  et  al:  Evaluation  of  a new 
concentrate  for  the  treatment  of  factor  IX  deficiency.  New  Eng  J Med 
280:291-295,  1969 

5.  Loeliger  EA,  Hensen  A,  Mattern  MJ,  et  al:  Treatment  of  hemo- 
philia B with  purified  factor  IX  (PPSB).  Folia  Med  Neerl  10:112- 
125,  1967 


ANESTHESIA  IN  BURNED  CHILDREN 
“In  our  series  of  282  children  with  burns,  we  had  one  whose  heart  slowed  at 
anesthesia;  no  cardiac  arrests;  and  no  deaths  in  the  operating  room  or  recovery 
room.  I think  this  can  be  attributed  first  to  good  anesthesiologists;  but  I think  there 
are  several  other  points  of  importance.  One  is  the  maintenance  of  temperature 
with  a warm-water  mattress;  another  is  transfusions  preoperatively  to  provide  a 
good  patient.  We  have  also  found  that  ‘propping’  the  patient  in  the  tank  has  been 
a great  help.  We  send  the  patient  to  the  Hubbard  tank,  have  him  bathed,  cleaned, 
and  then  wrapped  in  aluminum  foU  and  brought  to  the  operating  room  where  very 
little  time  is  necessary  for  ‘propping.’  . . . We’ve  also  tended  to  work  one  side  of 
the  body,  to  work  out  a plan  that  allows  us  to  use  donor  and  recipient  areas  on  the 
same  side,  if  possible.  We  also  limit  ourselves  to  about  30  to  60  minutes.  We  give 
our  anesthesiologists  the  dictatorial  control  of  a TV  producer  to  tell  us  to  stop.” 

—Edwin  Ide  Smith,  M.D.,  Oklahoma  City 
Extracted  from  Audio-Digest  Surgery,  Vol.  16, 
No.  4,  in  the  Audio-Digest  Foundation’s  sub- 
scription series  of  tape-recorded  programs. 
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Occupational  Skin  Diseases  in  the 
San  Francisco  Bay  Area 

Gerald  A.  Gellin,  m.d.,  C.  Richard  Wolf,  m.d.,  and  Thomas  H.  Milby,  m.d.,  Berkeley 


■ From  answers  by  one-third  of  the  practicing  dermatologists  in  the  San 
Francisco  Bay  Area  to  a questionnaire  on  occupatiomd  skin  diseases, 
contact  dermatitis  due  to  irritants  and  sensitizers  was  found  to  rank  first. 
Poison  oak,  which  is  the  leading  reported  cause  on  “Doctor’s  First 
Report  of  Work  Injury”  received  by  the  California  Department  of 
Industrial  Relations,  was  sixth  on  the  list  of  the  survey,  trailing  solvents, 
cleansing  agents,  petroleum  products  and  epoxy  resins.  A history  of 
atopic  dermatitis  teas  often  noted  in  current  cases  of  occupational 
diseases  of  the  skin. 

Avoidance  of  exposure  or  limiting  the  contact  with  pathogenic  sub- 
stances— through  engineering  changes,  observation  of  working  condi- 
tions by  physicians,  education  of  workers — appeared  to  be  the  best 
preventive  measures. 


Inasmuch  as  skin  disease  is  the  leading  reported 
occupational  illness  in  California,*  inquiry  was 
made  into  the  clinical  experience  with  this  problem 
by  practicing  dermatologists  in  the  San  Francisco 
Bay  Area.  The  information  sought  pertained 
mainly  to  diagnostic  features  and  preventive  mea- 
sures. 

Fifty  of  the  approximately  100  board-certified 
dermatologists  with  offices  in  the  San  Francisco 
Bay  Area  were  sent  questionnaires  in  October, 
1969.  Thirty-two  forms  were  returned  (64  per- 
cent). The  counties  included  in  this  survey  were 
Alameda,  Contra  Costa,  Napa,  San  Francisco, 
San  Mateo,  Santa  Clara  and  Solano. 


Submitted  January  20.  1970. 

Reprint  requests  to:  Bureau  of  Occupational  Health  and  Environ- 
mental Epidemiology,  State  Department  of  Public  Health,  2151  Berke- 
ley Way,  Berkeley,  Ca.  94704  (Dr.  G.  A.  Gellin). 


All  “Doctor’s  First  Reports  of  Work  Injury”  for 
1968,  filed  with  the  California  Department  of  In- 
dustrial Relations  from  all  counties,  were  screened 
and  tabulated  for  skin  diseases. 

The  Questionnaire 

The  questionnaire  was  as  follows: 

1 . In  the  course  of  the  average  week,  how  many 
cases  do  you  examine  that  fit  the  description  of  an 
occupational  skin  disorder? 

(The  definition  offered  included  any  skin  ab- 
normality — inflammation,  pigmentary  alteration, 
benign  or  malignant  tumor  — produced  or  ag- 
gravated during  the  course  of  performing  the 
duties  of  the  job.) 

2.  What  proportion  of  these  patients  have  lost 
time  from  work? 
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3.  What  are  the  causes  defined  by  you  among 
these  patients? 

Please  list  in  order  of  frequency,  if  possible. 

4.  Were  patch  tests  employed? 

5.  What  other  diagnostic  aids,  if  any,  were 
helpful? 

6.  Which  of  the  following,  if  any,  did  you  con- 
sider to  be  predisposing  factors:  sex,  age,  skin 
color,  skin  texture,  prior  or  coexistent  skin  disease? 

7.  What  preventive  measures,  if  any,  did  you 
recommend? 

8.  Has  the  assistance  of  county  or  state  occupa- 
tional health  agencies  been  used  to  clarify  causes 
and  conditions  responsible? 

9.  Do  you  have  any  recommendations  that 
might  be  implemented  to  assist  in  the  prevention 
and  elimination  of  occupational  dermatoses? 

Results 

Answers  to  the  questionnaire  were  as  follows: 

1.  Average  number  of  cases  seen  per  week: 
Two-thirds  (21)  of  the  physicians  see  an  average 
of  one  to  three  cases  a week.  One-fourth  (eight) 
of  the  dermatologists  average  from  four  to  fifteen 
such  patients  a week  (Table  1 ) . 

2.  Workers  with  occupational  skin  disease  lead- 
ing to  lost  time:  All  surveyed  physicians  see  pa- 
tients who  have  lost  time  due  to  their  skin  disease. 
The  proportion  of  such  cases  in  the  individual 
practices  ranges  from  5 percent  to  100  percent. 
Among  those  who  report  seeing  the  largest  number 
of  industrial  cases  (ten  to  fifteen  a week)  the  pro- 
portion varies  from  10  percent  to  50  percent.  The 
two  physicians  who  report  seeing  only  lost-time 
cases  average  from  one  to  three  such  patients  a 
week. 

3.  Causes  of  occupational  skin  disease:  Contact 
dermatitis  is  the  major  diagnosis  made  by  all  re- 
spondents. Equal  blame  is  placed  on  irritants  and 


TABLE  1.  — Weekly  Average  Number  of  Patients  With 
Occupational  Skin  Disease  Seen  by  32  Dermatologists  in 
the  San  Francisco  Bay  Area 

No.  Cases  No.  Physicians* 

0 2t 

Less  than  1 7 

1 to  3 14 

4 to  6 4 

7 to  9 1 

10  to  15  3 

31 

*One  physician  did  not  answer  this  question. 

tOne  of  these  physicians  no  longer  does  industrial  work. 


TABLE  2. — Eight  Leading  Causes  of  Occupational 
Contact  Dermatitis,  in  Descending  Order,  Reported  by 
31  Dermatologists  in  the  San  Francisco  Bay  Area 

Solvents 

Alkalis  (for  example,  detergents  and  cleansers) 
Lubricants,  oils,  and  greases 
Epoxy  resins 

Cosmetics  (that  is,  as  used  by  beauticians) 

Plants  (for  example,  poison  oak) 

Acids 

Cutting  fluids 


sensitizers.  In  addition,  two  physicians  blame  trau- 
ma as  a cause,  and  seven  cite  infection  (parony- 
chia, in  three  instances).  Eight  specific  substances 
or  groups  of  substances  are  singled  out  sufficiently 
often  to  rank  in  descending  order  of  frequency 
(Table  2).  Other  causal  factors  are:  water  ex- 
posure (wet  work),  cement,  chromates,  rubber 
additives,  plastic  components,  disinfectants,  food 
juices,  metals  and  chemicals  (not  otherwise  identi- 
fied). One  physician  includes  prolonged  sun 
exposure  as  a cause  of  occupational  related  actinic 
damage  to  the  skin. 

4.  The  use  of  diagnostic  patch  testing:  Of  the 
31  respondents,  27  employ  patch  tests  (open  and 
closed)  to  aid  in  the  diagnosis  of  allergic  contact 
dermatitis.  One  of  the  four  physicians  who  does 
not  patch-test,  had  done  so  in  the  past  but  found 
it  “rarely  of  value.” 

5.  Diagnostic  aids  to  establish  the  diagnosis  of 
occupational  skin  disease:  A careful  work  history 
is  mandatory.  The  course  of  the  rash  following 
removal  of  the  suspect  cause,  or  the  worker  from 
the  job  may  provide  helpful  clues.  Adjuncts  used 
by  a third  of  the  dermatologists  are  fungal  studies 
of  skin  scrapings,  and,  at  times,  skin  biopsy.  For 
primary  or  secondary  bacterial  infection,  culture 
and  sensitivity  studies  are  advised.  Only  one  phy- 
sician cited  the  clinical  appearance  of  the  derma- 
titis as  being  of  special  diagnostic  value. 

6.  Predisposing  factors:  Over  two-thirds  of  the 
physicians  said  that  the  major  predisposing  factor 
is  the  presence  or  history  of  eczema,  particularly 
atopic  dermatitis.  Other  dermatoses  cited  are  num- 
mular eczema,  dermatophytosis,  palmar  psoriasis, 
and  non-occupational  contact  dermatitis.  A dry, 
fair-complexioned  skin  is  listed  in  five  responses 
as  a possible  predisposing  factor.  Although  one 
physician  suggests  that  Negro  skin  offers  some 
protection  from  irritants,  he  adds  that  it  is  prob- 
ably not  significant.  The  tendency  of  the  younger 
worker  to  protect  his  skin  less  than  his  more  ex- 
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RANK  ORDER 


Cause 


San  Francisco  Bay 

Area  (7  counties)  * Statewide 


TABLE  3. — Ten  Leading 
Causes  of  Reported  Cases 
of  Occupational  Skin 
Diseases  in  California — 
1968 


Poison  Oak  

Miscellaneous  chemicals,  mainly  unspecified 
Water,  soaps,  detergents  and  other  cleaning  compounds 

Solvents 

Plastics 

Alkalis 

Agricultural  chemicals 

Cement,  mortar,  plaster,  not  as  dust 

Petroleum  products,  not  used  as  solvents 

Inedible  plant  and  animal  products,  except  poison  oak 

Glass  dust  

Fruits,  nuts,  vegetables  

All  reported  cases,  1968 

Ten  Leading  Causes,  proportion  of  all  cases 


1 (765) 

1 

(3,109) 

2 (257) 

2 

(1,457) 

3 (217) 

3 

(940) 

4 (171) 

4 

(876) 

5 (90) 

6 (61) 

5 

(673) 

7 (57) 

8 (54) 

9 

(367) 

9 (51) 

6 

(639) 

10  (49) 

10 

7 

8 

(310) 

(439) 

(380) 

2.487 

71% 

13.697 

67% 

•San  Francisco  Bay  Area  Counties  included:  Alameda,  Contra  Costa,  Napa,  San  Francisco,  San  Mateo,  Santa 
Clara  and  Solano. 

Note:  Figures  in  parentheses  refer  to  reported  cases  in  1968- 

Source:  State  of  California,  Division  of  Labor  Statistics  and  Research,  Doctor’s  First  Report  of  Work  Injury. 
Statistics  compiled  by  State  of  California,  Department  of  Public  Health. 


perienced  coworker  is  one  explantion  for  his  great- 
er likelihood  to  develop  dermatitis. 

7.  Preventive  measures:  More  than  half  the 
physicians  agree  that  the  major  preventive  measure 
is  avoidance  of  contaet.  This  includes  protective 
clothing  such  as  gloves,  better  work  technique,  and 
appropriate  protective  creams.  Engineering  con- 
trols such  as  ventilation  to  exhaust  volatile  sub- 
stances, equipment  design  changes,  and  substitu- 
tion of  less  hazardous  chemicals  may  be  necesary. 

Other  reeommendations  include  good  personal 
hygiene,  hand  care,  and  the  availability  of  suitable 
detergents  for  washups.  Education  of  employees 
to  the  possible  hazards  of  the  job  and  ways  they 
are  to  be  avoided  are  stressed.  One  physician 
advises  his  patients  to  carry  a clean,  damp  cloth 
in  a plastic  bag  for  use  in  cleaning  contaminants 
from  the  skin. 

8.  Assistance  of  county  and  state  occupational 
health  agencies:  Only  seven  of  the  dermatologists 
have  ever  used  governmental  agencies  engaged  in 
occupational  health  matters  to  assist  in  the  investi- 
gation and  management  of  their  patients’  work- 
related  dermatoses. 

9.  Further  recommendations  to  aid  in  the  pre- 
vention of  occupational  dermatoses:  A valid  ap- 
proach is  to  establish  better  liaison  among  the 
employers,  insurance  earriers,  governmental  health 
agencies  (for  example,  industrial  hygienists,  safety 
officers),  and  medieal  and  nursing  personnel  in- 
volved in  the  care  of  the  workers.  On-site  visits 
are  encouraged  for  the  practicing  dermatologist, 
ideally  with  an  industrial  health  inspector.  This 
would  familiarize  dermatologists  with  the  nature 


of  the  specific  occupational  exposure.  Appropriate 
measures  to  control  any  hazards  observed  could 
then  be  logically  suggested.  Safer  materials  should 
be  used  as  substitutes  for  more  potent  irritants  and 
sensitizers,  whenever  possible. 

Since  most  plants  are  small,  several  might  be 
able  to  mutually  finance  a full  or  part  time  indus- 
trial hygienist,  or  the  functional  equivalent.  This 
could  apply  to  a geographic  area,  or  to  a particular 
type  of  industry.  It  was  noted  that  some  employers 
and  employees  are  ignorant  of  the  dangers  inherent 
in  the  job.  This  often  leads  to  inadequate  pre- 
ventive measures. 

Comment 

It  is  logical  to  assume  that  board-certified,  prac- 
ticing dermatologists  are  in  a unique  position  to 
comment  authoritatively  on  occupational  derma- 
toses. Unfortunately,  it  could  not  be  determined 
from  the  “Doctor’s  First  Report  of  Work  Injury” 
what  proportion  of  all  reported  occupational  skin 
diseases  is  seen  by  dermatologists,  who  presumably 
could  supply  the  best  data  for  this  study.  Most 
workers  are  seen  first  by  general  practitioners.^  In 
1968,  for  example,  13,697  cases  of  oecupational 
skin  disease  were  reported  to  the  California  De- 
partment of  Industrial  Relations,  Division  of  Labor 
Statistics  and  Research  (Table  3).  This  figure  rep- 
resents 61  percent  of  the  19,512  cases  of  all  re- 
ported types  of  occupational  disease,  excluding  eye 
injuries  and  chemical  burns. 

About  one-third  of  the  dermatologists  in  seven 
San  Francisco  Bay  Area  counties  responded  to  our 
survey.  The  respondents  see  approximately  80 
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new  patients  per  week  for  a recognized  occupa- 
tional skin  disorder.  By  extrapolation,  about  250 
people  visit  all  Bay  Area  dermatologists  each  week 
for  a work-related  dermatosis.  For  a year  the 
number  of  such  patients  would  exceed  10,000. 
This  is  obviously  a rough  estimate.  The  total 
number  of  cases  reported  by  all  physicians  in  the 
seven  Bay  Area  counties  selected  for  this  study  was 
just  under  2,500  (Table  3).  Duplication  of  care 
and  revisits  must  be  considered.  It  is  reasonable 
to  conclude,  nonetheless,  that  despite  a fairly  ade- 
quate reporting  system  in  California,  the  actual 
number  of  job-related  skin  conditions  exceeds 
those  reported. 

Contact  dermatitis  is  the  diagnosis  made  in  most 
cases.  No  physician  listed  cases  of  pigmentary 
abnormalities,  which  are  generally  considered  un- 
common, and  only  one  cited  a specific  tumor — 
actinic  keratosis,  a precancerous  lesion.  Chronic 
exposure  to  sun  both  at  work  and  at  play  may  lead 
to  many  alterations  in  the  skin  especially  in  sus- 
ceptible persons.  The  terms  sailor’s  skin  and 
farmer’s  skin  connote  the  tanning,  wrinkling,  atro- 
phy, telangiectasia,  precancerous  conditions  and 
cancers  that  develop.^  Dark  complexions,  especial- 
ly among  Negroes,  and  Oriental  skin  are  highly 
resistant  to  chronic  sun  damage  and  such  degenera- 
tive sequelae. In  all  areas  of  the  country,  contact 
dermatitis  is  the  major  occupational  skin  dis- 
ease.Yet,  up  to  20  percent  of  cases  do  involve 
such  other  mechanisms  as  microbial  infection, 
physical  injury,  pigmentary  changes  and  tumor 
formation. 

Certain  diagnostic  procedures,  in  addition  to  a 
detailed  work  history  and  physical  examination, 
are  used  to  assist  dermatologists  in  establishing  the 
exact  cause  of  a dermatitis.  About  90  percent  of 
our  responding  physicians  perform  open  and 
closed  patch  testing.  The  judicious  selection  and 
proper  interpretation  of  such  tests  are  often  of 
inestimable  value. Skin  scrapings  for  micro- 
biologic organisms  such  as  fungi,  bacteria,  and 
parasites  are  commonly  done.  Skin  biopsy  is  per- 
formed less  often. 

The  leading  causes  of  occupational  contact 
dermatitis  listed  in  this  survey  were  solvents,  de- 
tergents and  cleansers,  and  petroleum  products 
such  as  lubricants,  oils  and  greases.  Rhus  derma- 


titis (poison  oak)  is  in  sixth  place,  although  it  is 
first  among  reported  occupational  dermatoses  in 
California.'  Undoubtedly,  most  cases  of  poison 
oak  are  seen  and  reported  by  non-dermatologists. 
Since  many  cases  of  poison  oak  are  never  severe 
or  long  enduring  or  difficult  to  diagnose,  specialist 
referral  is  probably  low  for  this  condition.  Table  3 
indicates  that  there  is  concordance  in  ranking  of 
the  leading  five  causes  of  occupational  dermatoses 
in  the  Bay  Area  and  in  the  state  as  a whole.  This 
suggests  that  comparable  work  hazards  confronted 
in  the  Bay  Area  may  reflect  those  found  state -wide, 
and  that  conclusions  drawn  on  causes  and  pre- 
vention by  our  survey  are  likely  applicable  else- 
where in  California. 

A previous  history  of  eczema  or  coexistent  skin 
disease,  particularly  atopic  dermatitis,  is  stressed 
as  a predisposing  factor  in  the  development  of  oc- 
cupational contact  dermatitis.  This  observation  is 
valid  and  merits  general  attention.  The  pre- 
employment physical  examination  provides  an  op- 
portunity to  screen  such  individuals.  It  could  thus 
assure  both  worker  and  employer  that  jobs  would 
not  be  assigned  which  involve  exposure  to  agents 
likely  to  produce  contact  dermatitis. 

One  matter  of  concern  is  the  fear  among  some 
workers  that  reporting  his  suspected  occupational 
dermatosis  might  jeopardize  his  job. 

Measures  taken  to  prevent  occupational  skin 
disease  include  suitable  environmental  controls 
and  the  highest  standards  of  personal  hygiene  by 
well-informed  workers.  The  major  advice  is  still 
avoidance  of  contact  between  potentially  injurious 
material  and  the  skin. 
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Lessons  Learned  Along 
The  Research  Road 

Marion  B.  Sulzberger,  m.d.,  San  Francisco 


It  is  a fflGH  HONOR  to  be  selected  to  give  this 
lecture  in  memory  of  Nelson  Paul  Anderson  and 
I am  deeply  appreciative.  I knew  Dr.  Anderson 
quite  well  in  his  formative  period,  for  he  was  a 
member  of  our  staff  at  the  old  New  York  Skin  and 
Cancer  Unit.  Another  close  contact  I had  with  Dr. 
Anderson  was  in  1951,  when  he  and  I presided  at 
the  meeting  of  the  Society  for  Investigative  Derma- 
tology. 

Anderson  was  a dedicated,  serious  physician 
and  a great  contributor  to  our  specialty.  As  you 
know,  he  initiated  and  sparked  the  histology  con- 
ferences, which  have  continued  to  be  so  superbly 
successful  under  Dr.  Walter  Nichol  and  Dr.  Louis 
Winer,  and  he  gave  tremendous  impetus  to  the 
teaching  and  training  programs  of  dermatology  in 
California.  He  died  at  the  apex  of  his  career,  and 
in  the  midst  of  his  greatest  works.  He  died,  one 
might  say,  “with  his  boots  on,”  in  1957,  while 
president  of  the  American  Academy  of  Dermatol- 
ogy; and — as  both  Erwin  Epstein  and  Sam  Ayres, 
Jr.  told  me — was  struck  down  while  at  work  in  his 
office.  His  death  was  an  irreparable  loss  to  medi- 
cine everywhere  and  most  particularly  to  derma- 
tology on  the  Pacific  Coast.  It  is  therefore  fitting 
that  this  lectureship  should  have  been  established 
in  his  honor  by  the  Pacific  Dermatological  Society. 

Some  of  you  may  well  wonder  why  I have 
chosen  “Lessons  Learned  Along  the  Research 
Road”  as  my  topic  when  addressing  an  audience 
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in  which  many  are  not  primarily  interested  in  re- 
search, but  rather  in  clinical  practice.  While  some 
of  my  previous  discussions  were  focussed  mainly 
on  research  and  education, now  I shall  try  to 
show  that  lessons  learned  in  research  are,  to  a 
great  measure,  applicable  to  other  activities,  in- 
cluding especially  the  practice  of  medicine. 

A cardinal  rule  which  I have  always  tried  to 
observe  is  that  every  communication  should  indi- 
cate, clearly  and  emphatically,  what  is  original  and 
what  is  derived  from  others.  Consequently,  I 
shall  start  by  emphasizing  that,  as  you  shall  see, 
much  of  what  I have  learned  in  the  past  42  years 
has  been  derived  from  the  great  investigators  it 
has  been  my  good  fortune  to  observe  at  their  work. 
Moreover,  I call  your  attention  to  the  fact  that, 
unless  I state  otherwise,  the  quotations  in  my  pres- 
ent report  all  come  from  a wonderful  little  book  by 
W.I.B.  Beveridge,  entitled  “The  Art  of  Scientific 
Investigation.”'* 

Lesson  I — On  the  Need  to  Know  the  Natural 
Course  of  the  Disease  or  Phenomenon 
Under  Investigation 

Innumerable  errors  are  made  by  not  taking  into 
full  account  the  spontaneous  tendency  to  recovery 
which  many  diseases  manifest  under  particular 
circumstances  or  at  particular  times.  For  example, 
atopic  dermatitis  possesses  a strong  tendency  to 
natural  remission  at  the  end  of  infancy,  in  child- 
hood and  in  early  adulthood.  Moreover,  changes 
of  environment,  including  entering  a hospital,  will 
often  bring  about  rapid  amelioration  in  many  cases 
of  infantile  atopic  dermatitis  and  in  some  cases  of 
atopic  dermatitis  of  other  ages.  On  studying  the 
literature  it  becomes  obvious  that  some  cures  have 
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been  attributed  to  the  therapeutic  measures  em- 
ployed when  the  results  were  really  due  to  these 
spontaneous  cures  or  remissions.  Perhaps  the  re- 
ported benefits  from  such  measures  as  unsaturated 
fatty  acid  administration  are  based  mainly  on  their 
trial  in  hospitals  or  at  times  when  spontaneous  re- 
missions occur. 

Similarly,  as  you  well  know,  psoriasis  tends  to 
improve  in  the  hospital  and  has  spontaneous  re- 
missions. Perhaps  such  reports  as  those  on  the 
efficacy  of  “white  turkey  meat  treatment”  are 
based  upon  this  fact. 

Many  treatments  for  acne  have  had  their  effica- 
cy either  vaunted  or  denied  because  of  unrelated 
fluctuations  in  the  disease,  such  as  its  worsening 
under  heavy  wool  clothing,  friction,  heat  and  hu- 
midity; and  its  improvement  with  summer  clothing, 
outdoor  life,  sunning — and  of  course  in  the  late 
teens,  or  early  twenties.  What  I have  just  said 
applies  to  judging  the  effects  of  treatment  in  an 
individual  patient  as  well  as  to  judging  the  effects 
of  a variable  introduced  in  a research  series. 

Lesson  II — On  the  Choice  of  Research  Problems 
And  of  the  First  Steps  in  Patient  Management 

There  can  be  no  mathematical,  scientific  for- 
mula for  success  in  research.  For,  as  W.  H.  George 
states,  “Scientific  research  is  not  itself  a science. 
It  is  still  an  art  or  craft.”  This  applies  with  even 
greater  force  to  medical  practice. 

Good  investigators  and  physicians  alike  chafe  at 
rigid  rules  and  often  must  exercise  the  originality 
of  the  true  artist.  Nevertheless  there  are  certain 
guides  for  the  selection  of  approaches  most  likely 
to  succeed,  both  in  research  and  in  practice;  for 
no  one  can  possibly  carry  out  all  of  the  available 
procedures,  either  in  diagnosis  and  management  or 
in  research  approaches.  Even  the  richest  and  most 
idle  patient  cannot  afford  the  money  or  time  to 
submit  to  every  known  diagnostic  and  therapeutic 
procedure.  And  even  the  most  heavily  endowed 
investigator  or  institute  must  always  choose  what 
problems  or  facets  to  investigate  next.  In  both  in- 
stances it  comes  down  to  weighing  the  costs — not 
just  in  money,  but  in  time  and  talent — against  po- 
tential gains.  To  commit  large  sums  and  many 
trained  people  to  investigations  with  little  or  no 
prospects  of  success  is,  of  course,  not  often  worth 
while.  Conversely  it  is  not  likely  to  be  worth  while 
to  study  a problem  when  the  value  of  the  answer 
is  predictably  insignificant  even  though  the  chances 
of  success  are  great. 


This  reminds  me  of  a story  which  Dr.  Emanuel 
Libman  (of  Libman-Saks  fame)  told  on  himself. 
On  a summer  evening  he  saw  a resident  of  his 
standing  on  the  corner  of  Times  Square  and  Broad- 
way. This  young  doctor  was  stopping  and  inter- 
rogating every  male  passerby  and  making  notes. 
Dr.  Libman  asked  his  resident  why  he  was  doing 
this  and  received  the  following  reply:  “I  am  finding 
out  just  how  many  men  named  Goldberg  pass  this 
corner  between  7:00  and  8:00  this  evening.”  Lib- 
man asked,  “Why  are  you  doing  this?”  Reply: 
“Because,  Dr.  Libman,  yesterday  at  Rounds  you 
told  us  that  if  we  could  find  out  any  previously 
unknown  fact  and  establish  its  truth,  that  would  be 
a contribution  to  science.” 

In  this  investigation,  the  importance  of  the  re- 
sult was  very  small,  in  fact  approached  zero;  but 
its  chances  of  success  were  very  great  — ap- 
proached certainty.  After  this,  in  New  York  City 
many  research  workers  called  this  sort  of  study,  in 
which  an  investigator  expended  great  effort  to  find 
out  something  of  little  or  no  relevance  or  value, 
a “Goldberg  Arbeit.” 

Lesson  III — On  the  Role  of  Chance  and  the 
Value  of  Continuous  Observation  and 
Modification  of  Approach  When  Required 

Unfortunately,  ability  and  hard  work  will  not 
always  be  rewarded  by  success.  Chance  always 
plays  a lesser  or  a greater  role.  This  has  been 
recognized  in  many  fields  and  for  a long  time. 
The  following  passage,  from  Ecclesiastes  9:11, 
documents  this:  “I  returned  and  saw  under  the 
sun,  that  the  race  is  not  to  the  swift,  nor  the  battle 
to  the  strong,  neither  yet  bread  to  the  wise,  nor  yet 
riches  to  men  of  understanding,  nor  yet  favor  to 
men  of  skill;  but  time  and  chance  happeneth  to 
them  all.”  (Quoted  by  Kenneth  Manley,  Science 
Vol.  161,  p.  220,  July  19,  1968.) 

You  all  know  the  numerous,  famous  examples 
of  discoveries  due  to  chance  observations  made 
along  the  research  road.  Here  are  a few  of  the 
many  described  in  Beveridge’s  book. 

Jenner  discovered  vaccination  by  observing  that 
those  milkmaids  who  were  immune  to  smallpox 
had  the  scars  of  cowpox  on  their  hands. 

Fleming  discovered  penicillin  by  noting  the  area 
of  inhibition  of  bacterial  growth  around  the  mold. 

Pasteur  discovered  the  principle  of  immuniza- 
tion with  attenuated  strains  of  microorganisms  by 
his  chance  observation  that  the  cultures  of  fowl 
cholera,  which  he  had  left  standing  in  his  labora- 


14  J U LY  1 970  • 113  • I 


tory  during  his  vacation,  no  longer  produced 
cholera  when  he  returned  and  injected  them  into 
chickens.  He  did  not  stop  then,  but,  by  inspira- 
tion, inoculated  the  same  chicks  with  new,  fresh, 
virulent  strains  of  fowl  cholera;  and  then,  mirabile 
dictu,  he  found  that  the  previous  exposure  to  the 
attenuated,  non-virulent  microorganisms  had  pro- 
tected those  chickens  from  lethal  doses  of  the  fully 
active,  virulent  strain. 

In  1889,  V.  Mehring  and  Minkowski  discovered 
the  role  of  the  pancreas  in  diabetes,  because  their 
animal  caretaker  called  their  attention  to  the 
swarms  of  flies  that  went  to  the  urine  of  their  pan- 
creectomized  dogs  with  an  avidity  which  they  did 
not  display  for  the  urine  of  dogs  who  still  had  their 
pancreas. 

No.  only  penicillin,  but  many  of  our  other  most 
useful  drugs,  were  discovered  largely  by  chance: 
quinine,  sulfonamides  and  griseofulvin,  to  name 
only  three  among  dozens.  And  this  is  true  not  only 
of  drugs,  but  of  fundamental  phenomena:  anaphy- 
laxis, agglutination,  roentgenography,  again  to  list 
three  among  many. 

I have  had  some  personal  experience  with  the 
value  of  chance  observations.  In  1928,  Wilhelm 
Frei  (of  the  Frei  test  in  lymphogranuloma  vene- 
reum) and  F were  trying  to  produce  drug  erup- 
tions — neoarsphenamine  eruptions  — in  guinea 
pigs,  by  first  sensitizing  their  skin  by  means  of 
an  intracutaneous  injection  of  neoarsphenamine 
and  then,  a day  or  so  later,  giving  them  an 
intracardial  dose  of  the  same  drug.  Only  a few 
of  the  experimental  animals  got  mild,  evanescent 
rashes.  I was  therefore  in  doubt  as  to  whether 
I had  really  sensitized  their  skins  to  neoarsphena- 
mine. Consequently  I tested  them  all  with  a sec- 
ond intracutaneous  injection  to  see  whether  they 
would  give  a reaction  of  delayed  hypersensitivity. 
Lo  and  behold!  Of  the  guinea  pigs  that  had 
received  the  intracardial  injection,  not  one  reacted 
to  the  intracutaneous  test.  Moreover,  not  one  re- 
acted to  subsequent  skin  tests.  And,  more  aston- 
ishing still,  not  one  could  be  sensitized  by  subse- 
quent repeated  intracutaneous  injections  of  neo- 
arsphenamine, in  doses  which  regularly  produced 
skin  sensitivity  in  guinea  pigs  that  had  never  re- 
ceived the  intravenous  injection.  In  this  way,  I 
stumbled  upon  the  phenomenon  of  specific  “im- 
mune tolerance”  or  “specific  permanent  desensi- 
tization.” Phenomena  in  this  group  were  then 
brilliantly  and  independently  elucidated  by  the  nu- 


merous, very  fine  investigations  of  Merrill  Chase 
and  the  Nobel  Prize  winning  discoveries  of  Peter 
Medawar,  Brent,  Ruppert  Billingham  and  their  co- 
workers. So  Frei  and  I did  not  find  the  drug  erup- 
tions that  we  were  trying  to  develop  in  the  guinea 
pig,  but  I did,  by  pure  chance,  observe  a funda- 
mental biologic  phenomenon. 

Chance  observations  made  during  the  exami- 
nation of  patients,  and  particularly  on  repeat  visits, 
when  one  has  the  opportunity  to  question  them 
anew  and  to  note  the  way  they  have  responded  or 
not  responded  to  one’s  treatment,  are  often  the 
keys  to  successful  management.  Here  is  one  ex- 
ample : 

One  day  a very  well  known  actor  came  to  me 
because  he  was  itching  badly  all  over.  In  examin- 
ing and  questioning  him,  I could  find  no  systemic 
or  skin  changes,  no  new  drug  or  new  external  ex- 
posures, no  change  in  habits,  diet,  manner  of  living 
— not  anything  that  would  account  for  his  itch. 
The  only  thing  in  his  history  that  might  have  been 
at  all  pertinent  was  that,  several  years  before,  he 
had  treated  a boil  with  a mercury  plaster  and  this 
had  started  a bout  of  itching.  But  I was  unable  to 
unearth  any  new  or  recent  exposure  to  mercury. 

I treated  this  young  actor  to  the  best  of  my  abil- 
ity with  topical  antipruritic  measures,  with  ultra- 
violet radiation  and  with  such  “tranquilizers”  as 
we  had  available  in  those  days,  about  25  years  ago. 
He  did  not  improve,  and  at  each  visit  I naturally 
searched  for  further  clues.  One  day  as  he  was  lying 
under  the  ultraviolet  lamp,  I asked  him  precisely 
what  he  was  doing  on  the  stage.  He  then  told  me 
that  he  had  the  lead  role  in  a play  called  “Men  in 
White.”  I asked  him  what  he  did  in  the  play.  He 
said  he  did  almost  everything  that  a young  doctor 
who  was  learning  was  supposed  to  do — that  was 
his  role.  I asked  him  for  some  examples  and  he 
said,  “Well,  I scrub  up  for  an  operation,  right  on 
the  stage.”  “What  do  you  use  when  you  scrub  up?” 
I asked,  and  he  replied:  “We  use  first  soap  and 
water  and  then  a blue  solution  which  our  director 
got  from  one  of  the  hospitals,  because  when  I raise 
my  hands  and  arms,  it  drips  down,  the  audience 
can  see  it  and  the  director  wanted  it  to  have  the 
authentic  blue  color.” 

Well,  this  gave  me  the  clue.  The  blue  solution 
that  he  had  gotten  was  one  containing  bichloride 
of  mercury  in  dilute  form.  The  blue  coloring  was 
methylene  blue,  which  had  been  added  by  the  hos- 
pital solely  to  keep  the  colorless  mercury  solution 
from  being  mistaken  for  water.  I instructed  the 
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actor  and  the  director  to  substitute  a dilute  solu- 
tion of  methylene  blue,  without  the  mercury,  for 
the  scrub-up  on  the  stage — and  cure  of  the  itch 
quickly  followed. 

You  all  could  add  many  experiences  like  this. 
They  show,  I believe,  why  computerized  diagnosis 
can  never  entirely  replace  the  physician’s  repeat- 
ed personal  observations  and  repeated  questions 
which  lead  to  chance  findings  and  useful  modifi- 
cations of  approach.  I feel  that  this  applies  to  a 
research  plan  as  well  as  to  a clinical  approach. 
Only  a trained  and  sensitized  mind  is  adequately 
prepared  to  observe  the  sometimes  delicate  hints 
which  nature  gives  as  to  how  approaches  should 
be  modified  in  order  to  advance  knowledge.  As 
Alan  Gregg  said:  “Most  of  the  knowledge  and 
much  of  the  genius  of  the  research  worker  lies  be- 
hind his  selection  of  what  is  worth  observing.  It  is 
a crucial  choice,  often  determining  the  success  or 
failure,  often  differentiating  the  brilliant  discoverer 
from  the  plodder.”  In  similar  fashion  the  ability  to 
choose  between  what  to  do  and  what  to  leave  be 
differentiates  the  brilliant  practitioner  from  the 
run-of-the-mill. 

But  valuable  chance  findings  are  by  no  means 
daily  occurrences.  Therefore,  broad  and  main- 
tained advances  are  made,  not  just  because  one 
brilliant  observer  knows  what  to  neglect  and  what 
to  follow,  but  rather  because  there  are  today  thou- 
sands of  investigators  working  toward  specific 
goals,  but  including  in  their  number  many  with 
sensitive,  trained  minds,  who  are  able  to  exploit 
what  they  might  find  by  chance  along  their  re- 
search road.  It  is  the  very  number  of  investigators 
which  insures  the  forward  movement  of  science, 
just  as  the  scattering  of  many  grains  of  pollen  in- 
sures the  survival  of  the  plant  or  flower  and  the 
lavish  delivery  of  millions  of  spermatozoa  insures 
the  fertilization  of  the  ovum  and  survival  of  the 
species. 

Just  as  it  requires  legions  of  investigators,  each 
working  toward  his  particular  objective,  in  order 
for  a few  to  chance  upon  new  ideas  and  new  ap- 
proaches, so  the  individual  investigator  increases 
his  chances  of  getting  a valuable  idea  by  increasing 
the  number  of  hours  he  dedicates  to  thinking  about 
his  work.  Inspiration  may  come  while  one  is  ac- 
tually examining  the  patient  or  experimenting  in 
the  laboratory,  or  while  one  is  reading,  discussing, 
disagreeing,  attending  conventions,  walking,  driv- 


ing, flying,  showering,  waking,  sleeping,  or  dream- 
ing. I would  like  to  give  you  examples  of  great 
ideas  which  have  come  in  dreams. 

Otto  Loewi  was  a small  man  with  a wrinkled, 
apple-like  face,  smiling  eyes  and  a hoarse  voice. 
He  still  spoke  English  with  a German  accent,  al- 
though he  had  been  living  for  many  years  in  the 
United  States  and  was  a member  of  the  faculty  of 
New  York  University.  He  and  Sir  Henry  Dale 
shared  the  Nobel  Prize  for  the  discovery  of  the 
chemical  mediation  of  nerve  impulses.  I heard 
Professor  Loewi  give  a talk  entitled  “How  I Won 
the  Nobel  Prize.”  This  is  about  how  he  told  the 
story: 

“For  many  years  I planned  and  thought  and 
worked,  trying  to  demonstrate  that  a chemical 
substance  really  was  released  from  the  nerve  ends. 
I was  never  successful.  Then  in  the  middle  of  one 
night  I dreamed  and  woke  up  and  realized  that, 
in  my  dream,  I had  had  the  idea  of  the  experi- 
ment that  would  prove  this.  I was  afraid  that,  if 
I went  to  sleep  again  and  slept  until  morning,  I 
would  forget  the  idea.  So  I got  up  and  looked  all 
around  and  finally  I found  a pencil.  But  I looked 
everywhere  and  couldn’t  find  any  paper.  Finally 
I went  to  a certain  place  and  found  a certain  kind 
of  paper.  And  now,  if  I wasn’t  in  a mixed  audi- 
ence, with  ladies  present.  I would  tell  you  what 
kind  of  paper  that  was,  but  here  I can’t  tell  you. 
But  I wrote  my  idea  on  this  piece  of  paper  and 
went  peacefully  back  to  sleep.  In  the  morning  I 
got  up  and  there  was  the  pencil  and  there  was  the 
paper;  but  what  I had  written  on  that  piece  of 
paper  was  entirely  illegible.  So  that’s  how  I lost  the 
Nobel  Prize. 

“But  I was  lucky.  I was  luckier  than  most  peo- 
ple and  luckier  than  I perhaps  deserved.  For  a few 
nights  later  I had  precisely  the  same  dream.  Did 
I have  a pad  and  pencil  next  to  me  ready  to  write 
down  what  I had  dreamed?  Did  I get  up  to  find  a 
pencil?  Did  I get  up  to  find  a better  piece  of  paper? 
No.  I went  to  my  laboratory,  I took  out  my  keys 
and  I unlocked  it  at  four  in  the  morning.  I did  the 
experiment  I had  dreamed  and  by  seven  in  the 
morning  I had  won  the  Nobel  Prize.” 

Kekule  discovered  the  benzene  ring  in  a dream 
about  snakes.  One  of  the  snakes  seized  its  own 
tail  in  its  mouth — and  that  is  how  the  incalculably 
valuable  concept  of  the  benzene  ring  and  cyclic 
chemical  structures  was  born. 

I am  sure  that  most  physicians  constantly  carry 
with  them  the  problems  of  some  of  their  difficult 
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patients,  and  that  they  are  consciously  or  subcon- 
sciously thinking  and  dreaming  about  these  prob- 
lems, no  matter  where  they  may  be  or  what  they 
may  be  doing.  In  this  way,  physicians,  like  re- 
search workers,  may  develop  their  most  useful 
ideas  and  approaches  at  the  most  unexpected  times 
and  in  the  oddest  places. 

Lesson  IV — On  the  Complexity  of  Biologic 
Phenomena  and  the  Significant  Role  of 
Unknown  Variables 

More  things  are  happening  to  your  experiment 
while  you  are  experimenting  and  to  your  patient 
while  you  are  studying  and  trying  to  treat  him 
than  you  can  possibly  be  aware  of.  And  any  one 
or  any  combinations  of  these  unknown  variables 
may  have  profound  influences  upon  your  results. 

Going  back  again  to  our  experiments  with  the 
sensitization  of  guinea  pigs’  skin  to  neoarsphena- 
mine:  this  worked  with  regularity  and  with  ease 
for  Frei  and  me  in  J.  Jadassohn’s  clinic  in  Breslau. 
We  were  also  able  to  sensitize  some  of  the  guinea 
pigs  in  Bruno  Bloch’s  clinic  in  Zurich.  These  re- 
sults were  published  in  1929.^  When,  shortly  after 
these  publications,  I arrived  in  the  United  States, 
I went  to  see  the  great  Karl  Landsteiner  at  the 
Rockefeller  Institute  and  he  greeted  me  with  the 
following  comment:  “What  sort  of  nonsense  is  this 
that  you  and  Frei  are  publishing?  You  know  per- 
fectly well  that  you  cannot  sensitize  an  animal’s 
skin  with  a simple  chemical  substance  like  neo- 
arsphenamine.  I have  tried  to  sensitize  guinea  pigs 
here,  using  the  method  you  and  Frei  described, 
and  not  one  animal  was  sensitized.”  So  I said  to 
Dr.  Landsteiner,  “Will  you  give  me  some  guinea 
pigs  and  let  me  try  here?”  And  he  did;  and  I tried, 
and  not  one  animal  got  sensitized. 

Then  began  a great  running  to  and  fro — not  by 
plane  in  those  days,  but  by  ship — to  and  fro  be- 
tween Europe  and  America,  Zurich,  Breslau  and 
New  York.  I brought  over  the  distilled  water,  the 
syringes,  the  Hoechst  and  Hoffman-La  Roche  neo- 
arsphenamine  which  we  had  used  in  Europe  and 
finally  I carried  guinea  pigs,  cages,  fodder,  back 
and  forth.  Eventually  it  turned  out  that,  with  the 
diet  that  the  guinea  pigs  at  the  Rockefeller  Insti- 
tute were  receiving  and  the  families  of  guinea  pigs 
that  were  being  used  there,  no  sensitization  to  neo- 
arsphenamine  could  be  produced.  It  required  a 
certain  kind  of  guinea  pig  and  it  required  a certain 
type  of  diet  to  get  the  maximum  sensitizations,  and 


these  conditions  were  met  by  chance  in  Breslau 
and  to  some  degree  in  Zurich. 

What  I am  trying  to  point  out  is  that  if  I had 
not  done  the  experiments  myself  in  Breslau  and 
had  not  tried  to  repeat  them  myself  in  New  York, 
I would  have  said  that  either  the  Breslau  experi- 
menter or  the  New  York  one  was  mistaken,  or  per- 
haps even  fabricating  results. 

Another  beautiful  example  of  the  effect  of  un- 
known variables  is  to  be  found  in  Bruno  Bloch’s 
experience  when  he  was  called  to  the  Chair  of  Der- 
matology in  Zurich  from  Basel,  where  he  had 
made  his  discovery  of  the  enzyme  now  known  as 
Dopa-oxidase — perhaps  the  first  specific  enzyme 
demonstrated  histochemically  within  a human  cell. 
Try  as  he  might,  Bloch  could  not  make  the  Dopa 
reaction  regularly  successful  in  his  new  labora- 
tories in  Zurich.  It  was  only  after  months  of  work, 
with  distilled  water,  metal-free  utensils  and  dif- 
ferent buffers,  that  Bloch  succeeded  in  getting 
Dopa  reactions  in  Zurich  as  well  as  in  Basel.  How- 
ever, if  Bloch  had  not  been  doing  this  work  him- 
self in  both  places,  he  never  would  have  gone  to 
such  pains  to  find  out  why  the  Basel  results  could 
not  be  duplicated  in  Zurich  and  he  might  simply 
have  concluded  that  either  the  investigator  in  Basel 
or  the  investigator  in  Zurich  was  mistaken  or  hal- 
lucinating. Moreover,  if  chance  had  not  favored 
Bloch,  if  he  had  not  tried  his  reaction  first  in 
Basel,  and  thus  struck  by  chance  a place  where 
even  the  ordinary  tap  water  happened  to  be  ex- 
actly suitable  for  carrying  out  the  Dopa  reaction, 
he  might  never  have  made  his  great  discovery. 
From  such  examples  I conclude  that  when  results 
are  divergent,  one  must  not  say  that  one’s  own  are 
right  and  that  the  other  investigator’s  are  wrong. 
All  that  one  should  say  is  that  “under  the  condi- 
tions of  my  experiment,  my  results  were  different 
from  those  of  so-and-so,  but  I do  not  know  the 
reasons  for  the  difference.” 

A.pplying  the  same  lesson  to  practice,  the  physi- 
cian must  recognize  that  the  patient  he  is  treating 
today,  with  a good  or  bad  result,  may  have  been 
treated  previously  by  other  doctors  with  different 
results  because  he  is  not  quite  the  same  patient  and 
is  not  being  treated  under  exactly  the  same  condi- 
tions as  when  he  was  treated  by  the  previous  doc- 
tors. Moreover,  the  findings  which  lead  to  a diag- 
nosis today  are  not  precisely  the  same  as  those 
presented  to  any  previous  examiner,  for  the  patient 
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and  his  disease  have  been  modified  by  time  and 
by  a hundred  and  one  intervening  variables  which 
one  may  never  be  able  to  discover. 

Modesty  as  well  as  scientific  accuracy  dictate 
the  conclusion  that  the  other  fellow  may  be  right 
too,  no  matter  how  divergent  his  findings  or  re- 
sults are  from  one’s  own. 

Similarly,  when  an  investigator  hears  about  a 
colleague’s  new  and  unexpected  finding  he  must 
not  pooh-pooh  it,  but  should  regard  the  source, 
examine  the  evidence  and  keep  an  open  mind.  It  is 
very  tempting  to  say  that  a discovery  is  incorrect 
when  it  upsets  one’s  previous  ideas.  As  Wilfred 
Trotter'’  said,  “The  mind  likes  strange  ideas  as 
little  as  the  body  likes  a strange  protein  and  resists 
it  with  similar  energy.  It  would  not  perhaps  be  too 
fanciful  to  say  that  a new  idea  is  the  most  quickly 
acting  antigen  known  to  science.  If  we  watch  our- 
selves honestly,  we  shall  often  find  we  have  begun 
to  argue  against  a new  idea  even  before  it  has  been 
completely  stated.” 

Lesson  V — On  Biostatistics 

There  is  nothing  better  than  an  accurate  statis- 
tical evaluation  of  a series  of  results.  That  is,  there 
is  nothing  better  if  one  knows  exactly  what  such  an 
evaluation  indicates.  One  must  not  permit  sta- 
tistics to  deny  the  existence  of  happenstance. 
Strange  things  have  happened;  strange  things  are 
happening;  strange  things  will  happen,  through 
coincidence.  The  one-in-a-thousand  chance  does 
occur.  In  fact,  with  the  hundreds  of  thousands  of 
experiments  being  carried  out,  the  one-in-a-thou- 
sand  turns  up  hundreds  of  times,  according  to  sta- 
tistical probability.  I would  like  to  tell  you  about 
some  remarkable  coincidences  that  have  happened 
to  me. 

During  the  meeting  of  the  International  Con- 
gress of  Allergology  in  Paris  in  October  1958,  I 
went  out  during  a morning  coffee  break  and  hap- 
pened to  meet  my  very  dear  friend,  the  late  R.  L. 
Mayer.  He  asked  me  what  I was  doing  for  lunch 
and  I said  that  I was  very  tired  after  the  many 
dinners  and  long  meetings  and  I was  going  to  my 
hotel  on  the  other  side  of  Paris,  to  take  a nap 
rather  than  eat.  He  said,  “Don’t  do  that.  Come 
and  have  a nap  in  my  hotel,  which  is  right  around 
the  corner.  I’ll  tell  my  wife  to  go  out  shopping; 
you  can  come  up  to  our  room  and  lie  down.  That 
will  save  you  the  long  trip  to  your  hotel,  which 
would  take  you  well  over  an  hour,  back  and  forth.” 
I agreed  to  this  and  at  lunchtime  we  went  around 


the  corner  to  Mayer’s  hotel,  a very  small  hotel 
which  I had  never  heard  of  before — the  Hotel  des 
Saint  Peres  in  the  Rue  des  Saint  Peres.  As  we 
passed,  my  friend  introduced  me  to  a lady  behind 
the  desk,  saying,  “This  is  Professor  Sulzberger  of 
New  York.”  We  went  upstairs;  each  of  us  had  his 
nap,  which  lasted  perhaps  40  minutes,  and  came 
down  again.  As  we  passed  by,  the  lady  behind 
the  desk  said,  “There’s  some  mail  here  for  you. 
Professor  Sulzberger.”  Thinking  this  was  a joke 
which  had  been  perpetrated  by  my  friend  Mayer 
or  by  Catherine,  his  wife,  I said,  “That’s  not  pos- 
sible, Madame.”  She  said,  “Yes,  this  mail  came 
for  you  while  you  were  upstairs  having  a nap.”  I 
said,  “That’s  impossible,  Madame — no  one  knows 
I’m  here.  May  I see  it?”  And  she  gave  me  a post- 
card, addressed  correctly  to  my  name  and  with  a 
message  for  me,  written  and  mailed  by  a friend 
of  mine  in  Switzerland  and  addressed  to  the  Hotel 
des  Saint  Peres,  Rue  des  Saint  Peres,  Paris,  by 
chance  and  by  error.  Now  if  the  French  letter- 
carrier  had  arrived  with  that  postcard  three-quar- 
ters of  an  hour  or  so  earlier,  it  would  have  just 
been  returned,  because  I had  never  been  in  that 
hotel  and  none  of  the  employees  there  would  ever 
have  heard  my  name.  If  he  had  arrived  three-quar- 
ters of  an  hour  or  so  later,  I would  have  left  the 
hotel,  and  the  postcard  would  probably  never  have 
reached  me.  The  chance  of  this  postcard  being 
addressed  to  me  to  a particular  hotel,  in  error,  and 
of  my  going,  by  purest  chance,  to  that  precise  hotel 
within  the  very  three-quarters  of  an  hour  in  all 
time  in  which  that  postcard  arrived,  must  have 
been  one  in  many  hundreds  of  millions  or  less. 
And  yet  it  happened. 

Here  is  another  coincidence;  A few  months  ago 
my  wife  and  I were  at  a dinner  of  ten  in  the  home 
of  a physician  friend  and  his  wife.  I remarked  what 
a splendid  dinner  we  were  having  and  wondered 
whose  birthday  it  was.  It  was  nobody’s  birthday 
but  we  all  got  to  comparing  birthday  dates.  It 
turned  out  that  Ethel  S.  had  her  birthday  on  the 
23rd  of  May,  Jeannette  K.  had  hers  on  the  24th  of 
May,  Barry  W.  had  his  on  the  25th  of  May,  Hil- 
liard (the  husband  of  Jeannette  K. ),  had  his  on 
the  26th  of  May  and  Wilma  W.  (the  wife  of  Barry 
W.),  had  her  birthday  on  the  27th  of  May.  It  thus 
occurred  that,  out  of  the  ten  people  present,  five 
had  birthdays  on  consecutive  days  in  the  same 
month.  Now  only  statistics  can  tell  you  the  proba- 
bility of  this  occurring  by  happenstance — but  I be- 
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lieve  the  odds  against  this  must  have  been  many 
thousands  to  one. 

Another  statistical  difficulty  is  the  one  due  to 
small  numbers  in  an  experiment.  No  matter  how 
large  the  experimental  sample  one  employs,  when 
one  attempts  to  extrapolate  from  the  results  and 
apply  them  in  some  field  such  as  the  effects  of 
salicylates,  which  are  taken  in  billions  of  doses 
(78  million  pounds  of  aspirin  are  sold  in  the  Unit- 
ed States  each  year),  or  the  effects  of  cosmetics, 
which  go  into  the  many  hundreds  of  millions  of 
applications  a year,  one  is  likely  to  be  led  astray 
by  the  results  in  the  necessarily  disproporation- 
ately  limited  experimental  sample. 

My  friend  and  associate,  the  late  Dr.  Charles 
R.  Rein,  carried  out  a study  for  a cosmetic  house 
on  a new  nail  “undercoat”  which  they  wished  to 
market.  He  had  a couple  of  hundred  girls  use  this 
nail  undercoat  and  patch-tested  them  repeatedly 
with  it.  There  was  not  one  positive  reaction.  “User 
tests”  on  several  hundred  of  the  company’s  em- 
ployees again  produced  not  a single  reaction. 
Based  on  these  results,  the  undercoat  was  market- 
ed. This  meant  that  it  was  going  from  thousands 
of  applications  to  what  must  have  been  millions  of 
applications.  To  everyone’s  surprise,  there  were 
soon  a few  women  who  became  sensitive  to  this 
nail  undercoat  and  had  severe,  long  lasting  dam- 
age to  nails  and  nail-beds.  The  number  of  such  ex- 
ceptionally sensitive  women,  though  small  in  re- 
lation to  the  millions  of  users,  was  great  enough 
to  make  it  imperative  that  the  nail  undercoat  be 
quickly  withdrawn  from  the  market.  Despite  this, 
lawsuits  followed  and  large  sums  of  money  had 
to  be  paid  by  the  company  in  damages. 

I think  that  the  lesson  learned  here  is  that  any 
small  trial  series  of  experiments  or  tests  will  give 
results  which  must  be  interpreted  with  great  cau- 
tion when  one  is  extrapolating  to  the  billions  of 
actual  exposures  to  such  products  as  industrial  or 
agricultural  compounds,  cosmetics,  household  ar- 
ticles, clothing  and  certain  popular  drugs. 

ow  how  is  this  lesson  applicable  to  medical 
practice?  The  lesson  is  that  a small  series  of  suc- 
cessful results  with  a surgical  operation  or  other 
therapeutic  procedure,  even  though  all  or  the  vast 
majority  of  responses  are  favorable,  must  still  be 
interpreted  with  caution.  When  put  into  general 
use,  the  procedure  often  does  not  live  up  to  its 
therapeutic  promise  nor  to  its  record  of  safety; 


and  certainly  the  statistical  result  does  not  apply 
to  the  individual  patient. 

There  are  many  jokes  about  this. 

A patient  being  wheeled  to  the  operating  room 
asks  the  nurse;  “Is  this  a serious  operation?”  The 
nurse  replies,  “Well,  it’s  a pretty  risky  operation. 
As  a matter  of  fact,  only  one  out  of  ten  comes  out 
of  it.”  Of  course,  the  patient  is  very  much  dis- 
turbed and  says,  “Why  did  you  tell  me  that?”  The 
nurse  answers;  “Because  you  don’t  need  to  worry. 
You’re  the  tenth  patient  and  the  first  nine  have 
just  died.” 

Or,  in  similar  vein,  the  physician’s  statement  to 
the  patient;  “Let’s  use  this  new  remedy  quickly, 
while  the  figures  still  show  that  it  works,  and  be- 
fore the  new  statistics  show  that  it  doesn’t.” 

Lesson  VI — On  the  Gift  for  Scientific  Research 
and  the  Gift  for  the  Practice  of  Medicine 

The  techniques  and  the  factual  knowledge 
which  are  required  either  in  research  or  in  the 
practice  of  medicine  can,  to  a considerable  extent, 
be  taught.  However,  there  is  something  more, 
something  imponderable,  which  cannot  be  taught 
but  enables  one  man  to  soar  while  another  re- 
mains plodding  on  the  ground.  This  gift  was  very 
noticeable  in  my  office  practice,  where  I saw  some 
preceptees  become  good  diagnosticians  in  the  re- 
markably short  period  of  just  a few  months;  while 
others,  under  the  same  tuition  and  with  similar 
interest  and  industry,  even  after  three  years  still 
had  great  difficulties  with  clinical  diagnosis. 

Just  as  some  have  a flair  for  diagnosis,  so  cer- 
tain investigators  have  a flair  for  picking  research 
problems.  It  is  not  just  through  training  and  edu- 
cation that  a genius  like  Karl  Landsteiner  was  able 
to  contribute  one  great  discovery  after  another — 
the  darkfield  microscope,  the  cold  agglutinins,  the 
blood  group  factors,  the  Rh  factors,  the  immuno- 
logic discoveries  with  the  haptens  and  on  the  spe- 
cificity of  serologic  reactions.  In  dermatology  the 
great  P.  G.  Unna  and  Josef  Jadassohn  were  both 
similarly  gifted.  The  possession  of  this  natural  flair 
or  gift,  either  in  practice  or  in  research,  must  be 
very  much  like  having  naturally  “good  taste”  and 
being  able  to  recognize  and  select  an  outstanding 
work  of  art,  or  a superlative  combination  of  colors 
and  forms. 

A successful  author,  whose  name  unfortunately 
escapes  me  at  the  moment,  said  something  like 
this;  “Writing  a good  book  is  like  writing  a good 
check — it’s  easy  if  you  have  money  in  the  bank.” 
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The  money  in  the  bank  of  the  successful  investiga- 
tor, whether  he  be  engaged  in  research  or  in  the 
examination  of  a patient,  is  his  gift  for  creative 
ideas,  for  making  associations  where  others  find 
no  connection,  for  seeing  value  in  what  others  may 
overlook,  for  using  what  others  may  discard  as 
useless. 

Lesson  VII — On  Communication 

Whether  in  the  communication  of  research  re- 
sults or  in  the  communication  between  physi- 
cian and  patient,  certain  rules  may  prove  useful. 
Among  these  rules  the  primary  one  is  to  know 
your  audience  — or,  in  the  case  of  practice,  to 
know  your  patient.  What  you  say  and  what  you 
write  should  be  made  fully  and  readily  under- 
stood. And  in  order  to  accomplish  this,  one  must 
put  oneself  completely  and  clearly  in  the  position 
of  the  audience — of  the  readers,  listeners  or  pa- 
tients. When  a physician  sits  in  his  chair  behind 
his  desk,  he  should  at  the  very  outset  transfer  him- 
self into  the  patient’s  chair  opposite — in  mind  and 
imagination.  The  success  of  your  communication 
with  a patient  depends  upon  your  grasp  of  his 
personality,  your  awareness  of  his  obligations  and 
occupations,  his  mental  and  emotional  state,  his 
capabilities. 

What  I believe  to  be  a good  illustration  of  this 
springs  to  my  mind.  A budding  young  artist  came 
to  me  because  of  his  sycosis  vulgaris,  which  had 
persisted  for  many  years  despite  a great  variety 
of  treatments  by  competent  colleagues.  I went  over 
the  long  list  of  what  had  been  used  and  started 
treatment  with  some  of  the  remaining  remedies 
which  I thought  might  make  sense.  After  a couple 
of  months  these,  too,  proved  unsuccessful  and  the 
poor  man  was  understandably  discouraged  and  I 
did  not  see  him  again  in  my  office.  But  about  a 
year  later  a black-bearded  gentleman  came  up  to 
me  at  the  opening  of  an  art  show  which  I was  at- 
tending. “ Y ou  don’t  remember  and  of  course  can’t 
recognize  me.  Dr.  Sulzberger,”  he  said.  “I’m  the 
artist  you  treated  in  vain.  When  everything  had 
failed  I decided  to  grow  this  beard — and  I am 
cured  at  last.” 

A little  while  after  I received  this  lesson,  an- 
other young  man  came  to  me  with  sycosis  vul- 
garis which  had  long  resisted  treatment.  I told 
him  the  story  of  the  young  artist  and  advised  him 
to  grow  a beard.  He  began  laughing,  so  I asked 
him  why.  “Because,”  he  said,  “I’m  perhaps  the 
one  patient  who  can’t  follow  your  advice  without 


losing  his  job.  You  see,  Dr.  Sulzberger,  I’m  the 
rabbi  of  an  ultra-reform  Jewish  congregation;  if  I 
grow  a beard  they’ll  surely  conclude  that  I’m  turn- 
ing orthodox.” 

It  does  not  require  great  imagination  to  realize 
that  one  must  prescribe  quite  different  topical 
medicaments  for  the  nightly  use  of  a young  bride 
than  for  the  use  of  an  old  lady. 

Nevertheless,  before  the  steroid  era  it  was  esti- 
mated that  about  75  percent  of  all  topical  me- 
dicaments were  left  to  molder  in  the  medicine 
chest  or  flushed  down  the  toilet.  Therefore,  I have 
always  followed  the  dictum  that  it  is  better  to  pre- 
scribe the  second  choice  in  medicaments,  provided 
it  can  be  used  properly  and  conscientiously,  rather 
than  the  first  choice  medicament  if  it  is  likely  to  be 
thrown  away. 

Similarly,  in  scientific  communications,  one  must 
try  to  put  oneself  in  the  place  of  the  listener  or 
reader,  and  write  and  speak  so  that  a minimum  is 
thrown  away  and  the  maximum  proves  useful. 

I hope  that  I have  been  able  to  show  you  some 
of  the  intimate  relationships  between  scientific 
communication  and  communication  with  patients 
in  practice. 

Lesson  VIII — On  Teamwork 

The  probability  is  getting  ever  smaller  that  great 
discoveries  will  be  made  under  conditions  such  as 
lying  under  a tree  and  observing  the  fall  of  an  ap- 
ple or  sitting  in  a church  and  seeing  the  swinging 
of  a lantern,  or  dropping  something  from  the  top 
of  a leaning  tower.  I do  not  mean  to  imply  that 
scientists  in  ages  past  did  not  make  their  discov- 
eries by  building  on  the  information  and  work  of 
many  others.  Nor  that  some  scientists  will  not  still 
today  make  discoveries — and  perhaps  some  of  the 
greatest  ones — while  working  and  thinking  in  rel- 
ative isolation.  But  I do  mean  that  scientists  of 
yore  did  not  have  the  same  need  as  many  scientists 
today  to  work  in  intimate  collaboration  or  com- 
munication with  large  teams  of  experts,  proficient 
in  a diversity  of  disciplines  and  techniques  and 
employing  many  types  of  up-to-the-minute,  often 
expensive,  and  often  rapidly  obsolescent  instru- 
ments. Today  many  discoveries  can  be  made  only 
in  this  manner — witness  Watson  and  Crick’s  dis- 
covery of  the  double  helix  of  dna.  Anyone  who 
reads  Watson’s  account  will  be  struck  by  his  con- 
stant emphasis  on  communication  with  dozens  of 
scientists  in  other  fields,  and  also  by  the  depend- 
ence of  even  this  highly  intellectual  form  of  re- 
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search  upon  x-ray  diffraction,  crystallography,  or- 
ganic chemistry,  genetics,  mathematics,  machine 
shops  and  other  technical  support. 

Similarly,  in  the  practice  of  medicine  the  isolated 
physician  suffers  more  from  his  isolation  than  at 
any  time  in  the  past.  And  more  than  ever  before 
there  are  advantages  in  being  a member  of  a team 
or  group,  be  it  an  organized  group  practice,  a uni- 
versity faculty,  a hospital  staff  or  some  analogous 
organization. 

The  isolated  practitioner  may  not  be  obsolete; 
but  the  star  of  the  group  practitioner  is  in  the  as- 
cendant. 

At  present  and  in  most  places  teamwork  and 
communication  are  quite  good  between  laboratory 
workers  in  a particular  field,  as  well  as  between 
the  members  of  physician  groups. 

But  teamwork  and  communication  are  not  sat- 
isfactory between  laboratory  scientists  and  practic- 
ing physicians,  between  medical  schools  and  solo 
practitioners,  or  even  between  the  physician  and 
his  patients. 

The  bridging  of  these  gaps  in  communication 
and  collaboration  is  one  of  the  most  urgently 
needed  steps  toward  the  improvement  of  patient 
care  and  the  advancement  of  clinical  research. 

One  of  the  original,  major  objectives  of  the 
Society  for  Investigative  Dermatology  and  its  jour- 
nal was  the  strengthening  of  the  bridges  between 
laboratory  research,  clinical  research  and  derma- 
tologic practice. 

The  film  library  of  the  Institute  for  Derma- 
tologic Communication  and  Education  is  a re- 
lated endeavor — this  time  with  the  goal  of  bridging 
of  the  gap  between  dermatologic  specialists  and 
medical  students  and  between  dermatologists  and 
non-dermatologists. 

More  and  more  the  public  and  the  guardians 
and  administrators  of  the  public’s  funds  have  be- 
come aware  of  these  gaps,  and  strong  beginnings 
are  being  made  to  build  the  necessary  bridges  be- 
tween town  and  gown,  medical  schools  and  outly- 
ing practitioners,  specialists  and  non-specialists, 
doctors  and  patients  — as  witness  the  Regional 
Medical  Program  of  the  National  Institutes  of 
Health  and  the  National  Program  for  Dermatolo- 
gy, Preliminary  Report  of  the  Joint  Committee 
on  Planning  in  Dermatology,  The  American  Acad- 
emy of  Dermatology. 


Lesson  IX — On  Humility 

(“I  will  praise  thee;  for  I am  fearfully  and  won- 
derfully made.”  Psalms  139:140) 

No  investigator  can  fail  to  be  awed,  to  be 
humble,  when  he  glimpses  the  miracles  of  nature, 
the  infinite  variety  of  her  forms  and  colors,  her 
rhythms  and  her  balances,  her  economies  and  ex- 
travagances, her  cruelty  and  her  tenderness,  her 
mysterious  poetry.  Whether  he  looks  into  the  mi- 
crocosmos of  the  atom,  of  the  molecule  or  of  the 
cell  and  its  nucleus  or  studies  the  hurtling  galaxies 
and  boundless  reaches  of  space,  the  research  work- 
er comes  to  realize  that  no  matter  how  many  and 
how  great  the  discoveries  of  man,  the  number  of 
unknowns  remains  infinite.  Therefore,  even  the 
greatest  discoveries  leave  an  infinity  of  ignorance 
untouched.  Indeed  each  discoverer  discovers 
more  problems  than  he  solves. 

Similarly,  the  practicing  physician  must  realize 
that  all  his  science,  skill  and  craft  are  but  awkward 
and  inadequate  tools  when  applied  to  the  mani- 
fold, delicate  forms  and  functions  of  any  living 
organism.  I have  often  thought  that  our  thera- 
peutic efforts  somewhat  resemble  the  attempts  of 
a prehistoric  man  trying  to  repair  a Swiss  watch 
with  his  stone  hammer.  We  cannot  be  aware  of 
more  than  a fraction  of  the  phenomena  we  are 
altering  by  our  interventions,  and  it  is  indeed  a mi- 
racle that  our  clumsy  tools  and  ignorant  approach- 
es are  so  often  successful  in  producing  alterations 
which  are  preponderantly  in  the  right  direction. 

Every  physician  sees  cases  in  which  his  treat- 
ment is  of  no  avail,  although  it  may  have  worked 
well  in  a hundred  previous  similar  cases.  For  un- 
less nature  helps,  no  cure  is  possible.  Perhaps  no 
truer  words  were  spoken  than  those  of  Ambroise 
Pare:  “Je  le  pansais,  Dieu  le  guerait.” 

Both  investigator  and  physician  will  encounter 
daily  reminders  of  the  insignificance  of  their  abili- 
ties and  knowledge  when  measured  against  the 
incomprehensible  and  vast  panoply  of  nature.  And 
so,  for  similar  reasons,  most  physicians  and  scien- 
tific investigators  will  be  duly  humble. 

J n closing  I would  like  to  summarize  that  part  of 
what  I have  said  which  I most  hope  will  not  be 
thrown  away.  This  is  my  statement  that  one  of  the 
main  requirements  for  both  research  and  practice 
is  to  have  an  open  eye  and  open  mind  and  to  be 
able  to  grasp  the  fruitful  observations,  to  make 
the  promising  choices.  This  is  what  Goethe  meant 
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when  he  wrote  the  marvelous  lines  which  Oscar 
Cans  had  inscribed  and  which  are  still  to  be  read 
each  day  by  Franz  Herrmann  and  his  staff  and  stu- 
dents on  the  walls  of  the  University  of  Frank- 
furt's Dermatologic  Auditorium;  “Was  ist  das 
Schwerste  von  Allem?  Das  mit  den  Augen  zu  se- 
hen,  was  vor  den  Augen  Dir  liegt.” — “What  is  the 
most  difficult  of  all  things?  To  see  with  your  eyes 
that  which  lies  directly  before  your  eyes.” 

As  is  so  often  the  case,  in  this  respect  also  der- 
matology is  a most  instructive  and  rewarding  spe- 
cialty. For  nowhere  does  the  diagnostician  and 
therapist  have  more  signs  and  phenomena  spread 
before  his  eyes,  nowhere  more  highly  differenti- 
ated and  readily  accessible  human  tissue  to  ob- 
serve, nowhere  more  choices  to  make  between 
what  to  grasp  and  what  to  let  go.  And  nowhere 
does  the  investigator  have  a greater  number  of 
stimulating,  unexplained  manifestations  spurring 
him  on  and  titillating  his  curiosity  than  he  does  in 
dermatologic  research.  For  the  size  and  complex- 
ity of  the  human  skin,  the  variety  of  both  its  struc- 


tures and  its  functions,  its  constant  exposure  to  the 
manifold  internal  and  external  modifying  influ- 
ences and  at  the  same  time  to  the  investigator’s 
senses,  all  combine  to  display  in  brilliant  clarity 
the  many  phenomena  begging  to  be  investigated. 

Whether  we  be  dermatologists  of  the  laboratory 
or  dermatologists  of  the  consultation  room,  we  are 
indeed  fortunate.  For  we  are  working  together  in 
one  of  the  richest  of  all  fields  in  its  choice  of  valu- 
able, soluble,  research  problems,  as  well  as  one  of 
the  richest  of  all  fields  in  its  choice  of  effective 
diagnostic  and  therapeutic  measures. 
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DEODORANT  SOAP  AND  PHOTOSENSITIVITY 
“In  recent  years  there’s  been  an  epidemic  of  photosensitivity  reactions  caused  by 
one  group  of  substances  — the  antibacterial  agents  found  primarily  in  the  anti- 
bacterial or  deodorant  soap  group.  This  includes  Safeguard,  Phase  III,  Zest, 
Lifebuoy,  etc.  . . . 

“About  a quarter  of  the  patients  who  develop  these  photosensitivity  reactions 
and  see  a physician  become  persistent  light  reactors.  These  are  the  people  who  no 
longer  need  the  photocontactant  to  break  out  when  they  go  out  into  the  sun.  They 
develop  severe  eczematoid  reactions  to  the  sun  alone  and  to  very  little  sunlight 
at  that.  ...  So  these  patients  must  not  only  get  rid  of  the  photosensitizer  (the  soap) ; 
they  must  also  hide  from  the  sun,  live  ia  caves  as  it  were.  This  is  a rather  severe 
after-effect  of  the  use  of  antibacterial  soap.  . . .” 

— John  H.  Epstein,  M.D.,  San  Francisco 
Extracted  from  Audio-Digest  General  Practice, 
Vol.  17,  No.  25,  in  the  Audio-Digest  Founda- 
tion’s subscription  series  of  tape-recorded  pro- 
grams. 
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Drug  Eruptions 

Peter  C.  H.  Newbold,  m.a.,  m.r.c.p.,  La  Jolla 


It  is  now  universally  agreed  that  there  is  a 
problem,  but  neither  the  size  nor  the  nature  of  this 
problem  is  agreed  upon.  In  the  felicitous  words 
of  Brown,'  drug  allergy  has  been  regarded  as  a 
“waste-paper  basket  into  which  are  cast  many 
unexplained  phenomena.”  There  is  not  even  agree- 
ment as  to  what  is  meant  by  a drug,  and  in  these 
days  when  the  word  has  acquired  such  emotional 
overtones,  many  powerful  and  therapeutic  sub- 
stances can  be  found  lurking  under  the  most  sur- 
prising designations. 

The  reported  incidence  of  “any  adverse  re- 
sponse to  medication  undesired  or  unintended  by 
the  physician”^  varies  from  1 percent,^  via  5 per- 
cent,"*  to  10.2  percent^  of  in-hospital  patients.  This 
compares  with  the  1 .64  percent  of  dermatological 
patients  in  a private  practice  in  Ottowa,’  and  the 
scatter  of  these  figures  suggests  that  the  number 
of  adverse  reactions  found  will  depend  at  least 
in  part  upon  the  effort  spent  in  seeking  them  out. 
However,  skin  rashes  are  so  common  that  false- 
positives  are  also  likely,  as  shown  dramatically 
by  a recent  survey  of  “adverse  non-drug  reac- 
tions.”® In  this  survey  a healthy  population  of  uni- 
versity students  and  hospital  staff  not  taking  medi- 
cation were  questioned  about  25  of  the  side-effects 
most  commonly  attributed  to  drugs,  including  such 
objective  features  as  fever,  bruising  and  arthral- 
gia. Only  19  percent  had  had  no  symptoms  in  the 
previous  24  hours,  and  about  5 percent  had  ex- 
perienced six  or  more,  which  should  inject  a note 
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of  caution  into  some  of  the  more  hasty  reports 
which  pepper  the  literature. 

Public  interest  in  the  thalidomide  tragedy  has 
shown  that  there  was  a conspicuous  lack  of  knowl- 
edge about  the  spontaneous  incidence  of  congeni- 
tal malformations,  and  present  concern  over  the 
birth-control  pill  has  revealed  the  comparable  la- 
cunae in  our  knowledge  of  thrombophlebitis  in 
women. 

Death  is  a solid  fact  with  which  it  is  hard  to 
argue,  and  there  is  no  doubt  that  uninvited  seque- 
lae contribute  to  hospital  mortalities.  Feinberg  esti- 
mated in  1961  that  there  were  between  100  and 
300  deaths  annually  in  the  United  States  from 
anaphylaxis  alone.’  A nationwide  total  of  160 
deaths  due  to  “therapeutic  misadventure”  in  1949 
had  risen  to  842  by  1958.^ 

Surveys  can  reveal  points  of  risk,  as  appeared 
from  the  experiences  of  the  Mary  Fletcher  Hospital 
during  1962.^  Warfarin  was  associated  with  an  un- 
expected number  of  reactions,  and  a subsequent 
staff  conference  reviewed  the  policy  for  the  use 
and  control  of  anticoagulants.  This  same  review 
produced  some  interesting  figures  for  the  average 
number  of  doses  per  reaction,  and  penicillin  came 
first  with  1,900.  Warfarin  was  second  with  3,100 
and  imipramine  third  with  4,600.  On  the  same 
scale  the  safest  drugs  were  aspirin  at  34,000,  phe- 
nobarbitone  at  32,000,  and  digitalis  at  12,000. 
The  pattern  will  of  course  change  constantly  as 
new  drugs  are  introduced,  not  only  because  they 
are  more  active  and  ipso  facto  more  toxic,  but  also 
because  being  new  they  are  widely  used  with  an 
enthusiasm  more  inflamed  by  optimism  than  tem- 
pered by  caution. 
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Brown,  in  his  own  practice,  found  that  40  per- 
cent of  his  patients  knew  their  drug  sensitivities, 
and  many  others  knew  that  they  had  been  upset  by 
something  in  the  past,  without  knowing  details  of 
their  own  prescriptions,  let  alone  what  they  had 
been  offered  to  “try”  by  helpful  friends  and  neigh- 
bors.’ Proper  surveillance  of  adverse  reactions  is 
a formidable  and  costly  undertaking  for  all  parties, 
including  hospitals,  patients,  insurance  compa- 
nies and  the  pharmaceutical  concerns.*  So  it  is  not 
surprising  that  information  is  so  sketchy  and  in- 
complete, that  many  reports  are  biased  or  sus- 
pect, and  that  a natural  conservatism  tends  to  di- 
lute any  conclusions  and  suggestions. 

The  standard  approach  to  drug  eruptions  is  a 
purely  descriptive  one,  delineating  the  clinical  de- 
tails with  a loving  wealth  of  detail,  offset  by  a pov- 
erty of  consideration  of  mechanisms.  Toxic  effects 
may  differ  only  in  degree  from  the  therapeutic 
ones,  and  old  age,  immaturity,  impaired  hepatic 
and  renal  function,  dehydration  or  electrolyte 
changes  can  all  considerably  alter  this  degree.  As 
yet,  no  drug  has  been  found  with  a single  action, 
and  no  human  body  with  a single  reaction.  Several 
drugs  act  pharmacologically  as  histamine  libera- 
tors, differing  in  the  threshold  of  this  effect  in  dif- 
ferent individuals,  and  so  may  produce  pruritus, 
or  exacerbate  urticaria  from  other  causes.  These 
include  morphine,  atropine,  aneurine  and  the  sa- 
licylates. This  is  separate  from  the  fact  that  aspi- 
rin can  also  produce  urticaria  by  allergic  mechan- 
isms as  well,^  and  merely  underlies  our  ignorance 
of  what  drugs  are  actually  doing.  Side-effects  and 
secondary  effects  can  also  be  an  unwelcome  prob- 
lem for  physician  and  patient  alike,  but  these  are 
outside  the  scope  of  this  review. 

jVIany  apparent  adverse  drug  reactions  are  due 
to  idiosyncrasy  rather  than  to  hypersensitivity. 
Sideroblastic  anemia  may  follow  treatment  with 
isoniazid,  cycloserine  or  pyrazinamide,  because  of 
interference  with  pyridoxine  metabolism.”’  Periph- 
eral neuropathy  in  some  patients  undergoing  treat- 
ment with  isoniazid  is  due  to  poor  acetylation  of 
the  drug.”  There  is  inconclusive  evidence  that 
genetic  factors  play  any  part  in  drug  sensitivities, 
with  two  exceptions.  The  first  is  that  anaphylactic 
and  other  severe  penicillin  reactions  are  more  like- 
ly to  occur  in  patients  with  asthma,  but  this  may 
only  reflect  that  in  the  course  of  a chronic  disease 
they  are  likely  to  have  had  much  treatment,  and 
are  hence  far  more  likely  to  have  been  sensitized. 


The  second  is  a group  of  patients  with  asthma  and 
nasal  polypi,  in  whom  aspirin  may  precipitate  se- 
vere and  even  fatal  asthma.  Detailed  studies  of  the 
literature,  and  23  aspirin-sensitive  patients  suggest 
that  this  is  also  a disputed  field,  and  perhaps  it  is 
safer  to  suspend  judgment  on  this  association.'^ 

This  field  is  so  rich,  that  it  is  producing  the  new 
science  of  pharmacogenetics.  Favism  can  now  be 
explained  on  the  basis  of  erythrocyte  deficiency  of 
glucose-6-phosphage  dehydrogenase,  rather  than  a 
mystical  aversion  to  beans  on  the  part  of  Pythag- 
oras. Many  examples  are  wellknown,  and  others 
are  emerging.  Studies  on  isoniazid  inactivation 
have  shown  that  drugs  can  be  acetylated  by  two 
different  transacetylases,  one  located  in  the  liver, 
and  the  other  probably  in  the  small  intestine.  Drugs 
may  be  preferentially  acetylated  by  one  or  other 
of  these  enzymes,  even  if  they  are  as  similar  as 
the  various  sulfonamides. 

Such  knowledge  may  lead  to  analysis  of  drug 
reactions  by  Mendelian  considerations  of  several 
populations  rather  than  by  simple  pharmacology 
alone.”  Further  study  of  genetic  defects  and  the 
consequent  drug  effects  could  be  useful  in  predict- 
ing abnormal  reactions  to  new  agents.  Apart  from 
the  multiple  associations  now  known  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  this  meth- 
od has  hardly  been  used,  although  it  would  seem 
to  be  both  feasible  and  exciting. As  more  dis- 
coveries about  human  enzymes  are  being  made, 
more  single-gene  differences  between  individuals 
are  coming  to  light,  which  have  no  obvious  effect 
on  their  performance  or  survival.  It  is  to  be  hoped 
that  some  of  these  may  explain  some  of  the  toxic 
effects  of  drugs  which  are  at  present  unpredictable. 
A recent  review  elegantly  recalls  Garrod’s  concept 
of  chemical  individuality, and  this  is  very  rel- 
evant to  modern  therapeutics  where,  figuratively 
speaking,  an  atom  bomb  may  be  employed  to  deal 
with  an  infestation  of  mice. 

Other  problems  are  being  uncovered  by  precise 
studies.  An  example  is  chemically-induced  hemo- 
lytic anemia,  which  is  usually  caused  by  a toxic 
metabolite,  usually  a hydroxylamine  or  a quinone, 
present  only  in  trace  amounts.  These  active  com- 
pounds may  be  missed,  as  they  are  unstable,  while 
the  drug  itself  would  not  give  a positive  in  vitro 
test,  as  it  is  inactive  against  red  cells.  Porphyria 
also  presents  interesting  features.  Barbiturates  were 
first  introduced  in  1903,  and  the  first  report  of  a 
case  of  acute  porphyria  after  barbitone  was  in 
1906.  There  have  been  many  reports  since  then, 
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and  a number  of  these  have  been  vague  or  in- 
definite, which  is  surprising.  Goldberg  concluded 
in  1959  that  prolonged  treatment  could  trigger  an 
attack  in  patients  with  the  genetic  defect,  and  that 
there  was  a definite  association  between  the  inci- 
dence of  paralysis  and  barbiturate  administration 
during  an  attack.'^  In  aU  persons  certain  drugs 
will  induce  the  enzyme  which  catalyses  the  forma- 
tion of  the  precursor  of  porphyrin-delta-amino- 
laevulinic  acid.  Porphyries  have  a defect  in  the 
gene  responsible  for  the  induction  or  for  the  re- 
pression of  delta-aminolaevulinic  acid  synthetase. 
The  drugs  then  produce  unrestricted  formation  of 
the  enzyme,  the  pathway  is  overwhelmed,  and  ab- 
normal toxic  porphyrins  are  produced.’^  The 
agents  concerned  include  barbiturates,  sulfon- 
amides, griseofulvin,  estrogens,  alcohol,  and  agents 
leading  to  methemoglobin  formation.  However,  it 
is  now  also  clear  that  some  cases  of  porphyrinuria 
are  not  adversely  affected  by  barbiturates,  which 
explains  some  of  the  earlier  uncertainty  in  the  lit- 
erature, and  it  is  also  clear  that  in  many  patients 
barbiturates  can  be  used  for  a short  time  without 
risk.i’^  In  addition,  new  sub-types  of  porphyria  are 
being  recognized.'®  The  subject  is  becoming  so 
complicated  that  generalizations  are  impossible, 
and  dogmatic  statements  dishonest. 

A.lthough  the  broad  outlines  of  drug  metabolism 
have  been  known  for  a long  time,  the  mechanism 
of  oxidation  and  reduction  of  drugs  by  nadph*- 
dependent  enzymes  in  liver  microsomes  has  only 
recently  become  apparent.  There  is  now  consider- 
able evidence  that  most  of  the  oxidation  and  re- 
duction reactions  are  at  least  partially  mediated  by 
cytochrome  P-450.  There  is  also  evidence  that 
substrates  and  inhibitors  of  the  enzymes  combine 
with  the  oxidized  form  of  cytochrome-P  450,  and 
that  the  rate-limiting  step  in  the  oxidation  of  at 
least  some  drugs  is  the  reduction  of  the  oxidized 
cytochrome  P-450  substrate  complexes.'^  It  is  also 
becoming  apparent  that  drugs  interact  in  the  most 
surprising  ways.  One  drug  can  influence  the  ab- 
sorption of  another  by  altering  gut  motility,  or  the 
pH;  there  may  be  competition  for  protein-binding 
sites  in  plasma,  and  effective  blood-levels  can 
change  dramatically  in  either  direction.  Normally, 
98  percent  of  warfarin  is  bound  to  albumin,  but  the 
amount  available  can  be  doubled  by  phenylbuta- 
zone, oxyphenbutazone,  and  clofibrate,  so  that 


•nadph  = Reduced  nicotinamide  adenine  dinudeotide  phosphate 


fatal  hemorrhage  may  result.  Methotrexate  can 
also  be  displaced  from  plasma-proteins  by  salicy- 
lates and  sulfonamides,  and  this  too  is  a poten- 
tially lethal  interaction.^"  However,  it  is  not  known 
whether  plasma  binding  increases  the  effective 
amount  of  drug  which  can  be  absorbed  into  the 
cell  by  making  it  more  available,  or  whether  it  has 
a blocking  action.  It  is  unlikely  that  what  is  true  of 
one  drug  will  be  true  of  all,  so  perhaps  some  of 
these  effects  are  not  of  clinical  significance  whereas 
others  are  literally  vital.  In  this  context  it  is  impor- 
tant to  recall  the  marked  circadian  rhythm  of 
plasma  proteins,  and  the  precise  timing  of  drug 
administration  may  be  accepted  as  crucial  in  future 
treatment  schedules. 

Phenobarbitone  stimulates  the  metabolism  of 
diphenylhydantoin,  probably  by  enzyme  induction 
in  the  liver. In  epileptic  patients,  this  seems  not 
to  be  of  any  consequence,  as  both  drugs  have  anti- 
epileptic activity.  But  phenobarbitone  also  short- 
ens the  half-life  and  lowers  the  plasma  levels  of 
griseofulvin,  phenylbutazone  and  amidopyrine, 
and  also  reduces  the  pharmacological  effects  of 
glucocorticoids,  estrogens,  androgens  and  pro- 
gestagens.^" The  hydroxylation  of  coumarin  anti- 
coagulants is  apparently  stimulated  by  barbiturates 
and  by  some  other  drugs,  lowering  the  desired 
effect  and  increasing  the  difficulty  of  long-term 
maintenance.  Fatal  hemorrhage  has  been  reported 
after  withdrawal  of  chloral  hydrate  and  pheno- 
barbitone in  patients  receiving  oral  anticoagulants, 
and  it  takes  about  three  weeks  for  the  microsomal 
enzyme  activity  to  return  to  normal. 

Many  other  examples  are  known,  among  them 
the  inhibition  of  drug  demethylation  by  disul- 
firam,^^  but  virtually  all  the  work  has  been  done 
on  animals.  In  many  respects  these  creatures  may 
behave  as  red  herrings,  and  clinical  trials  may  be 
difficult  to  interpret.  Men  exposed  to  insecticides, 
mainly  lindane  and  dot,  had  a significantly  shorter 
plasma  half-life  of  antipyrine  than  controls. Ani- 
mal studies  have  shown  that  chlorinated  hydro- 
carbon insecticides  are  powerful  inducers  of  mi- 
crosomal enzymes,  and  their  effect  is  long-lasting 
as  they  are  stored  in  adipose  tissue.  Hence  re- 
search into  drug  effects  could  be  invalidated  if 
animal  quarters  are  sprayed  with  insecticides.  Al- 
though these  studies  raise  dreadful  warnings  of  the 
dangers  of  polypharmacy,  and  highlight  the  lack 
of  experimental  work  in  humans,  they  are  of  great 
theoretical  interest  and  may  result  in  much  more 
precise  knowledge  of  the  mode  of  action  of  many 
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drugs,  and  also  may  indicate  many  as  yet  untried 
lines  of  treatment.  The  only  use  of  microsomal 
enzyme  induction  which  has  caught  clinical  fancy 
so  far  is  the  use  of  phenobarbitone  in  the  treatment 
of  neonatal  and  unconjugated  hyperbilirubinemia. 

Allergic  Reactions 

The  allergic  state  is  one  of  potential  specific 
altered  reactivity,  and  there  are  at  least  four  types 
of  allergic  reactions  causing  tissue  damage.  In 
Type  I,  allergen  reacts  with  tissue  cells  sensitized 
by  antibody,  especially  reagins,  which  are  pro- 
duced elsewhere,  and  active  substances  are  re- 
leased which  produce  the  clinical  manifestations. 
The  allergen  can  be  complete  or  a hapten,  like  a 
drug,  and  the  carbohydrate  moiety  of  the  glyco- 
peptide  seems  to  be  necessary  for  the  elicitation  of 
the  “immediate  type”  of  hypersensitivity  reac' 
tions.^^  It  is  clear  that  the  genetic  makeup  of  the 
individual  is  important,  but  it  is  not  understood 
why  the  target  organ  varies  between  individuals  or 
in  one  person  from  time  to  time — as  in  the  atopic 
state.  The  clinical  expression  is  urticaria  or  angio- 
neurotic edema,  with  histamine  as  the  chemical 
mediator,  released  at  least  in  part  from  the  mast 
cells.  In  Type  II  reactions,  the  antibody  reacts 
either  with  a component  of  a cell  membrane,  or 
with  an  antigen  or  hapten  attached  to  it,  and  com- 
plement is  often  necessary  to  effect  the  cellular 
damage.  The  best-known  example  is  the  Sed- 
ormid-induced  allergic  purpura  as  studied  by  Ack- 
royd.i® 

Many  other  drugs  are  capable  of  causing  pur- 
pura, and  many  can  also  produce  hemolytic 
anemia  by  a similar  mechanism  involving  the  red 
cells. Type  III  reactions  involve  antigen  reacting 
with  free  antibody,  the  complex  in  turn  activating 
complement,  and  cell  damage  occurring  as  a sec- 
ondary step.  The  lesions  vary  with  the  tissue  in- 
volved, and  a number  of  chemical  mediators  from 
damaged  cells  and  leukocytes  contribute.  Anaphy- 
laxis can  be  of  this  type  or  of  Type  I.  Type  IV 
involves  actively  sensitized  cells,  as  may  result 
from  contact  dermatitis  or  from  intradermal  skin 
tests.  There  is  a great  deal  of  descriptive  knowl- 
edge available,  but  not  much  precise  chemical 
information.^® 

West^'^  emphasized  the  state  of  the  host  at  the 
time  when  a drug  is  given,  and  it  is  known  that 
many  factors  alter  antibody  formation.  In  guinea 
pigs,  ascorbic  acid  protects  from  anaphylactic 
shock,  but  is  also  necessary  for  complete  sensitiza- 
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tion.  In  reaction  of  the  “immediate  type,”  one  of 
the  first  effects  of  an  antigen  combining  with  an 
antibody  is  the  activation  of  enzymes,  or  a change 
in  the  balance  between  existing  enzymes  and  their 
inhibitors.  Work  with  sensitized  guinea  pig  lung 
has  shown  that  an  enzyme  with  the  characteristics 
of  chymotrypsin  is  concerned  in  the  release  of 
histamine,  and  this  process  also  involves  the  third 
component  of  complement.^° 

Many  tissue  cells  and  pharmacologically  active 
substances  play  differing  roles  in  a number  of  im- 
mune mechanisms,  and  some  of  these  are  now 
fully  understood,  like  the  acute  glomerulonephritis 
of  nephrotoxic  nephritis  and  the  vasculitis  of  the 
Arthus  phenomenon. Agents  playing  important 
parts  include  the  slow-reacting  substance  of  an- 
aphylaxis, which  is  a difficult  substance  to  study 
because  its  chemical  structure  is  unknown  and  the 
bioassay  is  cumbersome  and  difficult  to  quanti' 
tate.^'’  Acetylcholine,  bradykinin,  5-hydroxytrypta- 
mine,  the  prostaglandins,  the  G2-alpha-permeabili- 
ty  factor,  and  the  lymph  node  permeability  factor 
are  also  important.  Many  of  these  interactions  take 
experimental  techniques  to  the  limit  of  the  present 
range,  so  that  the  chemicals  involved  cannot  be 
separated  or  studied  without  altering  their  nature. 

D espite  this  problem,  and  the  inherent  difficulties 
of  extrapolating  to  man  from  animal  studies,  a 
more  practical  and  precise  vision  is  emerging.  It 
seems  likely  that  membrane  susceptibility,  the  dif- 
ference between  tissues,  and  the  clinical  pictures, 
will  reflect  the  number  and  quantity  of  pharmaco- 
logically active  mediators  and  enzymes  involved.^® 
Since  most  of  the  drugs  currently  in  use  have  a 
wide  range  of  actions,  side  effects  are  inevitable.  A 
curious  thought  is  that  the  future  may  bring 
planned  polypharmacy  in  which  groups  of  com- 
pounds with  few  but  specific  actions  are  directed 
against  the  known  tissue  mediators  of  the  symp- 
toms. 

A recent  magisterial  textbook^'  has  given  an 
excellent  and  extensive  review  of  the  more  than 
20  types  of  drug  eruption  which  are  known.  In 
addition,  the  authors  draw  attention  to  the  impor- 
tance of  chemicals  not  prescribed  as  drugs,  includ- 
ing agricultural  chemicals  and  pesticides,  atmos- 
pheric contaminants,  and  veterinary  drugs  and 
chemicals  in  food.  A recent  outbreak  of  erythema 
multiforme  was  named  “margarine  disease,”  as  it 
was  due  to  an  emulgator  additive — just  one  of  the 
risks  of  living  in  a highly  industrialized  and  con- 


sumer-oriented  society.  The  problem  of  additives 
is  becoming  widely  recognized,  and  many  reactions 
have  now  been  traced  to  preservatives  such  as 
Merthiolate®^^;  and  to  this  must  be  added  the 
effects  of  bad  storage  and  spoilage.  Even  “phar- 
macologically pure”  substances  contain  other  frac- 
tions, many  of  which  defy  precise  identification, 
and  these  may  be  of  far  greater  toxicological  sig- 
nificance than  the  drug  itself.  It  is  still  too  soon  to 
evaluate  the  importance  of  the  excipients  and  other 
additives,  as  their  formulae  are  often  trade  secrets. 
Drugs,  like  truth,  are  rarely  pure  and  never  simple. 

Light  Eruptions 

Epstein  in  1939  divided  light  reactions  into  pri- 
mary and  allergic  photosensitivity,  and  in  1942 
there  were  only  five  known  photosensitizing  drugs, 
whereas  by  1964  there  were  more  than  50.”  Apart 
from  the  sulfonamides  and  their  chemical  relations 
the  oral  anti-diabetic  drugs  and  the  thiazide  di- 
uretics, the  tetracycline  group,  and  phenothiazine 
derivatives,  the  list  is  extending  fast.  Recent  addi- 
tions include  nalidixic  acid,  which  can  produce  a 
nasty  bullous  eruption,  its  effects  perhaps  being 
increased  by  the  indication  for  its  use,”  the  oral 
contraceptives,”  and  cyclamates.”  Sometimes  ad- 
ditive processes  are  seen,  and  I well  recall  an  un- 
fortunate woman  who  was  mildly  sunburned  while 
on  holiday,  treated  with  a topical  antihistamine  to 
which  she  was  sensitive,  this  eruption  then  exacer- 
bated by  the  addition  of  systemic  antihistamines, 
and  the  result  being  inflamed  by  a tricyclic  antide- 
pressive  added  to  abate  her  reasonable  anxiety.  It 
is  often  difficult  to  find  out  what  is  happening  in 
the  skin  in  these  cases,  but  photobiologists  seem 
able  to  overturn  a few  accepted  ideas.  In  the  case 
of  sulfanilamide  for  example,  study  of  its  action 
spectrum  shows  that  the  majority  of  its  sensitizing 
effect  must  be  due  to  alteration  of  its  constitution  in 
the  skin,  or  to  a metabolic  change  in  the  skin  itself. 
It  is  suggested”  that  local  disturbance  of  porphyrin 
metabolism  may  be  implicated,  an  entirely  new 
concept.  Photochemical  degradation  of  the  drugs 
may  produce  straightforward  contact  sensitizers, 
and  it  has  been  suggested  that  this  is  the  mode  of 
action  of  the  bromosalicylanilides.  Photosensitivity 
may  also  be  due  to  activation  of  systemic  lupus 
er3ffhematosus,  and  to  various  types  of  porphyria. 
This  all  tends  to  play  down  the  relative  importance 
of  allergic  mechanisms  in  the  production  of  light 
eruptions,  and  yet  people  continue  to  pay  lip 
service  to  Epstein’s  classification 


Lupus  Erythematosus 

Drugs  have  been  implicated  in  causing  a syn- 
drome like  systemic  lupus  erythematosus,  and  this 
group  has  been  estimated  to  comprise  between  3 
percent  and  12  percent  of  all  cases  investigated  for 
this  condition.”  Females  seem  to  be  more  suscept- 
ible than  males,  and  this  sex  difference  is  most 
pronounced  with  diphenylhydantoin.  This  drug, 
hydralazine,  and  procainamide  have  produced  the 
largest  and  best-documented  series,  and  many 
other  attributions  are  based  on  only  one  or  two 
cases  as  with  the  oral  contraceptives,”  and  with 
propylthiouracil.'*'’  Lappat  and  Cawein,'*'  studied 
ten  members  of  the  family  of  a patient  with  a 
lupus-like  syndrome  after  procainamide,  and  no 
fewer  than  five  had  significant  history  or  laboratory 
findings  suggestive  of  an  immunological  disorder. 
The  authors  estimated  that  560,000  patients  per 
annum  were  taking  procainamide  in  the  United 
States,  and  that  although  nobody  knows  the  overall 
incidence,  a survey  of  50  patients  revealed  that 
30  percent  had  one  or  more  features  of  the  lupus- 
like syndrome.  In  another  study,  16  patients  were 
followed  prospectively  while  under  treatment  for 
cardiac  arrhythmias  with  procainamide,  and  in 
eight  of  them  antinuclear  antibody  developed,  two 
had  symptoms  compatible  with  the  systemic  lupus 
syndrome,  and  two  others  had  positive  slide  reac- 
tions with  nucleoprotein-coated  latex  particles.”  In 
Sweden,  the  incidence  of  idiopathic  systemic  lupus 
erythematosus  is  1 ; 8,000,  so  these  extremely  high 
figures  are  against  the  idea  that  the  drug  is  uncov- 
ering the  latent  disease  in  all  cases,  although  it  is 
undoubtedly  so  in  a fraction  of  the  patients.  It  has 
been  suggested  that  in  this  case,  too,  differences  in 
acetylation  are  important,  and  that  the  slow  acet- 
ylators  are  at  risk  as  with  isoniazid,  which  is 
reminiscent  of  the  situation  with  the  monoamine 
oxidase  inhibitor  phenelzine  where  serious  adverse 
reactions  occur  only  in  slow  acetylators.” 

Lichen  Planus 

Drug-induced  lichen  planus  was  a new  entity, 
born  of  the  tropical  phase  of  World  War  II.'*’  Sev- 
eral hundred  cases  of  severe  skin  eruptions  due  to 
atabrine  toxicity  were  seen  in  New  Guinea,  and 
these  included  exfoliative  dermatitis  as  well  as 
severe  lichen  planus.  (This  recalls  the  famous  tele- 
gram of  the  late  Lord  Alexander,  “Do  we  take 
mepacrine  or  Tunis?”)  They  settled  with  with- 
drawal of  the  drug  from  the  patient  and  the  patient 
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from  the  active  area.  Gold,  arsenic,  amiphenazole, 
para-amino-salicyclic  acid,  chlorothiazide,  quinine, 
methyldopa,  streptomycin  and  phenothiazines  have 
also  been  implicated,  and  the  list  is  now  so  long 
that  no  chemical  similarities  can  be  found  between 
the  offending  agents.  The  consultant  dermatologist 
to  Eastman  Kodak  Company  reported  a new  con- 
dition in  1958,  which  was  due  to  handling  chem- 
icals used  in  color  developing. In  10  percent  of 
the  cases  there  was  an  acute  contact  dermatitis  that 
left  lichenoid  lesions  as  it  abated,  while  in  the  bulk 
of  the  patients  the  eruption  was  like  lichen  planus 
from  the  start.  It  is  of  interest  that  in  patients  with 
a history  of  previous  attacks  of  lichen  planus,  the 
lesions  recurred  after  contact  with  these  chemicals, 
which  are  “certain  p-phenylenediamines”:  the  lack 
of  precise  detail  is  due  to  the  protection  of  patents. 
The  chemicals  concerned  are  also  used  in  making 
chemical  intermediates,  dyes  for  furs,  antioxidants 
for  gasoline,  and  also  for  rubber.  They  are  known 
to  be  powerful  contact  sensitizers,  and  also  to  be 
related  to  pas,  which  has  caused  a similar  eruption 
when  used  for  treating  patients  with  tuberculosis."” 

The  Fixed  Eruption 

The  fixed  eruption,  beloved  by  the  older  mor- 
phological school  of  clinical  dermatologists,  is  most 
commonly  produced  by  phenolphthalein,  which  is 
added  to  many  laxative  and  analgesic  mixtures. 
The  aperient  action  was  discovered  in  1 902  when 
the  Hungarian  government  ordered  that  adulterat- 
ed wine  should  be  marked  with  the  substance.  It 
now  also  turns  up  in  pink  mouth-washes,  tooth- 
pastes, sodium  perborate  preparations,  and  even 
cake  icings, apart  from  a number  of  proprietary 
laxatives  in  sweet  and  chocolate  form,  which  pa- 
tients are  very  liable  to  forget  when  being  ques- 
tioned about  their  medication.  The  lesions  are 
typical,  dramatic,  slow  to  heal,  and  quick  to 
flare  up  after  re-exposure  to  the  drug,  and  even 
sometimes  after  exposure  to  an  unrelated  drug. 
Wise  and  Sulzberger  studied  the  eruption,  using 
full-thickness  skin  autografts  and  re-challenging 
the  patient  after  the  lesions  had  healed.  The  lesions 
appeared  in  normal  skin  transferred  to  a previously 
affected  area,  but  not  in  the  previously  involved 
skin  transferred  to  a normal  area."*®  Other  work- 
ers, using  superficial  Thiersch  grafts,  could  pro- 
voke recurrence  in  the  transplanted  abnormal  skin 
only."”  The  changes  would  therefore  seem  to 
involve  the  deeper  layers  of  the  dermis,  which  does 


not  explain  why  histologic  changes  are  seen  mainly 
to  involve  the  vessels  of  the  papillary  and  sub- 
papillary  dermis.  *0”*  There  has  been  little  work  on 
this  condition,  but  it  would  seem  to  be  of  increasing 
rarity  except  with  reactions  to  dapsone,  among 
lepers,"*^  and  also  apparently  in  Vietnam  where 
the  drug  is  widely  used  for  treating  falciparum 
malaria. 

Lyeli’s  Syndrome 

Lyell’s  syndrome  is  another  condition  of  great 
interest  to  the  general  physician  as  well  as  to  the 
dermatologist.  This  seems  to  be  identical  with  the 
“dermatitis  exfoliativa  neonatorum”  of  Ritter  von 
Rittershain,  whose  descriptions,  from  1878  on- 
ward, are  classics  of  the  morphological  age  of 
clinical  description.  Lyell  reviewed  all  the  128 
British  cases, and  found  that  it  was  indeed  a 
reaction  pattern  as  had  been  suggested  from  the 
start.  He  had  30  cases  due  to  infection  with 
Staphylococcus  aureus  (and  apparently  only  three 
phage  types  have  been  involved),  36  cases  were 
due  to  drugs,  in  34  there  was  no  obvious  etiologic 
clue,  and  in  28  there  was  a background  of  miscel- 
laneous diseases  including  virus  infections,  poisons 
and  lymphomas.  The  drugs  included  procaine, 
phenylbutazone,  and  a variety  of  antibiotics — with 
the  strongest  case  to  be  made  against  the  long- 
acting  sulfonamides.  In  most  of  the  other  cases 
attributed  to  drugs,  there  remained  the  possibility 
that  the  infection  being  treated  had  provoked  the 
syndrome.  The  most  important  determinant  seems 
to  be  the  nature  of  the  host  response,”-”  and  im- 
munological mechanisms  have  always  been  sus- 
pected. Recently,  an  immunologically  derived  dis- 
ease in  the  Syrian  hamster  was  discovered,  which 
can  be  produced  at  will,  and  which  has  features  in 
common  with  toxic  epidermal  necrolysis.”  Adult 
hamsters  were  injected  intracutaneously  with  sus- 
pensions of  parental  strain  lymphoid  cells,  and  one 
week  later  generalized  erythema  and  a positive 
Nikolsky  sign  developed.  This  acute  homologous 
disease  could  not  be  transferred  with  serum  but 
only  with  lymphoid  cells  from  affected  animals,  al- 
though the  serum  was  highly  cytotoxic  to  suspen- 
sions of  hamster  cheek  pouch  epidermal  cells.  The 
whole  problem  serves  as  a refreshing  reminder  that 
we  know  very  little  of  normal  interactions  in  the 
skin — of  how  the  dermis  influences  the  epidermis, 
and  vice  versa.” 
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Penicillin  Reactions 

Although  early  reports  in  the  1940s  revealed  the 
comparative  safety  of  penicillin,  it  also  became 
apparent  that  side-effects  occurred,  and  the  first 
anaphylactic  death  was  reported  in  1949.  How- 
ever, the  commonest  reactions  are  of  the  urticarial 
and  serum-sickness  types,  both  mediated  by  circu- 
lating skin-sensitizing  antibodies,  although  the  de- 
tails of  the  mechanism  are  rather  complex.”  Al- 
lergy to  one  penicillin  usually  means  cross-reaction 
with  the  others,  and  sometimes  with  the  cephalo- 
sporins also,  so  it  is  not  a diagnosis  to  be  made 
lightly.”  The  actual  incidence  of  penicillin  reac- 
tions ranges  from  1 percent,”  up  to  5 percent,” 
according  to  series,  but  it  is  clear  that  the  incidence 
is  actually  much  lower  in  children  than  in  adults. 
It  is  also  of  interest  that  the  incidence  falls  in  those 
series  where  penicillin  is  used  prophylactically 
rather  than  therapeutically.  The  death  rate  seems 
to  be  about  one  fatality  per  7.5  million  injections, 
although  some  reports  imply  that  giving  penicillin 
has  become  a risky  business.  It  is  especially  note- 
worthy that  of  151  penicillin  deaths  between  1951 
and  1965,  38  had  a history  of  previous  reaction, 
and  in  74  others  the  history  was  not  known;  so 
perhaps  many  of  these  were  preventable  deaths.  A 
high  proportion  of  those  who  died  had  a history  of 
other  allergic  problems,  especially  asthma,”  and 
the  importance  of  having  adequate  tests  is  doubly 
obvious. 

Bierman  and  van  Arsdel”  studied  160  children 
in  hospital  who  were  thought  to  be  allergic  to  peni- 
cillin, and  only  17  had  positive  reaction  to  tests. 
In  many  of  the  negative  cases  the  diagnosis  of 
penicillin  allergy  was  questionable  on  clinical 
grounds  alone,  but  at  least  the  tests  helped  to  clear 
the  future  of  these  children  in  case  of  a need  for 
penicillin  treatment. 

Levine  and  Zolov^°  studied  218  patients  with 
past  histories  of  penicillin  allergy  who  had  major 
medical  indications  for  penicillin.  They  used  skin 
tests  with  penicilloyl  polylysine  (ppl)  and  also  the 
minor  determinant  mixture  (mdm)  to  detect  the 
reagins  of  benzylpenicilloyl  specificity  and  minor 
haptenic  determinants’  specificity  respectively. 
Negative  reaction  to  tests  virtually  excluded  the 
chance  of  a serious  sensitivity,  while  positive  reac- 
tion was  a warning  that  other  drugs  would  have  to 
be  used.  However,  a patient  with  positive  skin 
tests  and  a previous  reaction  to  penicillin  can 
sometimes  tolerate  it^';  and  it  is  suggested  that  the 
mechanisms  for  this  could  be  due  to  IgG  “block- 


ing” antibodies,  or  to  using  up  all  the  available 
skin-sensitizing  antibodies. 

Rosenblum^^  studied  1 3 severe  reactions,  which 
had  been  authenticated,  and  found  a good  correla- 
tion between  the  clinical  picture  and  the  use  of  ppl 
and  MDM.  He  also  emphasized  the  need  for  the 
additional  testing  of  these  patients  with  penicillin 
G,  and  not  just  with  the  antigens,  as  some  patients 
react  only  to  the  therapeutic  preparations. 

Other  reports  have  made  it  clear  that  the  situa- 
tion is  not  so  cut  and  dried.  There  have  been 
many  divergent  results  of  studies  in  which  these 
these  preparations  were  used,  and  there  is  no  doubt 
that  their  nature,  strength,  and  predictive  value 
varies  greatly  between  different  centers.  It  is  also 
possible,  although  not  yet  proven,  that  there  are  a 
number  of  other  antigenic  determinants,  which 
may  be  of  critical  value  in  special  cases. 

It  has  also  become  apparent  that  the  state  of  the 
host — as  affected  by  drugs  already  being  taken 
or  by  some  coincidental  disease — at  the  time  of 
administration  may  alter  the  action  of  a drug. 
Many  infections,  neoplasms,  and  other  treatments, 
such  as  irradiation,  may  alter  conditions  by  affect- 
ing the  immune  mechanisms  of  the  patient,  or  by 
increasing  the  number  and  quantity  of  haptens 
available.  The  relationship  between  ampicillin  and 
infectious  mononucleosis  is  a case  in  point.®^  Am- 
picillin alone  produces  a rash  in  about  3 to  22  per- 
cent of  patients,  the  incidence  varying  with  the 
condition  under  treatment,  being  highest  in  the 
treatment  of  typhoid  fever.  The  eruption  is  unus- 
ual in  that  the  drug  can  be  continued  without  the 
patient’s  coming  to  a dreadful  doom  because  of  it, 
and  the  timing  of  the  appearance  is  rather  variable, 
making  precise  diagnosis  subject  to  argument. 
Mononucleosis  also  is  associated  with  skin  mani- 
festations in  up  to  15  percent  of  patients,  but  the 
combination  of  the  two  produces  a characteristic 
bright  scarlet  maculo-papular  erythema,  rapidly 
becoming  confluent,  in  virtually  100  percent — this 
figure  being  attained  if  at  least  1.5  grams  of  the 
drug  have  been  given. 

If  this  were  not  enough,  it  has  recently  been 
suggested  that  ampicillin  can  also  produce  a recur- 
rence of  the  mononucleosis  in  some  patients.®^ 
However,  some  of  the  oddities  of  behavior  of  the 
drug,  and  the  inconsistencies  between  series,  may 
well  reflect  differences  in  manufacture,  and  hence 
the  content  of  metabolites,  impurities  and  other 
excipients.  It  would  therefore  seem  a wise  rule  if 
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all  drug  reaction  reports,  and  drug  studies,  were  to 
include  the  manufacturer’s  name,  the  drug  names, 
and  also  the  batch  number  if  possible,  to  help  com- 
parison in  such  cases. 

History  alone  is  not  reliable,  and  can  be  actively 
misleading,  as  we  have  seen;  and  yet  history  is 
ignored  at  one's  peril,  as  we  have  also  seen.  Hence 
there  is  an  enormous  need  for  a clinical  test  of 
general  applicability,  especially  for  pediatric  prac- 
tice where  coincidental  rashes  are  so  comm^on  and 
where  there  is  a therapeutic  life  ahead.  The  bas- 
ophil degranulation  tests,  direct  and  indirect,  have 
failed  to  live  up  to  their  early  promise.  Transfor- 
mation of  lymphocytes  from  peripheral  blood  into 
blast-like  cells  in  vitro  in  the  presence  of  the  ap- 
propriate drug  has  been  used  as  a test  for  hyper- 
sensitivity.^^ This  has  been  found  of  value  in  some 
circumstances,  for  example  in  showing  that  some 
of  the  adverse  reactions  to  gold  in  rheumatoid 
arthritis  are  immunologically  determined,  and  as 
a means  of  predicting  which  patients  are  at  risk.^’ 
But  a survey  of  many  reports  shows  conflicting  re- 
sults even  in  the  hands  of  enthusiasts.^®  Part  of 
the  trouble  lies  in  the  inherent  difficulties  of  the 
test,  and  part  is  due  to  the  fact  that  many  of  the 
reactions  are  not  allergic  at  all,  but  even  so  there 
remains  a part  where  there  is  room  for  doubt. 
So  we  must  reluctantly  conclude  that  further  ex- 
perience is  needed  before  this  interesting  test  can 
properly  be  evaluated.  Let  us  hope  that  the  day 
will  not  be  far  distant  when  we,  as  physicians,  will 
no  longer  earn  scorn  as  people  who  pour  drugs 
about  which  we  know  little  into  patients  about 
whom  we  know  less. 
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AID  FOR  VICTIMS  OF  BLACK  WIDOW  BITES 

“There  is  no  first  aid  treatment  for  black  widow  spider  poisoning.  . . . There’s 
nothing  to  do  locally  that’s  of  any  value.  Just  let  the  bite  alone  and  get  the  patient 
to  a doctor  as  quickly  as  possible. 

“The  antivenom,  which  is  prepared  by  Merck  Sharp  & Dohme  is  2.5  ml  of  the 
concentrated  antitoxin.  One  vial  is  all  that’s  needed.  This  should  be  given  intra- 
venously. It  can  be  given  in  10  ml  of  saline  solution  slowly  over  a 5 -minute  or 
10-minute  period.  One  vial  is  enough  to  protect  against  the  bites  of  four  or  five 
different  spiders.  . . . Certainly  the  antivenom  is  the  drug  of  choice.  We  use  this 
in  all  children  under  the  age  of  12;  actually  for  legal  reasons  I think  one  should 
probably  use  it  in  everyone  up  to  the  age  of  16.  It’s  also  indicated  in  people  with 
hypertensive  heart  disease  or  hypertensive  diseases  of  any  sort  because  the  venom 
does  produce  hypertension  and  a marked  increase  in  cerebrospinal  fluid.  . . . Nor- 
mally we  give  anyone  over  60  the  antivenom.  Between  these  two  age  groups,  we 
use  muscle  relaxants.  Local  heat  is  of  value,  not  immediately  after  the  bite  but 
certainly  for  the  muscle  cramps.  Some  physicians  give  Demerol  to  knock  out  the 
pain.  It  doesn’t  affect  the  muscle  cramps,  but  it  makes  the  patient  feel  relaxed 
and  much  better.  The  antivenom  has  the  advantage  that  it  decreases  the  cerebro- 
spinal fluid  pressure  and  the  blood  pressure  and  relieves  the  muscle  cramps;  of 
course,  it’s  specific  for  this  type  of  thing.” 

— Findlay  E.  Russell,  M.D.,  Los  Angeles 
Extracted  from  Audio-Digest  General  Practice, 
Vol.  17,  No.  25,  in  the  Audio-Digest  Founda- 
tion’s subscription  series  of  tape-recorded  pro- 
grams. 
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MEDICAL  STAFF  CONFERENCE 


Amebic  Liver  Abscess  and 
Hydatid  Disease 

These  discussions  are  selected  from  the  weekly  staff  conferences  in  the  Depart- 
ment  of  Medicine,  University  of  California,  San  Francisco.  Taken  from  tran- 
scriptions, they  are  prepared  by  Drs.  Martin  J.  Cline  and  Hibbard  E.  Williams, 
Associate  Professors  of  Medicine,  under  the  direction  of  Dr.  Lloyd  H.  Smith,  Jr., 
Professor  of  Medicine  and  Chairman  of  the  Department  of  Medicine. 


Dr.  Ellis:*  This  was  the  first  University  of  Cali- 
fornia Hospital  admission  for  this  46-year-old 
British  woman.  She  was  born  in  Malaysia,  lived 
most  of  her  life  in  India,  Pakistan,  Indonesia  and 
Malaysia,  and  came  to  the  United  States  in  1963. 
While  in  Pakistan  in  1954  she  had  several  episodes 
of  dysentery  of  undetermined  cause  and  an  episode 
of  transient  jaundice  associated  with  right-upper- 
quadrant  pain.  The  cause  of  the  jaundice  was  not 
determined,  and  treatment  consisted  of  two  to 
three  weeks  of  bed  rest. 

The  patient  then  had  had  no  symptoms  until, 
about  two  weeks  before  the  present  admission  to 
UC  Hospital,  malaise,  anorexia,  myalgia,  head- 
ache, and  nasal  congestion  developed.  Penicillin 
and  novahistine  were  administered  without  relief. 
The  symptoms  progressed  to  nausea,  vomiting, 
shaking  chills,  fever  spikes  to  39.4°C  (103°F), 
night  sweats,  scleral  icterus,  and  dull,  constant, 
right-upper-quadrant  pain. 

The  patient  thereupon  was  admitted  to  another 
hospital,  about  a week  before  she  entered  the 
hospital  here.  Radiographic  study  of  the  chest 
showed  no  abnormality.  Laboratory  test  results 
included:  hematocrit,  35  percent;  leukocytes,  30,- 
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000  per  cu  mm  with  a shift  to  the  left;  alkaline 
phosphatase,  30  Bodansky  units  (normal,  0 to  4); 
serum  glutamic  pyruvic  transaminase,  39  units; 
and  total  bilirubin  of  2.6  mg  per  100  ml  (direct, 
1.9  mg  per  100  ml).  Common  duct  exploration 
was  carried  out.  The  liver  was  enlarged  to  6 cm 
below  the  right  costal  margin,  but  no  masses  were 
noted.  The  gall  bladder  was  normal  and  the  com- 
mon duct  patent.  A T tube  was  placed.  Biopsy  of 
a specimen  of  the  liver  taken  by  needle  revealed 
essentially  normal  tissue,  and  biopsy  of  an  enlarged 
lymph  node  in  the  porta  hepatis  revealed  only 
reactive  hyperplasia.  Fever  continued  postopera- 
tively,  and  a course  of  cephalothin  and  kanamycin 
was  ineffective.  On  the  fourth  postoperative  day 
the  patient  had  a hypotensive  reaction,  tachy- 
cardia, and  hemodilution.  A large  amount  of 
serosanguinous  fluid  was  removed  by  peritoneal 
tap.  Cultures  of  blood,  bile,  sputum,  urine,  and 
fluid  from  the  peritoneal  cavity  showed  no  growth. 
A search  for  ova  and  parasites  yielded  only 
Trichuris  trichiura  in  one  stool  specimen.  Amebi- 
asis was  considered,  and  serum  was  sent  to  the 
National  Communicable  Disease  Center  in  Atlanta 
for  an  indirect  hemagglutination  test.  The  patient 
was  then  transferred  to  the  University  of  California 
Hospital  in  San  Francisco. 


On  admission  here,  approximately  two  weeks 
after  onset  of  the  illness,  the  patient  was  acutely 
ill  and  had  pronounced  jaundice.  A pulse  of  120, 
blood  pressure  of  100/80  mm  of  mercury  and 
rectal  temperature  of  37.8°C  were  recorded.  Palm- 
ar erythema  was  observed,  and  a few  spider  angio- 
mata were  present  on  the  anterior  chest.  There 
was  no  lymphadenopathy.  Examination  of  the 
chest  revealed  right  basilar  dullness  and  decreased 
breath  sounds.  No  cardiac  abnormality  was  noted. 
Abdominal  examination  showed  a well  healed  in- 
cision and  drain  in  place  in  the  right-upper- 
quadrant  with  bile  draining  from  it.  The  liver 
was  palpable  8 cm  below  the  right  costal  margin. 
The  spleen  was  not  palpable.  Bowel  sounds  were 
decreased,  and  a stool  specimen  was  positive  for 
occult  blood.  A finer  tremor  was  present  and  the 
patient  was  disoriented  as  to  time  and  place. 

Laboratory  studies  on  admission  included: 
hematocrit,  32  percent;  hemoglobin,  1 1 grams  per 
100  ml;  leukocytes,  39,600  per  cu  mm  with  80 
percent  polymorphonuclear  cells,  3 percent  lymph- 
ocytes, 5 percent  monocytes,  and  1 percent  eosin- 
ophils; nonprotein  nitrogen,  56  mg  per  100  ml; 
creatinine,  1.7  mg  per  100  ml;  bilirubin,  7.1  mg 
per  100  ml  (direct,  5.2  mg  per  100  ml);  total 
proteins,  5.2  (albumin,  2.1);  alkaline  phosphatase, 
592  international  units  per  liter  (normal,  25  to 
80);  serum  glutamic  oxaloacetic  transaminase,  227 
units;  serum  glutamic  pyruvic  transaminase,  164 
units;  lactic  acid  dehydrogenase,  1,024;  amylase, 
27.  Arterial  gases  showed  a pH  of  7.48,  oxygen 
partial  pressure  of  50  mm  of  mercury,  and  carbon 
dioxide  partial  pressure  of  32  mm  of  mercury.  The 
cerebrospinal  fluid  was  within  normal  limits.  Ra- 
diographic study  of  the  chest  showed  an  elevated 
right  hemidiaphragm  and  a right  pleural  effusion. 
A T-tube  cholangiogram  showed  a patent  common 
duct  with  extravasation  of  contrast  material  into 
the  abscess.  Right  thoracentesis  yielded  650  ml 
of  transudate  which  was  negative  on  culture. 
Cytological  examination  showed  reactive  meso- 
thelial  cells.  A radioactive  liver  scan  demon- 
strated a 4 X 7-inch  defect  in  the  right  dome  of 
the  liver  consistent  with  hepatic  abscess.  A celiac 
arteriogram  showed  hepatic  arteries  and  branches 
normal  except  for  stretching  and  displacement  in 
the  area  of  the  liver  abscess. 

Exploratory  laparotomy  on  the  second  hospital 
day  revealed  a huge  abscess  of  the  liver  involving 
approximately  half  of  the  right  lobe.  Contents  of 
the  lesion  appeared  grayish  and  hemorrhagic  and 


were  necrotic  throughout.  The  abscess  did  not 
have  a limiting  membranous  wall  and  no  frag- 
ments of  membrane  were  seen.  The  lesion  was 
surgically  opened  and  two  subcostal  Penrose  drains 
were  placed.  Examination  of  a Gram-stained  speci- 
men and  routine  culture  of  material  from  the  ab- 
scess were  negative.  No  amebas  were  seen  after 
direct  smear  or  concentration.  Microscopic  exam- 
ination of  liver  tissue  showed  extensive  areas  of 
ischemic  necrosis  and  central  venous  congestion 
but  no  bacteria  or  amebas. 

The  results  of  the  indirect  hemagglutination  test 
for  amebiasis,  received  four  days  after  admission, 
revealed  a titer  greater  than  1 : 4096,  indicative  of 
active  invasive  amebic  disease.  The  Casoni  skin 
test  for  Echinococcus  granulosus  was  negative  for 
both  immediate  and  delayed  reactions  on  two 
occasions,  but  scolices  of  Echinococcus  granulos- 
us were  demonstrated  in  one  stool  specimen. 
Echinococcus  multilocularis  skin  test  antigen  pro- 
duced a small  immediate  reaction,  a 1 .4  cm  wheal, 
but  the  delayed  reaction  was  negative.  Trichuris 
trichiura  ova  were  seen  in  two  stool  specimens, 
but  amebas  were  not  seen  by  the  Tropical  Dis- 
ease Laboratory  on  repeated  examinations  of  ten 
specimens  by  direct,  concentrated,  and  stained 
specimen  techniques. 

The  patient’s  hospital  course  was  characterized 
initially  by  low-grade  fever,  the  temperature 
eventually  returning  to  normal.  Tracheal  intuba- 
tion was  necessary  for  a few  days  following  opera- 
tion because  of  profound  hypoxia  associated  with 
a significant  arteriovenous  shunt.  An  arterial 
oxygen  partial  pressure  of  120  mm  of  mercury 
was  obtained  with  the  patient  breathing  100  per- 
cent oxygen.  A chest  tube  was  placed  in  the  right 
pleural  space  for  drainage  of  pneumothorax  which 
developed  following  thoracentesis.  Repeated  blood 
cultures  were  negative.  Cultures  of  material  from 
biliary,  subcostal  and  endotracheal  drainage,  and 
of  urine  yielded  only  a scant-to-moderate  growth 
of  Candida  albicans  or  parakrusei. 

Therapy  consisted  of  ampicillin,  chloroquine, 
emetine,  and  diiodohydroxyquin.  A short  course 
of  kanamycin  was  administered  for  pneumonitis 
thought  to  result  from  a proteus  organism.  Elec- 
trocardiograms were  within  normal  limits  and  re- 
mained so  during  and  after  emetine  therapy.  The 
patient  lost  approximately  16  kg  of  weight.  A T- 
tube  cholangiogram  shortly  before  discharge  con- 
tinued to  show  extravasation  of  contrast  material 
into  the  abscess  cavity,  but  the  common  duct  re- 
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Figure  1. — Selected  views  from  the  liver  scintiphoto  study  obtained  during  diagnostic  evaluation  October  26,  1969, 
and  from  a follow-up  study  November  25,  1969,  are  shown.  The  first  study  shows  a giant  defect  laterally  and  posteriorly 
in  the  right  lobe  of  the  liver  which  can  best  be  appreciated  in  the  right  anterior  and  right  lateral  view.  Pronounced 
increase  in  bone  marrow  labeling  and  peripheral  extension  of  bone  marrow  are  also  present.  The  follow-up  study  one 
month  later  demonstrates  pronounced  improvement  with  decrease  of  the  giant  defect  of  liver  labeling  within  the  liver 
substance. 


mained  patent.  Although  many  values  were  nor- 
mal, eosinophil  levels  of  9 and  10  percent  were 
recorded  on  two  occasions.  At  the  time  of  dis- 
charge, one  month  after  operation,  the  patient  was 
ambulatory  and  afebrile.  Leukocytes  numbered 
8,600  per  cu  mm  and  results  of  chemical  studies 
referable  to  the  liver  had  gradually  returned  to 
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normal,  except  for  continued  elevation  of  the  alka- 
line phosphatase. 

Dr.  Smith:*  Thank  you  very  much.  Dr.  Ellis. 
We  are  pleased  to  have  Dr.  Malcolm  Powell  to 


•Lloyd  H.  Smith,  Jr.,  M.D.,  Professor  and  Chairman,  Department 
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present  the  data  on  the  radioactive  liver  scan 
in  this  patient. 

Dr.  Powell;*  Two  liver  gammaphotographic 
studies  were  performed,  with  technetium  sulfur 
colloid  used  to  label  the  reticuloendothelial  ele- 
ments within  the  liver  (Figure  1).  The  first  study 
established  the  presence  of  a large  space-occupying 
lesion  within  the  liver  which  was  consistent  with 
the  diagnosis  of  liver  abscess.  The  second  study 
was  performed  nearly  a month  later,  after  therapy 
for  the  abscess.  The  liver  reticuloendothelial  tissue 
was  evenly  distributed  and  the  resulting  gamma- 
photos  were  of  extremely  high  spatial  resolution. 

The  original  gammaphotographic  study  showed 
a giant  defect  of  labeling  in  the  region  of  the  right 
lobe  of  the  liver  above  the  level  of  the  inferior 
costal  margin.  In  the  lateral  view,  the  abscess  oc- 
cupied the  entire  posterior  segment  of  the  right 
lobe  of  the  liver  and  displaced  the  liver  quite 
far  anteriorly.  This  anterior  displacement  caused 
the  liver  to  appear  as  a very  faint  image  in  the 
posterior  view,  since  it  was  farther  away  from  the 
detector  and  there  was  less  available  radiation  to 
form  the  image.  The  defect  had  slightly  irregular 
but  discrete  margins.  It  was  not  a single  spherical 
defect  entirely  within  the  liver,  as  is  often  seen 
with  amebic  abscess.  In  the  right  anterior  view  of 
the  diaphragmatic  area  (second  row  of  gamma- 
photos  in  Figure  1)  faint  images  of  rib  marrow 
spaces  were  superimposed  over  the  large  negative 
defect  associated  with  the  abscess.  Lung  labeling 
was  visible  above  the  level  of  the  defect.  Small 
amounts  of  technetium  colloid  were  localized  in 
lungs  owing  to  the  presence  of  larger  sized  particles 
in  the  radiopharmaceutical  preparation.  An  inter- 
esting defect  was  seen  superiorly  and  laterally  in 
the  spleen  image  in  the  left  posterior  view.  This 
was  quite  small,  less  than  a half  inch  in  diameter, 
and  would  be  consistent  with  granulomatous  dis- 
ease, splenic  infarct,  or  other  small  abnormality 
within  the  spleen.  The  image  of  the  left  foot 
showed  the  extreme  peripheral  extension  of  bone 
marrow  sometimes  seen  in  response  to  infection. 
The  os  calcis  was  particularly  well  labeled,  but 
label  was  seen  to  extend  out  into  the  phalanges  of 
the  toes. 

The  second  study,  performed  a month  after 
initiation  of  therapy,  showed  a remarkable  change 
in  the  liver  outlines.  The  liver  was  a recognizable 
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liver  shape  with  considerable  labeling  of  liver 
substance  above  the  level  of  the  costal  margin,  as 
indicated  by  a lead  marker  in  the  anterior  view 
photo.  The  lead  marker  was  not  seen  in  the  first 
study  because  it  was  superimposed  over  the  un- 
labeled abscess.  The  liver  lay  very  low,  so  that  it 
was  largely  below  the  costal  margin.  The  anterior 
view  did  not  clearly  define  the  previous  defect, 
but  a defect  still  was  present  in  the  right  lateral 
and  the  posterior  views.  At  this  time,  the  liver 
was  seen  much  better  in  the  posterior  view  than 
it  was  before,  because  its  position  had  shifted 
posteriorly  with  resolution  of  the  abscess.  It  should 
be  noted  that  there  was  some  irregularity  of  liver 
labeling  throughout,  consistent  with  hepatocellular 
disease.  No  major  focal  abnormalities  were  seen 
except  those  residual  from  the  previous  abscess. 

These  studies  gave  excellent  demonstration  of 
the  usefulness  of  liver  gammaphoto  studies  in  de- 
fining the  presence  of  liver  disease  and  its  location 
within  the  liver  substance  so  that  specimens  can 
be  taken  from  the  right  sites  for  diagnosis  by  bi- 
opsy. Also  illustrated  was  the  value  of  routine 
imaging  of  the  spleen  and  marrow  when  liver 
gammaphoto  studies  using  ^^'"technetium  sulfur 
colloid  are  performed. 

Dr.  Smith:  This  desperately  ill  patient  was  seen 
by  many  members  of  the  house  staff  as  well  as 
members  of  the  faculty  and  various  specialty 
groups  during  her  prolonged  stay  here.  We  have 
asked  Dr.  Robert  S.  Goldsmith  from  the  Hooper 
Foundation  to  open  the  discussion  of  her  illness. 

Dr.  Goldsmith:*  The  clinical  diagnosis  of  liver 
abscess  was  not  too  difficult  in  this  patient’s  case. 
Clinical  findings  preceding  operation  included 
fever,  prostration,  right  upper-quadrant  pain,  and 
an  enlarged  and  tender  liver — all  cardinal  signs 
and  symptoms  of  hepatic  abscess.  A liver  scan 
showed  the  abscess  to  be  in  the  right  lobe.  The 
diagnosis  preoperatively  was  amebic  abscess,  py- 
ogenic abscess,  or  a combined  infection.  At 
operation,  however,  the  abscess  did  not  have  the 
characteristic  features  of  either  infection,  and  ex- 
amination of  its  contents  showed  no  bacteria  or 
trophozoites. 

Thus  the  specific  diagnosis  remained  uncertain 
for  several  days  after  the  operation.  Because  the 
patient  was  so  ill,  treatment  was  begun  with  both 
antibiotics  and  chloroquine  so  that  pyogenic  or- 
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ganisms  and  amebas,  if  present,  would  be  de- 
stroyed. On  the  fourth  day  after  admission,  two 
laboratory  reports  delivered  within  hours  of  each 
other  confronted  us  with  the  suggestion  of  an 
interaction  between  an  unexpected  pair  of  etiologic 
agents:  Entamoeba  histolytica  and  Echinococcus 
granulosus.  In  reviewing  the  literature,  I found 
no  similar  report  in  which  amebiasis  and  hydatid 
disease  appeared  simultaneously  in  relation  to  a 
liver  abscess. 

The  diagnosis  of  amebiasis  in  this  patient’s  ill- 
ness is  based  upon  a high  amebiasis  antibody  titer 
by  the  indirect  hemagglutination  test.  The  diag- 
nosis of  hydatid  disease  is  based  upon  the  remark- 
able parasitologic  evidence  of  hydatid  scoUces  in 
the  stool.  How  did  scolices  get  into  the  gastro- 
intestinal tract,  since  scolices  are  usually  enclosed 
completely  within  the  walls  of  a hydatid  cyst  and 
hydatid  cysts  are  generally  contained  within  the 
liver?  I surmise  that  a hydatid  cyst  in  the  patient’s 
liver  leaked  or  ruptured  into  the  abscess  cavity 
and  some  cyst  contents  later  passed  via  the  biliary 
system  into  the  gut  and  hence  into  stool.  We  know 
from  T-tube  cholangiograms  that  the  biliary  radi- 
cles were  in  direct  contact  with  the  abscess  cavity. 

Whether  the  patient’s  abscess  contained  a py- 
ogenic component  in  addition  to  the  amebic  infec- 
tion is  still  not  known.  I am  inclined  to  believe 
that  this  abscess,  as  in  a small  proportion  of  all 
liver  abscesses,'  was  the  result  of  a combined 
infection.  The  high  leukocyte  count  (40,000  per 
cu  mm),  jaundice,  and  other  liver  function  abnor- 
malities are  findings  more  characteristic  of  a py- 
ogenic than  of  an  amebic  abscess,  although  all 
may  occur  in  an  amebic  abscess  alone. Direct 
smears  and  subsequent  cultures  of  the  abscess  con- 
tents were  negative  for  bacteria,  but  pyogenic  or- 
ganisms are  often  absent  in  pus  aspirated  from  the 
center  of  an  abscess  because  of  autolysis.  Also, 
organisms  may  be  absent  in  pus  from  the  periphery 
of  an  abscess  if  a patient  has  been  treated  with 
antibiotics,  as  this  patient  had  been  for  several 
weeks. 

Source  of  Infection 

We  can  only  speculate  on  the  sources  of  this 
patient’s  infections.  She  may  have  acquired  the 
hydatid  infection  when  she  lived  near  Perth,  Aus- 
tralia, in  a rural  sheep  and  cattle  area  during 
World  War  II.  That  was  25  years  ago,  but  most 
hydatid  cysts  grow  slowly  (often  for  the  lifetime 
of  the  patient)  and  require  up  to  a decade  to 


become  large  enough  to  manifest  themselves  by 
exerting  pressure  or  by  rupturing.  No  Taenia  ova 
were  found  in  the  stool  of  the  patient’s  present  dog, 
but  no  purge  was  used  to  obtain  the  specimen. 
The  patient  could  have  acquired  the  amebic  infec- 
tion during  her  past  seven  years’  residence  in  the 
United  States,  considering  that  the  prevalence  in 
different  areas  of  this  country  in  1961  was  esti- 
mated at  2 to  6 percent.'*  But  it  is  far  more  likely 
that  the  amebic  infection  was  acquired  while 
she  was  living  abroad,  either  in  Malaysia,  Indo- 
nesia, Pakistan,  or  India — countries  where  the  dis- 
ease is  highly  prevalent.  It  is  not  unusual  for  an 
asymptomatic  amebic  intestinal  infection  to  persist 
for  many  years  and  ultimately  give  rise  to  an  acute 
amebic  abscess  of  the  fiver.  In  fact,  30  to  40 
percent  of  patients  with  proven  amebic  abscesses 
of  the  fiver  give  no  history  of  dysentery.  This  pa- 
tient had  experienced  sporadic  episodes  of  mild- 
to-moderate  diarrhea  while  abroad,  but  she  had 
had  no  significant  intestinal  symptoms  while  living 
in  this  country. 

Amebiasis 

Diagnosis 

In  recent  years  serologic  tests  have  been  de- 
veloped as  aids  in  the  diagnosis  of  amebiasis.^  The 
indirect  hemagglutination  (iha)  tesU"’  is  now 
available  to  physicians  in  the  United  States  for 
clinical  use.  However,  because  no  satisfactory 
commercial  antigen  has  been  marketed,  local  lab- 
oratories cannot  perform  this  test.  At  present, 
therefore,  we  rely  upon  the  Parasitology  Section 
of  the  National  Communicable  Disease  Center 
(ncdc)  in  Atlanta,  Georgia,  for  this  service.  The 
serum  should  be  separated  under  aseptic  condi- 
tions and  sent  unfrozen  by  airmail.  Specimens 
are  processed  promptly  at  ncdc  and  results  can  be 
obtained  by  telephone  within  one  to  two  days 
after  receipt. 

A low  positive  titer  (1:128  to  256)  means 
either  that  the  patient  has  an  active  infection  or 
has  had  amebiasis  and  is  cured.  At  these  titers 
the  antigen  does  not  appear  to  cross-react  with 
antibodies  from  any  other  disease.  High  titers 
(1:2,048  or  greater)  are  more  often  associated 
with  active  disease.  The  iha  test  cannot  be  used 
to  distinguish  between  amebic  infections  of  the 
fiver  and  of  the  intestinal  tract.  A positive  test 
result  simply  means  infection  in  either  or  both 
sites. 
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When  the  test  is  used  to  detect  amebic  liver 
abscess,  false  negatives  occur  in  less  than  5 percent 
of  patients.  Because  the  test  is  so  sensitive  and 
specific  for  amebic  abscess,  it  can  be  used  with 
considerable  confidence  to  confirm  the  diagnosis 
in  the  case  we  are  discussing.  Repeat  titrations  on 
two  specimens  of  the  patient’s  blood  gave  end- 
point titrations  of  1 ; 32,700  and  1 : 131,000. 

The  IHA  test  is  less  sensitive  in  amebic  infections 
of  the  intestinal  tract.  In  amebic  dysentery,  a con- 
dition in  which  trophozoites  invade  the  intestinal 
wall,  false  negative  results  may  occur  in  up  to  15 
percent  of  proven  cases.  In  asymptomatic  intestinal 
infection  the  parasite  is  generally  not  invasive  and 
false  negatives  have  been  reported  in  35  to  90 
percent  of  patients  known  to  have  an  intestinal 
infection. 

Additional  parasitologic  tests  in  suspected  cases 
of  amebic  liver  abscess  should  include  examination 
of  the  intestinal  tract  and  the  abscess  for  amebas. 
Stools  should  be  examined  for  trophozoites  and 
cysts  on  at  least  six  occasions.  If  immediate  exam- 
ination is  not  possible,  the  specimen  should  be 
placed  in  a preservative.  Proctosigmoidoscopy 
should  also  be  conducted  to  search  for  mucosal 
ulcers.  If  seen,  ulcers  should  be  scraped;  the  con- 
tents should  be  placed  in  a drop  of  saline  and  then 
promptly  searched  for  trophozoites.  At  endoscopy 
a specimen  of  the  ulcer  should  be  taken  for  biopsy. 
If  no  ulcers  are  present,  biopsy  material  should 
be  taken  from  normal  mucosa.  Occasionally  bi- 
opsy has  been  the  sole  means  for  establishing  a 
morphological  diagnosis.  Nevertheless,  intestinal 
amebas  are  found  in  only  15  percent  of  patients 
with  amebic  liver  abscess  who  are  free  of  bowel 
symptoms. 

Amebic  abscesses  are  often  aspirated  both  for 
diagnostic  and  therapeutic  purposes.  For  thera- 
peutic reasons,  aspiration  need  only  be  done  on 
large  abscesses  to  hasten  the  healing  process  and 
prevent  rupture.  Pus  from  amebic  abscesses  is 
classically  described  as  “anchovy”  in  color,  but  it 
may  range  from  creamy-white  to  chocolate,  with 
specks  of  blood  often  seen.  In  the  absence  of 
secondary  infection,  the  pus  has  a musty  odor. 
Aspiration  should  be  done  by  an  experienced  per- 
son, as  there  is  a potential  hazard  in  the  introduc- 
tion of  bacteria  followed  by  secondary  infection. 
The  procedure  should  be  carried  out  under  max- 
imal aseptic  conditions  in  the  surgical  amphithe- 
ater. Trophozoites  are  best  found  in  aspirate  from 
the  edge  of  the  cavity,  not  from  the  center  where 


autolysis  occurs.  If  very  thick,  the  pus  should  be 
thinned  before  examination  by  incubation  at  37°C 
for  30  minutes  with  streptokinasc-streptodornase. 
If  immediate  examination  cannot  be  carried  out 
the  aspirate  should  be  fixed  in  polyvinyl  alcohol. 
Amebic  cultures  should  be  requested  if  the  labora- 
tory procedure  is  available. 

Other  diagnostic  tests  for  amebic  liver  abscess 
include  the  radiologic  methods  used  to  study  this 
patient’s  illness.  Eosinophilia  is  not  commonly 
present.  Most  reports  in  the  literature  indicate  that 
liver  function  abnormalities  are  inconsistent  and 
contribute  little  to  the  diagnosis. The  most 
common  changes  are  retention  of  bromsulphalein, 
elevation  of  alkaline  phosphatase  and  serum 
globulin,  and  reduction  of  albumin.  Jaundice  is 
unusual  and  when  present  suggests  a very  large 
abscess  obstructing  the  biliary  system.  In  the  pres- 
ent case,  alkaline  phosphatase  was  elevated  to  four 
times  the  normal  level  two  weeks  after  operation, 
at  a time  when  the  bilirubin  and  other  liver  func- 
tion tests  were  returning  to  normal.  Although 
the  alkaline  phosphatase  level  may  fall  slowly,  we 
were  perplexed  by  its  failure  to  decrease  in  this 
case.  Elevations  have  been  reported  in  cases  of 
rupture  of  hydatid  cysts  into  the  biliary  tract.^ 
Several  other  potential  causes  in  addition  to  the 
abscess  could  not  be  implicated:  The  common 
duct  was  patent  and,  although  the  patient  had 
received  a large  amount  of  serum  albumin  over 
a two-week  period,  none  of  it,  to  our  knowledge, 
was  of  placental  rather  than  venous  origin.  Serum 
albumin  from  placental  sources  would  be  expected 
to  sustain  an  alkaline  phosphatase  elevation.*’® 

Treatment'’ 

Treatment  of  the  abscess  in  the  present  case 
consisted  of  surgical  drainage,  antibiotics,  and 
specific  anti-amebic  therapy  with  chloroquine  and 
emetine.  Diiodohydroxyquin  (Diodoquin®)  was 
given  to  eradicate  amebas,  if  present,  from  the 
gastrointestinal  tract.  The  combination  of  chloro- 
quine and  emetine  is  currently  the  treatment  of 
choice  for  amebic  liver  abscess.  Relapses  are  more 
commonly  seen  when  either  drug  is  used  alone 
than  when  they  are  used  together.’  Because  the 
patient  was  very  debilitated,  she  was  given  30  mg 
of  emetine  daily  for  ten  days,  half  the  usual  dos- 
age, but  she  received  a standard  dosage  of  chlor- 
oquine, 250  mg  twice  daily  for  four  weeks. 


*Six  weeks  after  discharge  the  patient's  alkaline  phosphatase  level 
had  returned  to  normal. 


The  Wesfern  Journal  of  Medicine 


37 


The  new  synthetic  drug  dehydroemetine"  may 
replace  emetine.  In  experimental  animals  dehy- 
droemetine is  less  toxic  and  is  excreted  more 
rapidly  than  emetine,  but  until  additional  clinical 
experience  is  obtained,  the  same  cautions  and 
contraindications  should  be  followed  for  dehydro- 
emetine as  for  emetine.  In  the  United  States, 
dehydroemetine  is  not  yet  approved  for  clinical 
use  but  may  be  obtained  for  use  on  an  investiga- 
tional basis  from  the  ncdc.* 

Hydatid  Disease 

The  etiologic  agent  in  hydatid  disease  (echi- 
nococcosis) is  usually  Echinococcus  granulosus. 
Echinococcus  multilocularis  is  less  often  a causa- 
tive organism  and  produces  a different,  more  life- 
threatening  disease  characterized  by  a neoplastic- 
like invasive  process.  My  comments  will  be 
limited  to  E.  granulosus. 

Hydatid  disease  resulting  from  E.  granulosus  is 
prevalent  in  many  parts  of  the  world  and  is  hyper- 
endemic in  the  great  sheep  and  cattle  raising  re- 
gions. In  most  cases  diagnosed  in  humans  in  the 
United  States  the  infection  occurred  abroad.  How- 
ever, hydatid  disease  acquired  in  this  country  has 
been  reported  from  most  regions  and  specifically 
from  16  states.  Infection  is  present  in  sheep  in 
California,  autochthonous  human  cases  have  also 
been  reported,  and  recently  the  entire  parasitic 
transmission  cycle  has  been  demonstrated  on  a 
Basque  shepherd’s  farm  in  the  Central  Valley  of 
this  state." 

The  Parasite 

The  adult  form  of  the  parasite,  a tiny  tapeworm 
3 to  6 mm  long,  is  found  in  the  intestines  of  dogs, 
wolves,  and  other  members  of  the  family  Candidae. 
Ova  are  released  from  the  terminal  segment  of 
the  adult  tapeworm  and  pass  in  the  feces  to  the 
ground.  Herbivores,  particularly  sheep,  cattle,  and 
hogs,  ingest  the  ova  while  feeding.  Man  becomes 
infected  only  by  inadvertently  ingesting  the  ova. 
In  both  grazing  animals  and  man  the  hexacanth 
embryo  hatches  from  the  ova,  penetrates  the  in- 
testinal wall,  and  is  carried  in  the  vascular  chan- 
nels to  the  liver  and  other  organs  and  tissues  where 
it  develops  into  a hydatid  cyst — the  larval  form 
of  the  parasite.  The  parasite's  life  cycle  is  com- 
pleted when  a carnivore  ingests  the  viscera,  par- 
ticularly the  liver,  of  the  infected  herbivore.  Scol- 


*Dr.  Myron  Schultz,  Parasitic  Diseases  Branch. 


ices  within  the  cyst  then  mature  into  numerous 
adult  tapeworms  in  the  carnivore’s  intestine.  The 
adult  tapeworm  cannot  develop  in  man’s  intestine; 
therefore,  man  serves  only  as  a “dead  end,’’  acci- 
dental, intermediate  host  for  the  parasite. 

Pathogenesis  in  Man 

Because  the  liver  is  the  first  organ  to  screen  the 
flow  of  mesenteric  blood,  most  hydatid  cysts  are 
found  there.  Some  embryos  pass  through  the  liver, 
gaining  access  to  other  organs  and  tissues.  The 
lung  is  the  next  most  common  site  of  infection 
and  other  sites  less  often  infected  include  the 
spleen,  heart,  bones,  and  central  nervous  system. 

When  man  is  infected  with  E.  granulosus,  usual- 
ly only  one  cyst  develops  in  the  liver.  The  char- 
acteristically unilocular  cyst  has  a laminated  wall 
whose  thick  outer  portion,  formed  as  a protective 
device  by  the  host,  is  composed  of  dense,  fibrous 
connective  tissue.  The  thin  inner  portion,  derived 
from  the  parasite,  contains  several  structures,  the 
most  important  being  an  innermost  “germinal” 
layer.  This  layer  gives  rise  to  daughter  colonies 
and  to  numerous  individual  scoUces  similar  to 
those  found  in  the  stool  of  the  patient  in  the  pres- 
ent case.  The  host  is  protected  from  the  capacity 
of  the  scolices  to  develop  into  new  hydatids  so  long 
as  the  scolices  remain  within  the  cyst  wall.  Should 
the  cyst  wall  break,  however,  scolices  and  daughter 
colonies  (brood  capsules)  escape  and  may  be 
seeded  in  nearby  areas  to  form  secondary  cysts. 

A hydatid  cyst  of  the  human  liver  grows  slowly, 
reaching  a diameter  of  1 to  2 mm  in  two  months. 
Most  cysts  attain  a diameter  of  1 to  7 cm,  but 
larger  ones  containing  several  liters  of  fluid  may 
occur.  Patients  are  usually  asymptomatic  until  a 
cyst  becomes  so  large  or  is  so  situated  as  to  cause 
pressure,  or  it  ruptures  or  becomes  infected. 

Rupture  is  a frequent  complication,  since  hydro- 
static pressure  within  a cyst  is  several  times  greater 
than  that  of  the  surrounding  liver  tissue.  The  cyst 
may  rupture,  spontaneously  or  because  of  trauma, 
into  the  biliary  system  or  into  the  abdominal  or 
chest  cavities.  The  three  classical  features  of  rup- 
ture into  the  biliary  system  are  right  upper-quad- 
rant  pain,  jaundice,  and  allergic  reactions. 
Diagnosis  of  rupture  is  confirmed  when  scolices 
or  portions  of  cyst  wall  or  both  are  found  in  the 
stool. 

Figures  2 and  3 are  photographs  of  a scolex 
found  in  the  patient’s  stool  in  the  present  case.  The 
scolices  recovered  were  typical  of  invaginated 
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Figure  2. — Hydatid  scolex  found  in  the  patient’s  stool. 


Figure  3. — Enlarged  view  of  scolex  showing  booklets. 


Echinococcus  scolices  containing  diffuse  calcare- 
ous granules  and  a central  cluster  of  taenia-like 
booklets.  The  scolex  illustrated  measured  135  by 
162  fx — within  the  expected  range  for  E.  granu- 
losus. The  booklet  count  in  the  specimen  was  28, 
about  the  minimum  number  usually  found.  Indi- 
vidual booklets  are  approximately  30  /x  long. 

Diagnosis 

A large  and  tender  liver  usually  suggests  the 
diagnosis  of  hydatid  cyst  in  a patient  who  has 
resided  in  an  endemic  area.  Clinical  and  labora- 
tory findings  that  support  the  diagnosis  include: 
eosinophilia  (occurring  in  about  25  percent  of 
patients),  a “hydatid  thrill”  (occasionally  seen  in 
patients  with  very  large  cysts),  calcification  of 
the  cyst  wall  (seen  on  flat  x-ray  films  of  the  ab- 
domen), and  a space-occupying  lesion  in  the  liver 
(revealed  by  radioisotopic  scan  or  other  radiologic 
techniques). 

Several  immunologic  tests  also  facilitate  diag- 
nosis. The  Casoni  intradermal  skin  test  gives  posi- 


tive results  in  70  to  95  percent  of  proven  cases,  but 
false  positives  have  been  reported  in  as  many  as 
17  percent  of  controls.'*  The  Casoni  test  is  read 
at  15  minutes  and  at  18  to  24  hours  and  should  be 
compared  with  a control  saline  solution  injection. 
Two  serologic  tests  are  performed  by  ncdc,  the 
IHA  test  (diagnostic  titer,  1:400  to  800)  and  the 
bentonite  flocculation  (bf)  test  (diagnostic  titer, 
1:5).  The  iha  test  gives  positive  results  in  approx- 
imately 83  percent  of  proven  cases  and  false  posi- 
tives in  the  range  of  1 to  3 percent.'* 

In  the  present  case  the  history  of  repeated  ab- 
dominal pain  and  jaundice  ten  years  ago  is  com- 
patible with  recurrent  leaking  from  a hydatid  cyst, 
a syndrome  described  by  other  observers. Dur- 
ing the  present  illness  eosinophilia  was  noted  twice, 
but  cyst  wall  calcification  was  not  found  on  x-ray 
examination.  The  iha  and  bf  serologic  tests  were 
negative.  Casoni  skin  tests  using  two  different 
sources  of  E.  granulosus  antigen  were  negative 
when  conducted  immediately  before  and  after 
operation.  When  I used  an  E.  multilocularis  anti- 
gen four  weeks  after  operation,  I obtained  a reac- 
tion interpreted  as  borderline  positive:  At  15 
minutes  the  maximum  wheal  diameter  was  1.4  cm, 
the  minimum  diameter  1.0  cm,  and  the  control 
0.6  cm.  At  18  hours  no  reaction  was  present.  A 
negative  immunologic  response  in  the  presence  of 
a live  hydatid  cyst  is  unusual.  Had  this  patient  had 
a hydatid  cyst  in  the  lung,  in  the  event  of  cyst 
rupture  scolices  could  have  been  coughed  up  and 
then  swallowed.  Poor  immunologic  responsiveness 
would  then  be  anticipated.  However,  an  x-ray 
film  of  the  chest  at  the  onset  of  illness  showed  no 
abnormality.  Radiographs  of  bones  for  extopic 
lesions  should  be  done. 

I cannot  say  precisely  when,  in  the  present  case, 
the  hydatid  cyst  in  the  liver  ruptured  into  the 
abscess  or  biliary  tract  during  this  illness.  It  may 
have  been  at  any  time  during  the  rapid  extension 
of  the  amebic  abscess  or  at  the  time  of  surgical 
evacuation.  No  remnants  of  cyst  wall  were  seen 
at  operation,  nor  were  cyst  elements  found  at 
pathologic  examination  of  the  abscess  contents. 
Later,  repeated  examinations  of  material  that 
drained  from  the  abscess,  the  T tube  and  the  right 
pleural  space  were  also  negative.  The  cyst  may 
have  been  small,  completely  surrounded  by  the 
abscess,  and  after  rupture  its  germinative  elements 
destroyed  by  the  necrotizing  process.  I do  not 
know  whether  the  pathologic  process  of  an  amebic 
abscess,  usually  a bacteriologically  sterile  colliqua- 
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tive  necrosis,  would  destroy  all  elements  of  a hy- 
datid cyst,  including  the  outer  wall.  A pyogenic 
infection  of  a hydatid  cyst  would  not.  If  the  cyst 
is  large  and  remains  relatively  intact,  it  should 
become  visible  on  subsequent  liver  scans  as  the 
liver  regenerates  in  the  area  of  the  amebic  abscess. 

Therapy  of  Hydatid  Cysts^"^ 

Percutaneous  aspiration  of  a hydatid  cyst  for 
diagnostic  or  therapeutic  reasons  is  very  dangerous 
and  must  not  be  done.  No  chemotherapeutic  drugs 
are  available,  although  a desensitization  procedure 
with  some  claims  to  effectiveness  has  been  reported 
from  South  America.  Surgical  removal  or  mar- 
supialization is  the  only  treatment  if  the  cyst  is 
accessible.  Meticulous  care  must  be  exercised  in 
removing  hydatid  fluid  to  avoid  leakage  which 
might  lead  to  seeding  of  secondary  cysts  or  hyper- 
sensitivity reactions,  including  anaphylactic  shock. 
The  cyst  cavity  is  then  filled  with  a scolicidal  agent 
to  sterilize  the  remaining  contents  before  removal 
of  the  cyst  wall.'® 

Prognosis 

The  prognosis  for  the  patient  in  the  present 
case  with  respect  to  the  amebic  infection  is  good. 
Nevertheless,  she  has  approximately  a 7 percent 
chance  for  recurrence  of  the  amebic  abscess,  which 
would  require  a second  course  of  treatment.  One 
must  be  alert  to  the  possibility  that  a pyogenic 
infection  could  recur  as  well.  With  respect  to  the 
hydatid  infection,  however,  the  prognosis  is  un- 
certain. A hydatid  cyst  has  probably  ruptured 
into  the  patient’s  biliary  system  with  possible  dis- 
semination of  germinative  elements  to  other  tis- 
sues. Some  cures  have  been  reported  after  such 
ruptures,  but  the  disease  is  usually  progressive  and 
the  prognosis  poor. 

Dr.  Smith:  Thank  you.  Dr.  Goldsmith.  I would 
like  to  ask  Dr.  John  Conte  to  comment  on  the 
opinions  of  the  infectious  disease  group. 

Dr.  Conte:*  First,  I would  like  to  make  a plea 
for  the  use  of  proctosigmoidoscopy  and  biopsy  to 
demonstrate  the  etiologic  agent.  True,  we  had  the 
serologic  studies  but  we  did  not  have  an  organism 
and  we  were  confronted  during  treatment  of  this 
patient  with  the  development  of  symptoms  that 
suggested  drug  toxicity:  increased  alkaline  phos- 
phatase and  development  of  eosinophilia.  We 
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would  have  been  on  much  firmer  ground,  I think, 
if  we  had  had  a biopsy  that  would  have  shown  the 
organism  in  the  intestinal  mucosa. 

Second,  I would  like  to  ask  Dr.  Goldsmith  if  it 
would  not  have  been  of  value  to  begin  therapy  with 
Diodoquin  earlier.  Was  there  any  reason  to  wait 
before  directing  treatment  toward  the  intestinal 
phase  of  this  disease?  Presumably  the  patient  has 
intestinal  amebiasis. 

Third,  would  you  comment  on  the  use  of  metro- 
nidazole (Flagyl®),  since  it  is  so  nontoxic  a drug? 

Dr.  Goldsmith:  I agree  that  proctosigmoido- 
scopy should  be  employed  as  early  as  possible  in 
such  patients  to  aid  in  obtaining  a morphologic 
diagnosis.  This  patient’s  condition  was  so  critical 
after  operation  that  the  procedure  could  not  be 
used.  It  should  have  been  tried  later.  However, 
since  treatment  with  emetine  rapidly  destroys 
trophozoites  and  promotes  healing  of  mucosal 
ulcers,  organisms  would  not  have  been  found  some 
days  after  use  of  the  drug  was  begun. 

Concerning  your  second  question,  about  the 
use  of  Diodoquin:  Neither  emetine  nor  chlor- 
oquine  is  effective  against  organisms  in  the  intes- 
tinal lumen,  although  emetine  acts  against  orga- 
nisms in  the  intestinal  wall.  Therefore,  a luminal 
amebicide  such  as  Diodoquin  must  be  given  to 
every  patient  treated  for  hepatic  amebiasis.  It  is 
possible  that  the  patient  in  the  present  case  no 
longer  had  an  amebic  infection  of  the  gastroin- 
testinal tract  when  she  was  admitted  to  hospital. 
On  the  other  hand,  our  inability  to  find  amebas  or 
cysts  in  the  stools  does  not  rule  out  their  presence. 
As  to  the  proper  time  to  begin  Diodoquin  treat- 
ment, I thought  it  preferable  to  begin  its  use  mid- 
way in  the  patient’s  course  of  chloroquine  and 
emetine  to  reduce  the  number  of  drugs  she  was 
taking  the  week  after  operation. 

The  question  about  the  use  of  Flagyl  is  antici- 
pated. Reports  now  coming  in  from  various  parts 
of  the  world  indicate  that  it  is  extremely  effective 
for  the  treatment  of  amebiasis.  It  is  the  drug  of 
choice  for  the  systemic  treatment  of  trichomoni- 
asis. Side  effects  at  standard  doses  are  minor,  but 
when  the  drug  is  used  for  amebic  liver  abscess  or 
intestinal  disease  it  must  be  administered  at  three 
times  the  normal  dosage  given  for  trichomoniasis. 
We  therefore  need  additional  clinical  experience 
to  be  sure  that  significant  side  effects  do  not  ac- 
company higher  doses  of  Flagyl.  I was  concerned 
about  using  an  investigational  drug  for  a patient 
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whose  clinical  condition  was  so  critical.  In  addi- 
tion, Flagyl  is  not  yet  approved  for  treatment  of 
amebiasis  in  the  United  States.  I expect,  however, 
that  it  will  be  approved  and  become  the  drug  of 
choice  for  both  extraintestinal  and  intestinal  am- 
ebiasis. An  important  feature  of  Ragyl  is  its  simul- 
taneous effectiveness  against  both  the  intestinal 
and  liver  phases  of  amebiasis.  Another  new  drug, 
niridazole  (AmbUhar®),  also  has  this  property, 
but  it  has  more  side  effects  than  Flagyl. 
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DEAF-BLIND  CENTER  SYSTEM  PROJECT 

The  Southwest  Regional  Center  for  Deaf-Blind  Children  has  been  estabUshed  in 
Sacramento,  serving  the  geographic  area  of  California,  Arizona,  Nevada  and 
Hawaii.  The  program  is  funded  through  the  Elementary  and  Secondary  Education 
Act,  Title  VI-C. 

The  primary  objective  of  the  Center  is  to  locate  and  identify  deaf-blind  children 
in  these  areas  and  concurrently  to  provide  and  make  available  comprehensive 
diagnostic  and  educational  services  for  these  children.  Consultative  services  will 
also  be  provided  to  those  directly  involved  with  the  deaf-blind  child. 

Dr.  William  A.  Blea  is  the  project  director  for  the  four-state  region.  For  either 
reporting  of  identified  deaf-blind  children  or  information  regarding  services  contact 
Dr.  Blea  at: 

Southwestern  Region  Deaf-Blind  Center 
Division  of  Special  Education 
California  State  Department  of  Education 
721  Capitol  Mall 
Sacramento,  Ca.  95814 
(916)445-8071 
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Interdepartmental  Conference 


FROM  THE  UIVIVERSin^  OF  CALIFORIVIA,  LOS  AIVGELES,  SCHOOL  OF  ^lEDICINl 

Current  Concepts  in  Viral  Hepatitis 

Moderator:  Gerald  Bevan,  m.d. 

Discussants:  Gary  L.  Gitnick,  m.d.,  Martin  A.  Pops,  m.d. 

Victor  J.  Rosen,  m.d.,  and  Jan  H.  Tillisch,  m.d. 

This  is  the  edited  transcription  of  an  Interdepart- 
mental Clinical  Case  Conference  arranged  by  the 
Department  of  Medicine.  University  of  California, 

Los  Angeles,  School  of  Medicine. 

■ A great  deal  of  interest  and  speculation  has  arisen  from  the  discovery 
of  a specific  antigen,  Australia  antigen,  in  the  serum  of  a high  proportion 
of  patients  ivith  viral  hepatitis.  This  antigen  has  been  found  also  in  the 
serum  of  some  patients  ivith  other  conditions,  including  Doivns  sym 
drome,  leukemia,  leprosy,  chronic  renal  disorders,  and  chronic  active 
liver  disease.  It  is  not  found  in  the  serum  of  normal  persons.  Australia 
antigen  has  been  postulated  as  the  causative  agent  of  viral  hepatitis. 

In  most  patients  the  antigen  can  be  detected  for  less  than  tivo  weeks 
during  the  acute  phase  of  the  disease.  Its  persistence  in  other  conditions 
may  be  due  to  an  impairment  of  the  immune  response. 

The  course  of  acute  viral  hepatitis  is  usually  uncomplicated,  full 
recovery  of  liver  function  taking  place  within  four  to  six  iveeks,  ivith 
restoration  of  normal  liver  histology  within  three  to  four  months.  Fol- 
low-up studies  of  patients  in  whom  hepatitis  has  developed  during  epi- 
demics have  failed  to  reveal  evidence  of  subsequent  chronic  progressive 
liver  disease.  This  suggests  that  most  cases  of  chronic  active  hepatitis 
are  not  the  result  of  preceding  acute  viral  hepatitis.  Hoivever,  the  recent 
finding  of  Australia  antigen  in  the  serum  of  a small  number  of  patients 
raises  the  possibility  that  sporadic  viral  hepatitis  may  be  one  of  the 
causes  of  the  chronic  active  hepatitis.  Alternatively,  the  presence  of 
the  antigen  may  be  interpreted  as  being  due  to  an  altered  immune  re- 
sponse. 

The  treatment  of  acute  hepatic  coma  remains  unsatisfactory.  Several 
netv  forms  of  therapy  have  been  tried  in  recent  years  in  an  uncontrolled 
way.  These  include  multiple  exchange  blood  transfusioTis,  isolated  pig 
liver  perfusion,  human  cross-circulation,  and  cross-circulation  with 
baboons.  Transient  improvement  may  follow  any  of  these  procedures, 
but  evidence  that  they  influence  the  final  outcome  of  the  disease  is  lack- 
ing. The  rapid  fluctuations  in  the  neurological  status  of  individual  pa- 
tients makes  it  difficult  to  interpret  the  effects  of  therapy.  Also,  until 
satisfactory  objective  criteria  of  degrees  of  coma  are  universally  accepted 
it  will  be  impossible  to  compare  one  mode  of  therapy  ivith  another. 
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Dr.  Gerald  Bevan  (Division  of  Gastroenterol- 
ogy) : We  shall  review  current  thoughts  about 
some  of  the  problems  which  continue  to  hinder 
our  understanding  and  treatment  of  patients  with 
viral  hepatitis.  Our  remarks  will  be  confined  to  the 
two  common  forms  of  this  condition,  infectious 
and  serum  hepatitis,  although  it  should  not  be 
forgotten  that  hepatitis  may  be  the  dominant  fea- 
ture of  other  specific  viral  illnesses,  including  those 
due  to  Coxsackie  B group  viruses,  herpes  simplex 
virus,  the  viruses  of  infectious  mononucleosis,  cy- 
tomegalic inclusion  disease,  rubella,  psittacosis, 
and  probably  also  some  adeno-  and  reo-viruses. 

Unfortunately,  the  specific  agent  or  agents  pro- 
ducing hepatitis  in  the  majority  of  patients  still 
eludes  identification,  but  the  search  for  such  an 
agent  has  been  given  new  impetus  by  the  discovery 
of  a specific  antigen,  called  Australia  antigen,  in 
the  serum  of  many  subjects  exposed  to  the  disease. 
The  elucidation  of  the  role  of  this  antigen  is  going 
to  prove  a major  landmark  in  the  history  of  the 
disease.  Dr.  Gitnick  will  summarize  what  informa- 
tion is  currently  available  about  it.  Before  we 
move  on  to  that,  and  in  order  to  put  it  in  perspec- 
tive, we  should  remind  ourselves  how  little  we  have 
understood  the  nature  of  hepatitis  up  to  now. 

Although  the  disease  in  an  epidemic  form  has 
been  recognized  for  centuries  and  has  always  been 
the  scourge  of  armies  in  the  field,  it  was  not  until 
World  War  II,  just  over  20  years  ago,  that  it  was 
finally  considered  to  be  primarily  a disease  of  the 
liver.  Until  that  time  catarrhal  jaundice,  as  it  was 
called,  was  widely  believed  to  result  from  obstruc- 
tion of  the  ampulla  and  biliary  passages  by  gastro- 
duodenal inflammation,  a view  first  propounded  by 
Bamberger  in  1855  and  perpetuated  by  Virchow. 
Dissenting  opinions  were  held  by  Botkin  and  Ep- 
pinger  among  others,  but  objective  evidence  of 
hepatitis  was  lacking  until  the  introduction  of 
closed  liver  biopsy  by  Iverson  in  1939.  Studies 
of  large  numbers  of  patients  with  hepatitis  during 
World  War  II  soon  confirmed  that  the  principal 
organ  involved  in  catarrhal  jaundice  was  the  liver. 
During  this  period  it  was  perceived  also  that  the 
troublesome  jaundice  seen  during  the  treatment  of 
venereal  disease,  malaria  and  diabetes  in  large 
clinics,  as  well  as  the  jaundice  which  sometimes 
followed  the  use  of  convalescent  serum  to  treat 
or  prevent  infectious  diseases,  were  similarly  due 
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to  hepatitis.  Virus  as  an  etiologic  factor  was  con- 
sidered seriously  for  the  first  time  as  a result  of 
transmission  experiments  using  filtered  serum  and 
intestinal  contents.  Gamma  globulin  was  used  suc- 
cessfully to  attenuate  hepatitis  of  epidemic  type, 
but  was  found  to  be  variable  in  its  effect  on  hepa- 
titis associated  with  blood  transfusion.  Since 
World  War  II,  epidemiological  investigation  has 
underlined  differences  between  the  two  major 
forms  of  viral  hepatitis,  pointing  to  some  impor- 
tant aspects  of  prevention,  but  by  and  large  prog- 
ress in  understanding  the  disease  process  was 
arrested  20  years  ago.  The  current  work  on 
Australia  antigen,  therefore,  is  a long-awaited 
breakthrough. 

Australia  Antigen 

Dr.  Gary  L.  Gitnick  (Division  of  Gastroenter- 
ology): The  search  for  the  agent,  or  agents,  caus- 
ing hepatitis  has  most  recently  focused  on  Aus- 
tralia antigen,  Au(l).  The  characterization  of 
this  antigen  is  now  being  rapidly  accomplished, 
but  its  story  really  began  in  1961  in  the  labora- 
tories of  Drs.  B.  S.  Blumberg  and  A.  C.  Allison' 
and  was  subsequently  developed  by  Dr.  Blumberg 
and  his  colleagues  at  the  Institute  for  Cancer  Re- 
search at  Philadelphia. 

In  the  early  1960s  these  scientists  were  explor- 
ing inherited  variation  in  serum  proteins.  Allison 
and  Blumberg  postulated  that  individuals  receiving 
multiple  transfusions  would  receive  serum  proteins 
of  a phenotype  different  from  their  own,  and  would 
respond  by  producing  antibodies  to  these  proteins. 
Using  standard  immunodiffusion  techniques,  they 
demonstrated  a series  of  antigenic  differences 
among  the  low-density  beta  lipoproteins.  After 
demonstrating  the  presence  of  such  lipoprotein 
antibodies,  they  also  found  precipitating  antibodies 
against  another  unknown  antigen  in  some  of  the 
human  sera.  These  antibodies  were  present  in 
highest  frequency  among  hemophilia  patients  and 
in  others  who  had  received  multiple  transfusions.^ 

Blumberg  and  his  colleagues  found,  in  two  mul- 
tiply transfused  hemophilia  patients,  precipitins  re- 
acting specifically  with  a single  serum  in  their 
panel.  In  these  instances,  the  antibody  was  di- 
rected, not  against  the  serum  lipoprotein,  but 
against  a new  serum  antigen.  Since  the  antigen 
was  first  found  in  the  serum  of  an  Australian 
aborigine,  it  was  designated  “Australia  antigen” — 
phenotype  Au(l).  The  antibody  to  the  antigen 
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was  found  to  be  associated  with  the  IgG  class  of 
immunoglobulins.^ 

Population  studies  revealed  that  Au(l)  was 
rarely  present  in  normal  populations  in  the  United 
States,  occurring  in  only  two  out  of  2,000  normal 
people. ■'  Au(l ) has  been  detected  in  approximate- 
ly 5 percent  of  apparently  normal  people  in  several 
Asian  and  oceanic  countries,  leading  to  studies 
suggesting  Mendelian  inheritance.^  In  contrast,  the 
antigen  was  detected  among  30  percent  of  84 
institutionalized  patients  with  Down’s  syndrome, 
18.4  percent  of  38  patients  with  acute  granulocytic 
leukemia,  13.3  percent  of  30  patients  with  chronic 
lymphocytic  leukemia,  and  10.4  percent  of  48  pa- 
tients with  acute  hepatitis.®  The  frequency  of  Aus- 
tralia antigen  has  been  found  to  be  significantly 
higher  in  lepromatous  leprosy  than  in  tuberculoid 
leprosy.'  Subsequent  studies  revealed  that  Austra- 
lia antigen  occurs  transiently  in  post-transfusion 
hepatitis  (58  percent)  and  infectious  hepatitis  (38 
percent).®  The  association  with  hepatitis  was 
quickly  confirmed  by  Okochi  and  Murakami  in 
Tokyo. ^ The  Australia  antigen  complement  fixa- 
tion test  has  been  introduced  recently,’®  Shulman 
and  his  associates  having  demonstrated  that  by 
testing  serial  sera  Au(l)  could  be  detected  in  98 
percent  of  130  patients  with  post-transfusion  hep- 
atitis. Sutnick  and  colleagues"  found  that  Down’s 
syndrome  patients  with  Au(l)  who  had  not  re- 
ceived transfusions  had  chronic  anicteric  hepatitis. 

Electron  microscopic  studies  of  partially  puri- 
fied antigen  preparations  revealed  virus-like  par- 
ticles, 200  Angstrom  units  in  diameter  and  ag- 
glutinable  by  specific  antisera."  Immunofluores- 
cence studies  consistently  demonstrated  Au  ( 1 ) in 
or  on  the  nuclei  of  liver  cells  of  patients  with  viral 
hepatitis  and  Australia  antigen  in  their  blood." 
The  antigen  was  not  demonstrable  in  other  forms 
of  liver  disease,  either  by  immunofluorescent  stud- 
ies of  liver  preparations,  or  by  evaluation  of  the 
blood  of  the  patients  using  immunodiffusion. 
Prince,"  using  a similar  method,  demonstrated  the 
presence  of  antigen  in  the  serum  only  of  patients 
with  post-transfusion  hepatitis,  but  not  with  infec- 
tious hepatitis;  he  designated  this  antigen  as  “sh” 
antigen.  Subsequent  studies  have  shown  that  sh 
antigen  forms  a band  of  identity  with  Australia 
antigen."  ’®  Because  of  the  close  association  of 
Australia  antigen  with  hepatitis,  evidence  that  it 
can  be  transmitted  by  transfusion,  its  electron 
microscopic  appearance,  and  its  demonstration  by 
immunofluorescence  studies  in  the  nuclei  of  liver 


cells,  Sutnick,  London,  and  Blumberg"  suggested 
that  the  antigen  may  indeed  be  a virus  which  could 
be  an  etiologic  agent  of  hepatitis. 

Subsequent  studies  revealed  the  presence  of  the 
antigen  in  the  blood  of  the  personnel  and  patients 
in  chronic  hemodialysis  units.’®  A number  of 
laboratories  have  undertaken  blood-donor  screen- 
ing programs,  using  the  Au(l)  test  to  screen  po- 
tentially contaminated  blood.  Of  recent  interest 
has  been  the  demonstration  of  the  antigen  among 
patients  with  chronic  liver  disease.  Wright,  Mc- 
Collum, and  Klatskin’®  and  my  colleagues  and  I’® 
have  demonstrated  the  presence  of  Australia  anti- 
gen in  the  sera  of  10  to  27  percent  of  patients  with 
chronic  active  liver  disease.  In  some  of  these  pa- 
tients, the  antigen  persists  for  months  to  years. 
Blumberg  and  his  associates  had  already  demon- 
strated the  presence  of  the  antigen  among  patients 
with  Down’s  syndrome  and  anicteric  chronic  liver 
disease.®  These  findings  have  suggested  that  the 
agent  may  act  as  a slow  or  latent  virus.  Alterna- 
tively, London  and  his  colleagues’®  have  suggested 
that  these  findings,  together  with  the  frequent  oc- 
currence of  Australia  antigen  among  patients  with 
Down’s  syndrome,  leukemia,  and  lepromatous 
leprosy,  indicate  an  association  with  some  impair- 
ment of  the  immunologic  system. 

In  support  of  that  view,  these  investigators 
showed  that  the  manifestations  of  hepatitis  in  pa- 
tients as  compared  with  the  staff  of  hemodialysis 
units  were  impressively  different.  Whereas  typical 
acute  viral  hepatitis  developed  in  the  staff,  in  pa- 
tients the  picture  was  that  of  chronic  anicteric  hep- 
atitis. This  was  attributed  to  altered  immune  re- 
sponsiveness. London  and  coworkers  suggested 
that  normal  people,  when  infected  with  hepatitis 
virus,  have  an  acute,  self-limited  disease  with 
raised  serum  levels  of  transaminase  and  bilirubin, 
and  Australia  antigen  persistence  of  less  than  two 
weeks.  In  contrast,  patients  with  Down’s  syn- 
drome, leukemia,  lepromatous  leprosy,  and  chron- 
ic renal  disease,  when  infected,  have  a chronic 
disease  characterized  by  lesser  but  prolonged 
elevations  of  serum  transaminase  and  bilirubin, 
with  persistence  of  Australia  antigen  for  months  to 
years.  Blumberg  and  colleagues^  had  already  pre- 
sented evidence  of  inherited  susceptibility  to  per- 
sistence of  Au(l).  London  and  his  associates 
proposed,  then,  that  the  clinical  features  of  viral 
hepatitis  are  largely  determined  by  the  host  rather 
than  the  agent. 

Over  the  past  eight  years,  there  has  emerged  a 
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picture  of  an  unusual  antigen  found  in  a variety 
of  populations  but  present  in  highest  frequency  in 
patients  with  hepatitis.  Some  of  the  patient  popu- 
lations among  whom  the  antigen  is  found  share  a 
history  of  multiple  blood  transfusions.  Blumberg 
now  suggests  that  the  common  bond  uniting  all  of 
the  populations  may  be  an  immunological  defect. 
What,  then,  is  this  immunological  defect?  Is  it 
related  to  immediate,  or  (more  likely)  to  delayed 
hypersensitivity?  Or  perhaps  to  a resistance  factor 
not  yet  described?  Is  this  antigen,  which  has  so 
many  characteristics  suggestive  of  a virus,  indeed 
an  infectious  agent?  If  so,  why  has  it  not  been 
propagated  in  tissue  culture  and  transmitted  to 
animals?  Is  the  antigen  a subunit  rather  than  a 
complete  viral  particle?  Does  it  require  the  pres- 
ence of  another  virus  to  manifest  disease  and  to 
propagate  in  tissue  culture  and  animals?  Is  the 
antigen  merely  a protein  produced  by  the  liver  as  a 
result  of  hepatocellular  disease  and,  if  so,  why  is 
it  absent  in  other  forms  of  liver  disease?  These 
questions  are  as  yet  unanswered,  but  will  probably 
not  remain  so  for  long. 

Dr.  Bevan:  I think  these  findings  are  very  excit- 
ing. A great  deal  of  work  needs  to  be  done  in 
order  to  define  the  part  played  by  Australia  antigen 
in  the  pathogenesis  of  liver  disease.  Research  in 
this  field  over  the  next  few  years  is  going  to  be 
most  interesting.  If  it  leads,  as  we  all  hope  it  will, 
to  the  development  of  a vaccine,  this  indeed 
would  be  a great  triumph. 

But,  although  we  may  feel  that  we  are  on  the 
verge  of  a major  advance  in  this  disease,  for  the 
moment  we  have  to  accept  continued  bewilder- 
ment and  therapeutic  poverty  when  faced  with  it 
in  a severe  and  unrelenting  form. 

Dr.  TiUisch  will  now  present  the  case  history  of 
a young  girl  who  died  recently  in  this  hospital  as 
a result  of  such  a process. 

Case  Presentation 

Dr.  Jan  H.  Tillisch  (Department  of  Medicine) : 
An  18-year-old  Mexican  woman  was  admitted  to 
the  UCLA  hospital  with  a two-day  history  of 
lethargy  and  jaundice.  Six  weeks  before  admission 
she  had  begun  to  notice  anorexia,  fatigue,  jaundice, 
dark  urine  and  light  stools.  She  was  put  into 
hospital  in  New  Mexico  for  one  week  with  a pre- 
sumptive diagnosis  of  infectious  hepatitis.  Follow- 
ing discharge  from  hospital,  jaundice  cleared  in 
approximately  two  weeks,  the  stools  and  urine 


returned  to  a normal  color,  and  appetite  improved. 
One  week  before  admission  to  UCLA  she  felt 
entirely  well.  However,  36  hours  before  admis- 
sion, her  sister  noted  the  recurrence  of  jaundice 
and  the  patient  complained  of  feeling  lethargic. 
Over  the  next  few  hours,  lethargy  increased  and 
periods  of  disorientation  occurred. 

Past  and  family  history  were  non-contributory. 
There  had  been  no  exposure  to  hepatotoxic  agents. 

On  physical  examination  the  patient  was  ob- 
served to  be  deeply  jaundiced,  semicomatose  and 
occasionally  delirious.  Blood  pressure  was  120/60 
mm  of  mercury,  temperature  was  38°C  (100.4°F) 
and  pulse  rate  128.  Petechiae  and  ecchymoses 
were  present  over  the  upper  extremities  and  there 
was  bleeding  from  the  gums.  Rhonchi  were  heard 
in  both  lower  lung  fields.  Results  of  cardiac  exam- 
ination were  normal.  The  abdomen  was  moderate- 
ly distended  and  bowel  sounds  were  hypoactive. 
Liver  and  spleen  were  not  palpable.  There  was  no 
peripheral  edema.  Neurological  examination 
showed  increased  muscle  tone  and  exaggerated 
deep  tendon  reflexes. 

Significant  laboratory  data:  Hematocrit  36 
percent;  hemoglobin  11.3  grams  per  100  ml; 
leukocytes  17,900  per  cu  mm  with  segmented 
neutrophils  84  percent,  lymphocytes  5 percent, 
monocytes  8 percent,  banded  forms  1 percent, 
basophils  1 percent.  Platelets  numbered  446,000 
per  cu  mm.  Prothrombin  time  was  49.3  seconds. 
Total  serum  bilirubin  was  26  mg  per  100  ml  with 
direct  18  mg,  and  blood  urea  nitrogen  (bun)  was 
6.7  mg  percent.  Serum  glutamic  oxaloacetic  trans- 
aminase (SCOT)  was  570  units  and  serum  glutamic 
pyruvic  transaminase  (sgpt)  2,740  units.  Alkaline 
phosphatase  was  28.4  units,  albumin  3.3  grams  per 
100  ml,  sodium  136.5  mEq,  potassium  3.8  mEq, 
chloride  4.5  mEq  and  bicarbonate  7 mEq  per  liter. 

Chest  x-ray  studies  and  an  electrocardiogram 
were  within  normal  limits.  The  patient  was  trans- 
fused with  fresh,  frozen  plasma  and  fresh  whole 
blood.  Nasogastric  aspiration  produced  guaiac- 
positive  material.  Vitamin  K and  dexamethasone 
were  given  intravenously.  Shortly  after  admission 
the  patient  had  a respiratory  arrest  thought  to  be 
due  to  retention  of  secretions.  Intubation  was  car- 
ried out  and  positive  pressure  assistance  was  given 
constantly.  Bicarbonate  administration  corrected 
the  acidosis  but  her  condition  continued  to  de- 
teriorate, coma  deepening.  Respiratory  arrest  oc- 
curred again  and  cardiac  arrest  followed.  Attempts 
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at  resuscitation  were  unsuccessful.  The  patient 
died  approximately  six  hours  after  admission. 

Postmortem  examination  showed  massive  hep- 
atocellular necrosis,  mild  splenomegaly,  pericardial 
and  renal  pelvic  hemorrhages.  There  were  no 
lesions  in  the  central  nervous  system. 

Dr.  Bevan:  Fortunately,  the  great  majority  of 
patients  with  viral  hepatitis  do  not  die  from  the 
disease.  The  mortality  rate  in  epidemic  and  spo- 
radic hepatitis  is  not  more  than  one  or  two  per 
thousand.  For  some  unknown  reason,  death  when 
it  does  occur  is  more  common  in  females  than  in 
males.  A higher  mortality  rate  in  serum  hepatitis 
is  understandably  correlated  with  older  age,  the 
presence  of  underlying  diseases,  and  drug  admin- 
istration. Most  infections  are  either  subclinical 
with  no  symptoms  at  all,  or  anicteric  with  minimal 
symptoms  but  no  jaundice.  Between  massive  hep- 
atic necrosis  leading  to  hepatic  coma  and  death, 
on  the  one  hand,  and  these  mild  infections  on  the 
other,  lies  a wide  spectrum  of  pathological  changes 
in  the  liver  reflected  in  a variety  of  clinical  syn- 
dromes. One  of  the  outstanding  controversial  is- 
sues in  this  respect  is  whether  or  not  acute  hepatitis 
is  ever  followed  by  chronic  liver  disease.  Clinical 
follow-up  studies  of  soldiers  who  had  hepatitis  in 
the  Middle  East  during  World  War  IF°  and  of 
survivors  of  the  Delhi  outbreak  of  1955-6-'  sug- 
gest that  chronic  changes  are  rare,  yet  we  all  think 
we  see  such  a progression  from  time  to  time  in 
sporadic  cases,  especially  in  young  women.  It  is 
possible  that  in  these  patients  what  appears  to  be 
sporadic  acute  hepatitis  is  in  fact  the  first  clinical 
manifestation  of  chronic  hepatitis.  Dr.  Rosen  will 
now  discuss  the  spectrum  of  pathological  changes 
that  result  from  acute  hepatitis.  Perhaps  he  can 
illuminate  for  us  the  dark  area  between  acute  and 
chronic  liver  disease. 

Liver  Disease  Following 
Infectious  Hepatitis 

Dr.  Victor  J.  Rosen  (Department  of  Pathology 
at  Mt.  Sinai  Hospital) : In  most  patients  with 
acute  viral  hepatitis  recovery  is  assured:  at  least 
95  percent  recover  completely  without  any  clinical 
or  pathological  sequelae.  In  a small  proportion  of 
patients,  mild  clinical  or  biochemically  detectable 
relapses  may  occur  within  one  to  four  months 
after  the  acute  illness,  but  in  most  instances  these 
relapses  cannot  be  considered  manifestations  of 
chronic  hepatitis. 


Only  a small  proportion  of  patients  die  of  a 
massive  hepatic  necrosis  following  clinical  viral 
hepatitis.  Usually  death  occurs  between  one  and 
two  weeks  after  the  attack.  This  hepatic  alteration 
is  commonly  referred  to  as  acute  yellow  atrophy 
because  of  the  shrunken  nature  of  the  liver,  with 
occasional  yellow  or  tawny  regenerative  nodules 
apparent  within  the  collapsed  stroma.  A more 
accurate  term  would  be  acute  red  necrosis,  as  the 
bulk  of  the  liver  shows  massive  necrosis  rather 
than  atrophy  and  the  residual  liver  parenchyma 
has  a highly  vascular  reddish  background  com- 
posed of  collapsed  reticulum,  blood  vessels  and 
sinusoidal  cells.  The  reason  certain  patients  pro- 
gress to  this  form  of  liver  disease  is  not  clear.  In 
debilitated  and  elderly  persons  progression  to  acute 
yellow  atrophy  is  more  common  than  in  previously 
healthy  young  adults. 

Another  rare  but  documented  sequel  of  acute 
hepatitis  is  subacute  hepatic  necrosis  occurring 
over  a period  of  several  weeks  to  months  after  an 
episode  of  acute  viral  hepatitis.  In  this  situation, 
progression  to  a postnecrotic  pattern  of  cirrhosis 
can  be  demonstrated  by  serial  biopsy.  In  some 
patients,  direct  progression  from  acute  hepatitis 
to  subacute  hepatic  necrosis  can  be  seen  without  a 
period  of  clinical  latency.  Pronounced  collapse  of 
liver  parenchyma  is  noted  in  such  patients,  and 
fibrous  connective  tissue  bridging  between  central 
lobular  and  periportal  zones  can  be  identified. 
These  patients  have  a poor  prognosis,  many  dying 
before  extensive  regenerative  activity  has  occurred. 
Massive  hepatic  necrosis  or  subacute  hepatic  ne- 
crosis occur  in  approximately  1 percent  of  patients 
with  clinical  viral  hepatitis. 

A form  of  chronic  liver  disease  develops  in  ap- 
proximately 4 percent  of  patients  who  do  not  re- 
cover completely  from  acute  hepatitis.  In  many 
of  them  the  morphologic  patterns  are  quite  similar 
one  to  another,  yet  the  clinical  manifestations  may 
be  quite  variable.  Only  subtle  changes  may  dis- 
tinguish the  more  serious  and  progressive  chronic 
liver  disease  from  the  self-limited  form.  Many 
terms  have  been  used  for  the  chronic  liver  disease 
seen  after  viral  hepatitis;  these  include  chronic 
active  or  progressive  hepatitis,  chronic  self-limited 
or  non-progressive  hepatitis,  unresolved  hepatitis, 
chronic  autoimmune,  lupoid,  or  plasma  cell  hep- 
atitis, and  asymptomatic  chronic  hepatitis  or  post- 
hepatitic cirrhosis.  It  must  be  stated,  however, 
that  most  of  the  patients  who  present  with  chronic 
forms  of  progressive  and  nonprogressive  liver  dis- 
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ease  do  not  have  a documented  history  of  acute 
viral  hepatitis. 

The  problem  of  chronic  hepatitis  was  discussed 
in  depth  at  the  second  meeting  of  the  European 
Association  for  the  Study  of  Liver  Disease  in 
1968.  Two  basic  forms  of  chronic  hepatitis  were 
distinguished.  One  was  referred  to  as  persistent 
chronic  hepatitis  with  associated  chronic  portal 
inflammation,  intact  lobular  architecture  with  no 
significant  fibrosis,  and  occasionally  features  of 
acute  hepatitis  with  minimal  or  absent  piecemeal 
necrosis.  The  other  category  described  was  chronic 
aggressive  hepatitis  in  which  dense  chronic  inflam- 
matory infiltrate  was  noted  in  portal  tracts,  extend- 
ing into  the  parenchyma,  with  significant  piecemeal 
necrosis  occurring  at  the  periphery  of  the  lobules 
and  with  the  formation  of  septal  scars.  Significant 
nodular  regeneration  was  not  observed  in  most  of 
the  patients  in  the  latter  category.  It  was  felt  that 
these  two  types  of  processes  were  of  varied  cause, 
possibly  related  to  viral  hepatitis  in  some  cases. 
In  many  patients  the  morphologic  pattern  did  not 
always  correlate  with  the  biochemical  and  clinical 
abnormalities.  In  addition,  various  nonspecific 
forms  of  reactive  hepatitis,  slowly  resolving  acute 
hepatitis,  and  drug  hepatitis,  could  not  always  be 
distinguished  from  the  two  major  groups  de- 
scribed. 

Many  other  clinical  processes  may  also  be  re- 
lated to  sequelae  of  viral  hepatitis.  For  example, 
it  is  conceivable  that  so-called  primary  biliary 
cirrhosis  represents  a variant  of  chronic  active  or 
persistent  hepatitis  with  progressive  bile  ductular 
damage. 

A possible  relation  between  acute  and  chronic 
liver  disease  thus  remains  speculative  for  the  pres- 
ent. In  the  future  we  must  attempt  to  document 
more  precisely  the  progressive  pathologic  and  im- 
munologic events  which  develop  in  some  patients 
following  acute  liver  disease. 

Dr.  Bevan:  We  turn  now  to  the  question  of  man- 
agement of  the  complication  of  acute  hepatitis 
shown  by  our  patient — encephalopathy  and  coma. 

The  knowledge  that  the  liver  is  capable  of  re- 
markable regeneration  in  a short  space  of  time 
forms  the  basis  of  our  approach  to  the  management 
of  patients  developing  signs  of  impending  acute 
liver  failure.  Before  discussing  this  in  more  detail, 
I would  like  to  raise  two  problems  that  must  be 
kept  in  mind.  First  of  all,  we  can  never  be  en- 
tirely certain,  except  possibly  during  an  epidemic. 


that  the  patient  in  coma  does  have  acute  viral 
hepatitis.  It  sometimes  turns  out  that  we  are  wit- 
nessing an  acute  episode  of  a more  chronic  type 
of  liver  disease.  For  example,  many  patients  with 
chronic  active  hepatitis  come  to  the  physician  only 
when  jaundice  develops,  and  a long  history  of 
preceding  illness  is  not  always  available.  Second, 
when  we  go  to  the  bedside  of  patients  who  have 
hepatitis  with  encephalopathy  or  coma,  we  take 
with  us  a philosophy  of  management  based  upon 
facts  gathered  very  largely  from  the  study  of  pa- 
tients with  chronic  hepatic  encephalopathy.  It  is 
worth  remembering  that  it  is  by  no  means  estab- 
lished that  coma  associated  with  acute  liver  disease 
and  coma  associated  with  chronic  liver  disease  are 
due  to  a common  metabolic  derangement.  Indeed, 
we  are  not  entirely  certain  whether  coma  is  the 
result  of  failure  of  the  liver  to  extract  a toxic  prod- 
uct of  some  nature  from  the  circulation,  or  of  its 
failure  to  manufacture  a vital  component  of  cere- 
bral metabolism,  or  even  whether  the  liver  itself 
is  producing  a toxin. 

With  these  facts  in  mind  it  is  clear  that  we 
should  examine  claims  of  new  forms  of  therapy 
with  some  caution.  Dr.  Pops  will  evaluate  some  of 
the  more  heroic  forms  of  therapy  that  have  been 
tried  in  recent  years  to  treat  coma  associated  with 
potentially  reversible  disease  of  the  liver. 

The  Treatment  of  Hepatic  Coma 

Dr.  Martin  A.  Pops  (Division  of  Gastroenterol- 
ogy): The  association  of  central  nervous  system 
symptoms  and  severe  liver  disease  has  been  rec- 
ognized since  ancient  times.  Fulminant  hepatitis 
or  acute  yellow  atrophy  of  the  liver  is  the  com- 
monest cause  of  acute  hepatic  encephalopathy. 

We  now  suspect  that  hepatic  coma  is  associated 
with  the  inability  of  the  liver  to  metabolize  a vari- 
ety of  compounds  such  as  ammonia,  phenols  and 
indoles  which  are  absorbed  from  the  gastrointesti- 
nal tract.  Other  factors  that  can  worsen  the  en- 
cephalopathy produced  by  fulminant  hepatitis  are 
hypokalemia  and  alkalosis,  hypotension,  gastroin- 
testinal bleeding,  infection,  and  the  administration 
of  sedatives  or  narcotics. 

The  clinical  manifestations  are  variable.  They 
may  include  features  of  confusion,  psychosis,  al- 
tered consciousness  which  can  progress  to  frank 
coma,  a flapping  tremor,  hypertonicity  and  a char- 
acteristic fetor  hepaticus  or  “hepatic  breath.” 
Similar  neuropsychiatric  signs  may  be  seen  in 
other  conditions  producing  a metabolic  encephal- 
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■opathy,  including  uremia  and  pulmonary  or  circu- 
latory failure. 

Accepted  Methods  of  Therapy 

Methods  of  treatment  of  hepatic  coma  due  to 
hepatitis  are  based  upon  the  known  biochemical 
abnormalities.  They  include  elimination  of  protein 
from  the  diet  and  the  oral  or  rectal  administration 
of  poorly  absorbed  antibiotics  such  as  neomycin 
in  the  hope  that  these  measures  will  reduce  the 
bacterial  degradation  of  protein  within  the  large 
intestine.  Glucose,  often  in  hypertonic  concentra- 
tion, is  given  to  provide  an  easily  usable  source  of 
energy.  Most  physicians  advise  the  use  of  purges 
and  enemas  to  reduce  further  the  bacterial  popula- 
tion of  the  colon  and  to  eliminate  potentially  cere- 
brotoxic  nitrogenous  material.  Somewhat  more 
controversial  is  the  practice  of  giving  large  doses 
of  corticosteroids;  this  has  never  been  evaluated 
critically  but  there  is  no  evidence  of  their  being 
beneficial. 

The  results  of  such  conservative  treatment  are 
said  to  be  very  poor  in  acute  hepatic  coma.  Mor- 
tality as  high  as  90  percent  has  been  reported  in 
several  series,  so  that  it  has  become  accepted  that 
hepatic  coma  in  viral  hepatitis  is  an  almost  invari- 
ably fatal  complication.  This  statement,  which  has 
virtually  become  a clinical  dictum,  should  be,  and 
has  been,  subjected  to  scrutiny  for  several  reasons. 
First,  there  is  no  positive  way  to  confirm  the  diag- 
nosis of  viral  hepatitis;  the  work  cited  by  Dr. 
Gitnick  may  eventually  lead  to  a diagnostic  test 
but,  in  the  meantime,  we  must  rely  on  historical 
and  epidemiological  evidence  and  a clinical  picture 
which  may  be  produced  by  a wide  variety  of  he- 
patotoxic  substances.  Second,  there  is  wide  varia- 
bility in  the  course  and  sequelae  of  the  disease, 
making  observations  on  relatively  small  groups  of 
patients  subject  to  inherent  error.  Third,  there  is 
no  universally  accepted  system  for  grading  hepatic 
coma;  the  encephalopathy  can  vary  all  the  way 
from  mild  personality  disturbances  to  decerebrate 
rigidity.  Therefore,  reports  of  the  success  or  failure 
of  a given  therapeutic  regimen,  to  be  valid,  should 
grade  objectively  the  central  nervous  system  ab- 
normalities. Indeed,  when  attempts  have  been 
made  to  appraise  the  mortality  in  fulminant  hepa- 
titis in  a more  objective  way,  it  would  appear  that 
earlier  estimates  were  too  pessimistic.  Reynolds^^ 
questioned  whether  we  really  know  what  the  mor- 
tality rate  is;  during  an  18-month  period,  from 
1966  to  mid- 1967,  his  group  at  the  Los  Angeles 


County  General  Hospital  had  a surprisingly  low 
mortality  rate — 62  percent — among  16  patients 
with  hepatic  coma  due  to  presumed  viral  hep- 
atitis.23  Reynolds  pointed  out  that  during  the  early 
stages  of  the  comatose  state  there  were  no  criteria, 
even  in  retrospect,  that  would  allow  one  to  predict 
which  patients  would  survive.  As  the  duration  of 
coma  increased,  bleeding  phenomena  appeared, 
renal  failure  developed,  and  it  became  easier  to 
predict  a fatal  outcome;  but  during  the  first  day  or 
two,  when  therapy  might  be  most  helpful,  this  was 
not  possible. 

Newer  Methods  of  Treatment 

Experience  of  this  type  is  pertinent  to  a survey 
of  the  data  now  available  on  the  more  heroic  forms 
of  treatment  of  hepatic  coma  in  viral  hepatitis. 

In  1966,  reports  of  the  treatment  of  hepatic 
coma  by  exchange  blood  transfusions  were  sub- 
mitted by  Trey^‘‘  and  Berger.^’  These  investigators 
postulated  that  exchange  transfusions  in  patients 
with  acute  yellow  atrophy  might  remove  suflBcient 
“toxic”  substances  so  that  the  patient  can  be  kept 
alive  long  enough  for  regeneration  of  liver  paren- 
chyma to  take  place. 

In  March  1966,  Berger  and  coworkers  reported 
a seemingly  miraculous  recovery  after  two  ex- 
change transfusions  over  two  days  in  a 25 -year- 
old  physician  with  fulminant  hepatitis. Multiple 
other  modes  of  therapy  had  also  been  employed, 
including  massive  doses  of  corticosteroids.  In  the 
same  issue  of  the  New  England  Journal  of  Medi- 
cine, Trey,  Burns,  and  Saunders^'*  reported  re- 
covery in  six  of  twelve  patients  similarly  treated. 
To  date,  a total  of  approximately  20  recoveries 
from  fulminant  hepatic  failure  have  been  reported 
following  exchange  transfusion. 

Reynolds  pointed  out  that  an  unproved  mode  of 
therapy  has  become  an  accepted  one  even  though 
no  controlled  experiments  have  been  conducted.^^ 
One  might  answer  that  it  would  be  inhuman  for  a 
physician  to  withhold  potentially  beneficial  therapy 
for  a fatal  disease — a serious  ethical  problem  for 
the  doctor  with  such  a patient.  Also  to  be  taken 
into  consideration  is  the  fact  that  arrangements 
must  be  made  for  the  collection  of  10  to  42  units 
of  fresh,  matched  whole  blood — a problem  even 
for  a large  medical  facility. 

The  mortality  rate  at  Los  Angeles  County  Gen- 
eral Hospital  is  lower  than  the  77.5  percent  figure 
recorded  in  the  Second  Progress  Report  of  the  Ful- 
minant Hepatic  Failure  Surveillance  Study  organ- 
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ized  by  Dr.  Trey  in  Boston.^®  This  study  is  attempt- 
ing to  gather  background  data  but  it  is  in  no  sense 
a controlled  trial  of  exchange  transfusion  therapy. 
Such  a trial  is  now  under  way  at  the  Los  Angeles 
County-University  of  Southern  California  Medical 
Center,  but  it  will  be  several  years  before  it  can 
provide  any  significant  data. 

Burnell  and  associates^’  reported  in  1967  expe- 
riences with  cross-circulation  in  three  patients  with 
fulminant  hepatic  coma.  One  patient  survived  after 
exchange  of  a total  of  190  liters  of  blood,  first  with 
her  husband  and  then  with  her  father  during  15 
occasions  over  a ten-day  period.  This  method  of 
cross-circulation  involves  the  insertion  of  an  arte- 
riovenous cannula  into  the  forearm,  as  for  renal 
hemodialysis.  The  patients  are  then  connected  ar- 
tery-to-vein  and  vein-to-artery  for  cross-circula- 
tion. Changes  in  blood  volume  must  be  carefully 
monitored.  The  risk  of  immunologic  reactions  is 
great  and  did  cause  difficulties  in  the  experience  of 
Burnell  and  coworkers.  Of  course,  the  obvious 
disadvantage  of  cross-circulation  is  the  risk  to  the 
normal  partner.  The  clinical,  social  and  moral  is- 
sues involved  in  this  procedure  are  complex  and 
include  known  and  unknown  dangers. 

Recently  in  the  case  of  a young  woman  with 
probable  halothane  hepatitis  we  were  about  to 
attempt  cross-circulation  after  the  failure  of  three 
exchange  transfusions,  when  our  patient  started  to 
recover  on  her  own  and  we  cancelled  the  proce- 
dure. This  points  out  the  difficulties  involved  in 
assessing  the  efficacy  of  these  forms  of  treatment. 
If  we  had  actually  begun  the  cross-circulation,  say 
three  to  four  hours  earlier,  we  would  still  be  con- 
gratulating ourselves  on  the  miracle  we  had 
wrought. 

Extracorporeal  perfusion  of  an  isolated  pig  liver 
preparation  has  been  used  by  Eiseman’®  and  others 
in  an  attempt  to  reverse  hepatic  coma  resulting 
principally  from  cirrhosis,  and  also  in  some  coma- 
tose patients  with  viral  hepatitis.  There  have  been 
no  long-term  survivors,  although  substantial  but 
transient  improvements  in  consciousness  have  oc- 
curred. 

Finally,  there  have  been  at  least  three  at- 
tempts at  cross-circulation  between  humans  and 
baboons. This  is  the  most  complicated  of  the 
procedures  described  to  date.  It  involves  total  ex- 
change of  the  animal’s  blood  volume  with  human 
blood  matched  with  the  patient’s  own  blood,  after 
washing  out  the  baboon’s  circulation  with  Ringer 
lactate  solution  under  hypothermia.  The  patient 


described  by  Bosman’^  awoke  from  very  deep 
coma  and  appeared  to  make  a satisfactory  recov- 
ery initially,  but  died  two  months  later.  The  other 
two  cases  were  even  less  successful. 

Transient  improvement  in  neurological  status 
often  follows  the  use  of  one  or  another  of  the 
techniques  described.  It  is  less  certain,  however, 
whether  any  of  these  highly  imaginative  forms  of 
treatment  has  any  effect  on  the  mortality  of  ful- 
minant hepatitis. 

For  the  moment,  then,  we  are  wilUng  to  consider 
these  methods  in  the  treatment  of  patients  in  coma 
who  do  not  respond  to  conventional  modes  of 
therapy.  But  controlled  studies  using  objective 
data  are  required  before  any  of  them  can  be 
strongly  advocated. 

Discussion 

Dr.  W.  P.  Longmire,  Jr.:  To  what  does  Dr. 
Pops  attribute  the  improving  mortality  figures  for 
hepatic  coma  treated  by  conventional  means? 

Dr.  Pops:  I believe  this  is  due  to  several  factors. 
First,  there  has  been  an  improvement  in  the  gen- 
eral care  of  seriously  ill  patients,  frequently  involv- 
ing the  use  of  intensive  care  units.  Second,  knowl- 
edge of  the  hematological  problems  raised  by 
these  patients  and  the  means  of  treating  them  have 
increased.  Also,  it  is  now  appreciated  that  early 
withdrawal  of  dietary  protein  and  oral  administra- 
tion of  broad  spectrum  antibiotics  may  reverse 
coma  before  the  patient  becomes  obtunded. 

Dr.  Middler:  Are  there  any  early  signs  which 
help  to  distinguish  those  patients  who  are  in  most 
danger  of  developing  coma  and  death? 

Dr.  Pops:  In  my  experience  a falling  urine  out- 
put in  the  presence  of  adequate  fluid  replacement 
is  an  ominous  sign.  Of  the  laboratory  tests,  a rap- 
idly rising  serum  bilirubin  level  often  accompanies 
gross  deterioration  of  liver  function. 

Dr.  Bevan:  One  might  add  that  a rising  white 
cell  count  and  a falling  prothrombin  index  also 
presage  a poor  prognosis. 

Dr.  a.  F.  Rasmussen,  Jr.:  I wonder  whether 
Dr.  Gitnick  would  like  to  comment  on  the  possibil- 
ity that  the  effect  of  exchange  transfusion  may  be 
due,  in  part,  to  the  administration  in  the  donor 
blood  of  lymphocytes  previously  sensitized  to  Aus- 
tralia antigen,  since  subclinical  hepatitis  infec- 
tions are  so  common. 
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Dr.  Gitnick:  That  must  remain  an  interesting 
speculation  on  the  long-term  effect  of  exchange 
transfusion. 

Dr.  W.  N.  Valentine:  This  effect  would  pre- 
sumably take  some  time  to  reveal  itself,  but  the 
immediate  effect  of  exchange  transfusion  when  it 
occurs  is  more  likely  to  be  biochemical  in  nature. 

Dr.  Bevan:  That  is  true.  Perhaps  the  dramatic 
improvement  in  consciousness  following  exchange 
transfusion  is  due  partly  to  the  dilutional  effect 
upon  cerebral  toxins,  of  which  ammonia  is  thought 
to  be  the  most  important,  and  also  to  the  correc- 
tion of  the  acid-base  disturbance  frequently  pres- 
ent in  hepatic  coma  which  may  be  aiding  the  trans- 
fer of  such  toxic  substances  across  cell  membranes. 

Dr.  W.  L.  Hewitt:  Dr.  Gitnick,  are  there  any 
other  diseases  in  which  virus  particles  have  been 
demonstrated  in  the  circulation?  I wonder  also 
whether  there  has  been  a prospective  electron  mi- 
croscopy study  of  the  time  of  appearance  of  circu- 
lating Australia  antigen  in  hepatitis. 

Dr.  Gitnick:  Virus  may  be  demonstrated  in  the 
serum  of  patients  with  several  diseases  by  neutrali- 
zation techniques,  but  I do  not  know  of  any  in- 
stance of  direct  visualization  of  virus  particles  in 
blood.  There  has  not  yet  been  a prospective  study 
of  the  time  of  appearance  in  the  serum  of  Austra- 
lia antigen  as  detected  by  electron  microscopy.  The 
data  we  have  were  derived  by  immunodiffusion 
and  complement  fixation  techniques. 
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Important  Advances  in  Clinical  Medicine 

Epitomes  of  Progress  — Preventive  Medicine  and  Public  Health 


^ The  Scientific  Board  of  the  California  Medical  Association  presents  the 
following  inventory  of  items  of  progress  in  Preventive  Medicine  and  Public 
Health.  Each  item,  in  the  judgment  of  a panel  of  knotvledgeahle  physicians, 
has  recently  become  reasonably  firmly  established,  both  as  to  scientific  fact 
and  important  clinical  significance.  The  items  are  presented  in  simple  epitome 
and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a 
whole  is  generally  given  for  those  who  may  be  unfamiliar  ivith  a particular 
item.  The  purpose  is  to  assist  the  busy  practitioner,  student,  research  worker 
or  scholar  to  stay  abreast  of  these  items  of  progress  in  Preventive  Medicine 
and  Public  Health  which  have  recently  achieved  a substantial  degree  of  author- 
itative acceptance,  whether  in  his  own  field  of  special  interest  or  another. 

The  items  of  progress  listed  below  tvere  selected  by  the  Advisory  Panel  to 
the  Section  on  Preventive  Medicine  and  Public  Health  of  the  California  Medi- 
cal  Association  and  the  summaries  tvere  prepared  under  its  direction.  ^ 


Reprint  requests  to:  Division  of  Scientific  and  Educational  Activities,  693  Sutter  Street.  San  Francisco,  Ca.  94102 


Dangerous  Drugs 

The  use  of  dangerous  drugs  by  California  teen- 
agers is  a medical,  sociological,  and  emotional 
problem.  It  is  important  that  the  private  physician 
who  sees  a teenager  under  the  influence  of  any  of 
the  dangerous  drugs  (marijuana,  methedrine, 
LSD,  barbiturates  or,  in  rare  cases,  heroin)  should 
either  be  prepared  to  handle  the  case  himself  or 
know  the  facilities  available  in  his  county  to  pro- 
vide help. 

A community  program  should  include  a detoxi- 
fication center,  crisis  intervention,  major  efforts  by 
physicians  and  health  departments  to  educate 
parents,  teachers,  peace  officers,  and  teenagers, 
and  in  some  cases  controlled  housing  for  the  pa- 
tient away  from  the  family  situation. 

Recent  surveys  in  San  Mateo  County  indicate 


that  50  percent  of  the  senior  high  school  students 
have  had  from  one  to  ten  or  more  experiences  with 
these  various  drugs  and  40  percent  of  the  female 
seniors.  The  percentage  steadily  increases  from 
the  sixth  grade  through  the  twelfth  grade.  Com- 
parison of  equivalent  data  between  1968  and  1969 
shows  a decided  increase  in  usage  at  all  grade  lev- 
els except  that  lsd  use  by  senior  girls  decreased. 

There  is  now  developing  fairly  wide  scientific 
literature  on  this  topic  and  physicians  in  private 
practice  should  work  closely  with  their  health  de- 
partments and  local  mental  health  services  to  pro- 
vide all  assistance  possible  to  teenagers. 

Watch  for  report  of  Committee  on  Dangerous 
Drugs  (to  be  published  soon  by  CMA) . 

H.  D.  ChOPE,  M.D.,  DR.  P.H. 

REFERENCE 

Blackford  LS:  Five  Mind  Altering  Drugs.  Department  of  Public 
Health  and  Welfare,  San  Mateo  County,  1969 


The  Western  Journal  of  Medicine 


51 


California  Drug  Science  1970 

Drug  abuse  is  of  epidemic  proportions  in  Cali- 
fornia. Arrest  figures  in  1969  were  double  those  of 
the  previous  year.  Many  high  schools  reported  50 
percent  of  the  senior  students  were  experimenting 
with  one  or  a variety  of  drugs. 

Marijuana  is  the  illegal  drug  indulged  by  young 
and  old  alike  and  it  became  even  more  the  center 
of  a highly  political  debate.  Increasingly  strict  laws 
and  the  enforcement  of  such  laws  have  not  alle- 
viated the  problem,  and  may  have  accelerated  it. 

The  present  crisis  suggests  not  only  monumental 
problems  of  contemporary  youth  and  society,  but 
serious  failures  in  our  social  policy.  The  current 
trend  for  the  younger  and  younger  drug  user  is 
away  from  psychedelic  drugs  popular  in  the  mid- 
60s  and  toward  experimentation  with  amphet- 
amines, barbiturates  and  heroin.  The  idea  that 
heroin  is  used  mainly  by  ghetto  dwellers  who  were 
economically  and  socially  deprived  has  validity 
no  longer. 

Besides  the  acute  medical  and  psychological  cri- 
sis produced  by  such  drug  use  itself,  the  role  of 
criminal  definition  of  what  is  essentially  a medical 
problem  has  produced  increasing  criminalization 
of  the  young  middle  class  American. 

What  seems  obvious,  but  is  least  well  under- 
stood by  the  public,  is  that  the  real  problems  of 
drugs  lie  not  with  the  drugs  but  the  people  who 
use  them  and  the  increasing  crises  in  the  American 
social  system. 

David  E.  Smith,  m.d. 

David  Bentel,  d.  crim. 
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Quackery 

Quackery,  a world-wide  phenomenon,  conti- 
nues to  bilk  the  consumer  always  needlessly  and 
often  dangerously.  All  physicians  and  medical  stu- 
dents should  be  constantly  informed  of  the  risks 
encountered  by  their  patients  and  the  route  that 
can  be  taken  to  check  the  charlatan. 


Section  2141  of  the  California  Business  and  Pro- 
fessional Code  is  directed  toward  the  practice  of 
medicine  without  a license.  Violation  of  this  sec- 
tion is  a misdemeanor  that  carries  a maximum  fine 
of  $500  or  six  months  in  jail  or  both.  Frequently 
both  penalties  are  suspended  and  the  violator  is 
placed  on  one  to  three  years’  probation. 

Through  the  indefatigable  efforts  of  the  Honor- 
able John  W.  Miner,  we  now  have  an  amendment 
to  section  2141.  This  amendment  (2141.5)  pro- 
vides for  a stiff er  fine  and  a jail  sentence  of  up  to 
ten  years.  To  be  prosecuted  under  this  new  amend- 
ment, the  irregular  practitioner  must  have  created 
a risk  of  great  bodily  or  mental  harm  or  death. 
That  which  was  a misdemeanor  is  now  a felony. 
Even  so,  protection  against  quackery  depends  ul- 
timately on  informed,  thoughtful  consumers. 

Raymond  O.  West,  m.d. 
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Improved  Antimicrobial 
Susceptibility  Testing  in 
Clinical  Microbiology 
Laboratories 

Various  procedures  have  been  used  in  commu- 
nity clinical  microbiology  laboratories  for  routine 
susceptibility  testing  of  antimicrobial  agents,  and 
often  the  disc-diffusion  methods  have  not  been 
well-controlled.  Short-cuts  in  technique  such  as 
lack  of  standardization  of  inoculum  size  and  failure 
to  measure  the  size  of  the  zone  of  inhibition  have 
led  to  errors  and  inconsistencies.  Misleading  infor- 
mation has  also  resulted  from  testing  of  inappro- 
priate drugs  and  testing  of  organisms  which  are 
not  rapid-growing  pathogens  or  organisms  for 
which  susceptibility  tests  do  not  assist  and  may 
even  confuse  clinical  management. 

A number  of  institutions  and  health  agencies  are 
now  encouraging  improvement  in  clinical  micro- 
biology laboratory  practice  by  use  of  standard 
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methods  for  antimicrobial  susceptibility  testing.  A 
study  gxoup  of  the  who  is  preparing  information 
revising  and  supplementing  previous  recommenda- 
tions concerning  standard  reference  methods  as  a 
basis  for  comparative  evaluation  of  other  methods. 
The  National  Committee  for  Clinical  Laboratory 
Standards  is  examining  recommended  standard 
procedures.  The  U.S.  Food  and  Drug  Administra- 
tion may  reexamine  techniques  to  be  recommend- 
ed in  antibiotic  disc  package  inserts.  A new  man- 
ual published  by  the  American  Society  for  Micro- 
biology emphasizes  standardization  of  procedures. 
Of  the  several  well-documented,  controlled  meth- 
ods developed  by  different  investigators,  the  meth- 
od of  Bauer  and  Kirby  has  achieved  the  widest 
application  and  standardization.  Any  modifications 
or  revisions  in  testing  procedures,  such  as  the  use 
of  a simplified  inoculum  procedure  with  an  agar- 
overlay,  should  be  standardized  carefully  and  com- 
pared with  a control,  standard  method,  such  as 
that  of  Bauer  and  Kirby,  before  being  introduced 
into  clinical  laboratory  practice. 

Lauri  D.  Thrupp,  m.d. 
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Carbon  Monoxide  as 
Community  Air  Pollutant 

The  national  Clean  Air  Act  and  California’s 
Mulford-Carrel  Act  require  the  setting  of  stan- 
dards for  air  quality.  Carbon  monoxide  (co)  is 
among  the  materials  which  will  be  controlled.  The 
Air  Quality  Criteria  for  Carbon  Monoxide,  re- 
cently published  by  the  National  Air  Pollution 
Control  Administration  (napca),  reviews  the 
health  effects  of  carbon  monoxide  in  detail.  In- 
creases in  carbon  monoxide  hemoglobin  (COHb) 
to  2 or  2.5  percent  follow  exposures  of  12  to  17 
mg  per  cubic  meter  (10-15  parts  per  million)  for 
8 hours  or  more.  Such  concentrations  of  co  are 


not  rare  in  traffic  centers;  in  downtown  Los  Ange- 
les, the  hourly  average  concentration  exceeded  10 
ppm  for  at  least  one  hour  on  24  days  out  of  29  in 
December  1968  and  on  26  days  out  of  31  in  Jan- 
uary 1969.  In  La  Habra,  California,  the  compara- 
ble numbers  were  27  days  out  of  28  in  December 
and  19  out  of  31  in  January. 

COHb  increases  of  less  than  3 percent  are  asso- 
ciated with  diminished  abilities  to  judge  short  in- 
tervals of  time,  and  impairment  of  some  visual 
functions  under  conditions  of  dim  light.  With  5 
percent  COHb,  impaired  performance  on  arithme- 
tic and  other  psychological  tests  has  been  reported. 
There  is  some  evidence  that  suggests  an  association 
between  increased  fatality  rates  with  myocardial 
infarction  and  weekly  average  co  concentrations 
of  8 to  14  ppm. 

The  NAPCA  suggests  “It  is  reasonable  and  pru- 
dent to  conclude  that,  when  promulgating  air  qual- 
ity standards,  consideration  should  be  given  to 
requirements  for  margins  of  safety  that  would  take 
into  account  posible  effects  on  health  that  might 
occur  below  the  lowest  of  the  above  levels” — that 
is,  10  ppm.  The  attainment  of  such  standards  will 
require  stringent  controls  on  motor  vehicles,  but 
this  can  be  achieved. 

Rodney  R.  Beard,  m.d. 
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DDT  Out— Organophosphates 
Also  Dangerous 

By  administrative  order,  the  Director  of  the 
California  Department  of  Agriculture  is  phasing 
out  the  use  of  ddt  in  CaUfornia’s  agricultural  in- 
dustry and  eliminating  its  availability  on  the  home- 
garden  market.  By  the  end  of  1970  virtually  all 
uses  will  be  prohibited. 

Practicing  physicians  should  be  clearly  aware 
of  the  possible  public  health  consequences  of  this 
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ecologically-warranted  action.  Both  the  farmer 
and  the  home  gardener  will  certainly  turn  to  the 
use  of  other  pesticides  such  as  members  of  the 
organophosphate  family.  Organophosphates  do  not 
share  with  dot  the  characteristic  of  persistence, 
and  thus  prolonged  pesticidal  activity.  They  must, 
therefore,  be  applied  at  more  frequent  intervals  to 
effect  satisfactory  insect  control.  A result  is  more 
opportunity  for  human  exposure.  In  addition, 
organophosphates  are  generally  much  more  toxic 
to  humans  than  is  dot.  This  is  especially  true  with 
respect  to  the  organophosphates  available  for  use 
in  agriculture.  For  these  reasons,  California  phy- 
sicians may  be  faced  with  an  increasing  number 
of  poisonings  by  these  cholinesterase  inhibitors 
among  workers  engaged  in  pesticide  formulation 
or  application,  among  field  workers  exposed  to 
pesticide  residues,  and  in  children  who  ingest 
pesticide  formulations  that  have  been  carelessly 
stored  about  the  home.  Since  specific  diagnostic 
and  therapeutic  methods  are  readily  available,  the 
physician  should  be  well  equipped  to  provide  ef- 
fective care  to  any  patient  stricken  by  these  potent 
agents. 

Thomas  H.  Milby,  m.d. 
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School  Children 
And  Pesticides 

Considerable  effort,  especially  in  California,  has 
been  directed  toward  the  protection  of  children 
from  pesticide  exposures  both  on  school  property 
and  in  the  home.  State  regulations  have  prohibited 
the  use  of  the  most  hazardous  materials,  including 
the  arsenicals  and  many  of  the  phosphate  ester- 
type.  Their  use  is  controlled  by  their  designation 
as  “injurious”  or  “restricted”  materials  and  a per- 
mit system.  Educational  material  has  been  de- 
veloped for  use  of  school  personnel  for  use  in 
teaching  and  for  the  application  of  agricultural 


chemicals  on  school  property.  Recent  reports 
linking  certain  defoliants  with  teratogenic  effects, 
reports  of  injuries  from  consuming  meat  from  ani- 
mals fed  mercury-treated  seed  grains,  and  in- 
creased concern  about  the  effects  of  pesticides  on 
the  environment  and  consequences  of  food  chain 
magnification,  have  produced  extensive  additional 
control  legislation.  Review  of  other  chemicals  and 
applications  is  under  way  by  federal  and  state 
agencies. 

H.  D.  ChOPE,  M.D.,  DR.P.H. 
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The  Control  of  Rubella 

Since  the  isolation  of  the  rubella  virus  in  1962, 
live  attenuated  virus  vaccines  which  produce  an 
excellent  antibody  response  in  over  95  percent  of 
recipients  have  been  developed  and  marketed.  In 
California  broad  use  of  these  vaccines  for  the  con- 
trol of  rubella  virus  infections  and  prevention  of 
the  consequent  congenital  malformations  has  been 
recommended.  The  recommendations  caU  for 
widespread  immunization  of  children  up  to  12 
years  of  age,  to  prevent  or  significantly  reduce 
childhood  rubella  infections  as  a source  of  ex- 
posure of  pregnant  women,  and  also  the  immuniza- 
tion of  susceptible  non-pregnant  women  (i.e.,  post 
pubertal  females)  on  an  individual  basis  for  their 
direct  protection. 

Some  physicians  are  not  convinced  that  child- 
hood immunization  will  be  an  effective  or  desirable 
approach  to  the  prevention  of  congenital  rubella. 
Particular  concerns  stem  from  uncertainty  regard- 
ing the  durability  of  vaccine  induced  antibody, 
(for  example,  will  girls  immunized  in  childhood 
retain  immunity  into  the  childbearing  period?); 
also,  there  is  the  question  of  possible  transmission 
of  vaccine  virus  from  vaccinees  to  suspectible  con- 
tacts. These  are  valid  and  serious  questions  which 
have  been  considered  in  depth  at  two  international 
conferences  on  rubella  immunization  and  by  two 
national  advisory  groups.  After  evaluation  of  all 
the  available  data  these  advisory  groups  recom- 
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mended  immunization  of  children  as  the  primary 
and  most  feasible  approach  to  achieve  the  control 
of  rubella  in  the  United  States  over  the  next  few 
years.  As  more  data  on  long-term  duration  of  im- 
munity are  obtained,  recommendations  for  follow- 
up immunizations  can  be  developed  if  needed. 

Up  to  March,  1970,  a total  of  almost  6 million 
children  had  been  immunized  through  public  and 
community  programs  alone  and  no  adverse  effects 
were  observed.  Continuing  intensive  surveillance 
of  the  occurrence  of  clinical  rubella,  congenital 
infections  and  careful  long-term  follow-up  of  im- 
munized groups  is  essential  to  monitor  any  pos- 
sible vaccine  reactions,  failures  or  other  problems 
that  may  arise.  The  prevention  of  the  devastating 
effects  on  the  fetus  of  intrauterine  infections  by  this 
virus  now  appears  possible,  but  success  of  this 
undertaking  in  preventive  medicine  will  require  the 
intensive  and  coordinated  efforts  of  private,  public 
and  volunteer  groups  to  achieve  significant  results 
without  unnecessary  delay. 

James  CraN,  m.d. 
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Cytologic  Examination 
For  Cervical  Cancer 

Systematic  application  of  annual  cytologic  ex- 
aminations for  cervical  cancer  can  reduce  mortal- 
ity from  this  disease  by  90  percent.  Yet  this  poten- 
tial has  never  been  approached,  for  a variety  of 
sociologic,  economic  and  technical  reasons. 

It  is  now  apparent  that  non-physician  personnel 
can  be  used  effectively  for  the  detection  of  cervical 
cancer.  Emphasis  on  the  technologic  development 
of  automated  cytologic  screening  devices  may  now 
allow  the  application  of  this  truly  effective  cancer 
detection  method. 

M.  B.  Shimkin,  m.d. 
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Nutrition 

Though  our  country  has  an  unprecedented  afflu- 
ence, the  distribution  of  resources  and  education 
are  such  that  poor  nutrition  takes  a fantastic  toll 
of  our  people.  This  is  seen  in  the  extremely  poor 
dietary  pattern  of  the  well-to-do,  40  percent  of 
whose  caloric  intake  is  in  the  form  of  fats,  a high 
percentage  of  them  saturated  fats.  Though  the 
quality  of  their  protein  and  the  selection  of  fresh 
and  frozen  vegetables  and  fruits  has  never  before 
been  so  varied,  it  is  increasingly  difficult  for  any- 
one in  our  country  to  get  a clear  picture  of  what 
he  is  eating  because  of  poor  labeling  of  foods  and 
the  use  of  food  additives  and  preservatives  which 
have  unknown  potentialities  insofar  as  health  is 
concerned.  The  poor,  the  ignorant  and  the  ordi- 
nary families  are  at  the  mercy  of  producers.  Nu- 
trition in  the  United  States  opens  up  a whole  new 
vista  of  prevention  which  demands  attention  from 
the  medical  profession. 

Richard  T.  Walden,  m.d. 
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X-ray  Mammography 
And  Thermography 
In  Breast  Cancer 

It  now  seems  established  that  a systematic 
search  for  breast  cancer  in  women,  by  means  of 
clinical  examination  plus  x-ray  mammography,  will 
result  in  detection  of  neoplasms  with  a significantly 
higher  proportion  at  a localized  stage.  An  im- 
provement of  25  percent  in  five-year  survival  is 
thus  feasible.  Recently,  xerography  and  senogra- 
phy  have  improved  the  quality  of  the  x-ray  studies. 
Thermography,  however,  still  remains  in  an  in- 
vestigative phase. 

X-ray  mammography  should  be  a routine  pro- 
cedure for  the  detection  of  breast  cancer.  This  is 
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especially  true  of  women  from  high-risk  groups, 
such  as  those  with  previous  mastectomy  or  with 
fibrocystic  disease,  and  milliparous  women  with 
family  history  of  breast  cancer. 

M.  B.  SfflMKIN,  M.D. 

REFERENCES 

Venet  L,  Strax  P,  Venet  W,  et  al:  Adequacies  and  inadequacies  of 
breast  examinations  by  physicians.  Cancer  24:1187-91.  Dec  1969 
Gershon-Cohen  J,  Hermel  MB:  Modalities  in  breast  cancer  detec- 
tion: xeroradiography,  mammography,  thermography  and  mammom- 
etry.  Cancer  24:1226-30.  Dec  1969 


Pregnant  Teenagers 

The  teenage  girl  who  is  pregnant  faces  very 
serious  problems  and  needs  the  sympathetic  assist- 
ance of  physicians.  The  medical  problem  involves 


diagnosis  of  pregnancy  and  decision  as  to  whether 
the  patient  should  have  an  abortion  or  continue 
her  pregnancy.  If  she  elects  to  continue  the  preg- 
nancy, plans  must  be  developed  for  the  care  of  the 
baby  by  the  pregnant  girl  herself  or  by  her  family 
or  through  adoption. 

New  legislation  on  therapeutic  abortions  poses 
new  and  difficult  decisions  for  physicians.  It  is 
also  important  that  the  emotional  stability  of  the 
patient  be  protected,  that  her  schooling  be  con- 
tinued if  possible,  and  that  parental  help  and  un- 
derstanding be  enlisted  if  the  decision  is  made  to 
continue  pregnancy. 

Health  departments  throughout  the  state  are 
faced  with  this  problem  and  many  stand  ready  to 
assist  the  physician  in  dealing  with  it. 

H.  D.  ChOPE,  M.D.,  DR.  P.H. 
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EDITORIAL 


Students  in  Politics 

The  most  turbulent  academic  year  within 
memory  is  drawing  to  a close  as  this  is  written. 
One  senses  that  faculty  and  students  alike  are 
exhausted,  even  limp,  from  the  extreme  emo- 
tional tensions  of  recent  weeks.  It  is  too  early  to 
assess  what  may  have  been  achieved  or  what  may 
have  been  destroyed.  Curiously,  perhaps  inevita- 
bly, the  exercise  of  bias  and  bigotry  and  even 
violence  in  protest  against  bias,  bigotry  and  vi- 
olence seems  to  have  left  less  rather  than  more  of 
these  in  its  aftermath.  Confrontations  became 
convocations  and  teach-ins.  The  results  were  in- 
creased communication  and  understanding  rather 
than  the  reverse. 

There  now  appears  to  be  developing  a new  atti- 
tude and  a new  approach  for  student  action.  At 
this  writing  it  seems  that  the  majority  of  students, 
rather  than  just  the  minority,  have  been  aroused 
and  seek  involvement  and  action.  This  new  ma- 
jority has  apparently  concluded  that  external  pres- 
sures of  protest,  confrontation  and  even  violence 
have  not  been  very  effective  in  bringing  about  the 
changes  which  were  sought  and  further  they  also 
seem  increasingly  sensitive  to  the  illogicity  of  using 
violence  to  protest  violence  or  repression.  The 
result  is  a new  attitude  and  a new  approach  al- 
though the  goals  of  seeking  change  remain  basical- 
ly the  same.  There  is  now  evident  a growing  com- 
mitment to  work  for  the  changes  they  want  within 
the  political  system  and  through  political  action. 
This  new  approach  has  got  under  way  with  con- 
siderable ferver  and  speed  under  the  impetus  of 
the  student  reaction  to  Cambodia,  Kent,  Vietnam, 
and  what  they  term  the  repressive  racist  policies 
of  this  nation  at  home  and  abroad.  Political  leaders 
at  the  local,  state  and  national  levels  have  felt 
its  considerable  impact. 

This  politicalization  of  student  unrest,  if  it  turns 
out  to  be  something  more  than  a flash  in  the  pan, 
can  signify  a most  constructive  timn  of  events.  It 


should  mark  the  beginning  of  the  end  of  a night- 
marish era  of  too  many  “non-negotiable  demands” 
of  the  few  who  by  violence  or  threats  of  violence 
sought  to  impose  their  will  upon  all.  It  will  permit 
the  dialogue  and  free  exchange  of  views  necessary 
for  a reasoned  political  concensus.  This  will  en- 
courage the  involvement  of  all  who  should  be  in- 
volved if  the  political  decision  is  to  have  the 
support  of  the  majority  and  be  carried  to  fruition. 
This  is  what  our  political  system  is  all  about,  and 
if  it  has  been  lagging,  or  unresponsive,  then  student 
energy  with  expression  of  deep  concerns  should 
provide  a potent  stimulus.  Everyone  should  ben- 
efit from  this  kind  of  constructive  action  by  stu- 
dents in  politics. 

Viral  Hepatitis:  New  Clinical, 
Epidemiological  and 
Immunological  Concepts 

The  past  two  decades  have  been  aptly  called  the 
“golden  age  of  virology.”  The  advent  of  tissue 
culture  techniques  has  been  followed  by  the  isola- 
tion and  identification  of  scores  of  viruses  respon- 
sible for  a variety  of  infectious  diseases.  In  the 
wake  of  these  advances  came  development  of  high- 
ly effective  vaccines  which  have  had  a profound 
effect  on  the  control  of  poliomyelitis,  measles  and 
other  viral  diseases.  But  despite  intensive  efforts 
by  many  investigators,  the  “golden  age  of  virol- 
ogy” has  been  a barren  and  frustrating  era  for 
hepatitis  research. 

The  discovery  of  Australia  antigen  by  Blum- 
berg  and  associates'  represents  a major  break- 
through in  hepatitis  investigation.  The  association 
of  this  antigen  with  hepatitis  has  been  highlighted 
in  the  proceedings  of  the  UCLA  Interdepartmental 
Conference  devoted  to  “Current  Concepts  in  Viral 
Hepatitis,”  printed  elsewhere  in  these  pages. 

Recent  studies  by  our  groups  have  confirmed 
previous  reports  by  Prince^  and  by  Giles  et  aP 
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which  established  a definite  association  between 
Australia  or  hepatitis-associated  antigen  (haa) 
and  serum  hepatitis  (sh).  Hepatitis-associated  an- 
tigen was  detected  in  39  (97  percent)  of  40  cases 
of  sh;  it  was  not  detected  in  41  consecutive  cases 
of  infectious  hepatitis  (ih).  The  discrepancy  be- 
tween these  findings  and  reports  by  other  investi- 
gators who  have  associated  the  antigen  with  ih  is 
undoubtedly  due  to  difficulties  in  clinical  differ- 
entiation between  ih  and  sh.  Many  physicians  are 
not  aware  of  the  fact  that  both  ih  virus  and  sh 
virus  can  be  transmitted  by  the  oral  and  parenteral 
routes.  It  is  still  common  practice  to  use  the  term 
SH  for  cases  of  post-transfusion  or  post-inoculation 
hepatitis  and  to  reserve  ih  for  situations  where 
there  is  no  history  of  a parenteral  exposure. 

Studies  reported  by  our  group  in  1967’  and  in 
1970“  provided  helpful  clues  for  the  clinical  differ- 
entiation of  the  two  types  of  viral  hepatitis.  Obser- 
vations of  patients  who  were  observed  from  the 
time  of  exposure  to  ih  or  sh,  during  the  incubation 
period  and  for  many  months  after  onset  of  disease, 
revealed  the  following:  Infectious  hepatitis  was 
characterized  by  1 ) a relatively  short  incubation 
period  (30  to  38  days,  average  33  days),  2)  a 
brief  period  of  abnormal  transaminase  activity 
(less  than  3 weeks),  and  3)  consistently  elevated 
thymol  turbidity  and  IgM  levels.  In  contrast,  se- 
rum hepatitis  was  characterized  by  1 ) a longer 
incubation  period  (41  to  108  days,  average  65 
days  after  parenteral  exposure  and  98  days  after 
oral  exposure);  2)  a prolonged  period  of  trans- 
aminase activity  (35  to  200  days)  and  3)  normal 
thymol  turbidity  and  IgM  levels  in  most  cases 
(approximately  75  percent).  Studies  of  various 
epidemics  during  World  War  II  indicated  that  the 
following  additional  clinical  features  were  more 
compatible  with  sh  than  ih:  Insidious  onset,  low- 
grade  fever,  urticarial  rash  and  arthralgia. 

At  present  the  test  for  presence  of  haa  is  the 
most  helpful  aid  in  differentiating  between  ih  and 
SH.  A positive  test  is  indicative  of  serum  hepatitis 
infection,  past  or  present.  A negative  haa  test  does 
not  rule  out  sh  because  the  duration  of  antigen- 
emia  may  be  transient;  it  may  not  be  detectable 
shortly  after  onset  of  jaundice.  Moreover,  current- 
ly available  immunodiffusion  and  complement  fix- 
ation tests  may  not  be  sensitive  enough  to  detect 
low  levels  of  antigen. 

The  properties  of  the  antigen  have  been  de- 
scribed in  detail  by  Gitnick  elsewhere  in  this  issue. 
It  is  clear  that  serum  containing  haa  is  highly  in- 


fectious for  susceptible  recipients.  The  trans- 
mission of  serum  hepatitis  has  been  shown  to  be 
associated  with  the  administration  of  serum  con- 
taining virus-like  particles  20  millimicrons  in  di- 
ameter. The  circumstantial  evidence  indicates  that 
the  antigen  is  an  intimate  and  integral  part  of 
serum  hepatitis  virus.  If  it  is  not  the  SH  virus,  it 
must  be  part  of  it  or  attached  to  it. 

Each  year,  in  the  United  States,  blood  transfu- 
sions are  responsible  for  approximately  30,000 
cases  of  hepatitis  and  about  3,000  deaths.  It  is 
well  known  that  commercial  donors  are  the  major 
source  of  transfusion-induced  hepatitis.  At  pres- 
ent the  test  for  haa  holds  the  most  promise  as  a 
hepatitis-screening  procedure,  in  spite  of  the  limi- 
tations alluded  to  previously — the  lack  of  sensitiv- 
ity of  immunodiffusion  and  complement  fixation 
techniques,  and  the  inability  to  detect  ih  virus.  In 
spite  of  these  limitations,  it  will  be  essential  for 
blood  centers  and  hospitals  to  institute  these  pro- 
cedures when  appropriate  reagents  and  technical 
manpower  are  available. 

Our  studies  on  the  natural  history  of  viral  hepa- 
titis have  demonstrated  that  serum  hepatitis  virus 
is  infective  by  mouth.’  As  indicated  previously, 
the  concept  that  serum  hepatitis  is  exclusively  a 
parenteral  infection  is  not  consistent  with  prevail- 
ing epidemiologic  ideas  about  this  disease.  Pa- 
tients on  hemodialysis  units  and  patients  with 
blood  dyscrasias  who  bleed  profusely  may  be  a 
source  of  sh  virus  dissemination  if  their  blood  is 
HAA-positive.  Physicians,  nurses  and  paramedical 
personnel  who  are  exposed  to  these  patients  must 
take  appropriate  precautions  to  prevent  infection 
which  may  be  acquired  by  mouth  or  through  a 
skin  abrasion.  It  has  been  shown  that  0.001  ml 
of  infectious  serum  is  capable  of  causing  hepatitis 
in  man. 

The  immunological  aspects  of  viral  hepatitis  are 
poorly  understood.  It  is  likely  that  one  attack  of 
infectious  hepatitis  is  followed  by  subsequent  im- 
munity to  this  disease.  Evidence  for  homologous 
immunity  has  been  well  documented  in  the  medical 
literature.  It  is  clear,  however,  that  an  attack  of 
IH  does  not  protect  against  sh  and  an  attack  of  sh 
does  not  protect  against  iH.  Recent  studies  by  our 
group  revealed  that  an  attack  of  serum  hepatitis 
was  followed  by  resistance  to  reinfection  a year 
later. ^ These  preliminary  observations  require  ad- 
ditional confirmation. 

Serum  specimens  from  patients  with  serum  hep- 
atitis have  been  tested  for  the  presence  of  anti- 
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body  (anti-HAA).  These  tests  have  been  consist- 
ently negative  following  the  first  or  primary  SH 
infection.  On  the  other  hand,  antibody  has  been 
detected  in  some  persons  who  have  had  repeated 
exposure  to  SH  virus.  Patients  with  hemophilia 
who  have  had  multiple  transfusions  are  apt  to  have 
detectable  levels  of  anti-HAA  in  their  blood. 

The  efficacy  of  gamma  globulin  for  the  preven- 
tion or  modification  of  infectious  hepatitis  has  been 
well  documented.  The  same  favorable  effect  has 
not  been  observed  in  persons  exposed  to  serum 
hepatitis.  Recent  studies  by  our  group  demon- 
strated that  gamma  globulin  neutralized  the  infec- 
tivity  of  IH  virus  but  did  not  consistently  neutralize 
the  infectivity  of  SH  virus. ^ These  studies  support 
the  clinical  impression  that  gamma  globulin  may 
have  limited  value  for  the  prevention  of  serum 
hepatitis. 

The  treatment  of  viral  hepatitis  and  hepatic 
coma  has  been  discussed  in  detail  elsewhere  in 
this  issue.  The  management  of  hepatic  coma  is 
still  a critical  problem.  The  role  of  exchange  blood 
transfusions,  isolated  pig  liver  perfusion,  and  other 
new  methods  of  therapy  in  the  solution  of  this 
problem  needs  continuing  study  and  evaluation. 

It  is  obvious  that  the  discovery  of  Australia  or 
hepatitis-associated  antigen  has  added  a new  and 
exciting  chapter  to  the  history  of  viral  hepatitis. 
The  availability  of  this  new  technologic  tool  has 
enabled  many  investigators  to  shed  new  light  on 
the  clinical,  epidemiological  and  immunological  as- 
pects of  viral  hepatitis.  However,  as  with  polio- 
myelitis, measles  and,  more  recently,  rubella,  the 
solution  of  the  problem  of  control  of  hepatitis  de- 
pends upon  the  isolation,  identification  and  attenu- 
ation of  the  viruses  responsible  for  hepatitis  infec- 
tion in  man.  It  is  hoped  that  the  next  chapter  of 
the  history  of  hepatitis  will  record  this  significant 
achievement. 

Saul  Krugman,  m.d. 

Professor  and  Chairman 

Department  of  Pediatrics 

New  York  University  School  of  Medicine, 

New  York  City 
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Drug  Eruptions 

Drug  eruptions  represent  to  physician  and  pa- 
tient a troublesome  by-product  of  pharmacologic 
therapeutics.  To  date  its  extent  lacks  precise  fidu- 
cial enumeration  because  the  prodigious  time,  en- 
ergies and  finances  required  to  document  the  phe- 
nomena discourage  the  individual  physician,  the 
pharmaceutical  industry  and  responsible  govern- 
mental agencies. 

In  the  Medical  Progress  article  elsewhere  in  this 
issue,  Newbold  succinctly  and  clearly  outlines  the 
present  status  of  our  knowledge  in  this  field.  Diag- 
nosis rests  largely  on  a history  of  drug  exposure 
(through  one  of  many  portals)  and  morphologic 
characteristics  that  may  be  almost  diagnostic 
(phenolphthalien  fixed  drug  eruptions  or  Sedormid 
purpura),  suggestive  (penicillin  urticaria)  or  so 
highly  atypical  that  a relationship  is  barely  sus- 
pected. Unfortunately,  many  rashes  of  known  and 
unknown  type  perfectly  mimic  drug  eruptions,  so 
our  clinical  diagnosis  is  probably  often  wrong. 

This  perilous  dependence  on  clinical  judgement 
in  situations  of  serious  consequences  to  the  patient 
(that  is,  can  he  safely  receive  a needed  drug?) 
prompted  serious  investigation  of  in  vivo  and  in 
vitro  diagnostic  tests.  Each  advance  in  experi- 
mental immunology  led  to  employment  of  the  tech- 
nique in  drug  eruptions.  The  roster  includes  skin 
tests  for  immediate  and  delayed  hypersensitivity, 
quantitation  of  circulating  humoral  antibody,  the 
basophile  degranulation  test,  the  Rebuck  skin  win- 
dow technique  and  lymphocyte  transformation 
studies.  With  few  exceptions  (such  as  Sedormid 
purpura)  the  highly  variable  results  obtained  em- 
phasize our  fragmentary  understanding  of  the 
mechanisms  involved.  Even  in  penicillin  hypersen- 
sitivity, where  immense  efforts  have  been  expended 
to  define  the  relationship  of  antibody  to  disease, 
the  clinical  situation  remains  unsettled.  These  tech- 
niques imply  that  antibody  is  probably  involved  in 
many  drug  eruptions.  This  may  not  be  the  case,  as 
numerous  examples  of  non-hypersensitivity  erup- 
tions have  been  delineated — for  example,  aspirin- 
induced  histamine  release  and  drug  phototoxicity 
(see  below). 

As  a practical  issue,  drug  challenge  constitutes 
the  main  diagnostic  test  to  relate  the  suspected 
eruption  to  the  drug.  This  is  cumbersome  for  phy- 
sician and  patient;  in  some  instances  (such  as  peni- 
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cillin  anaphylaxis)  the  risk  involved  is  so  great  as 
to  preclude  its  general  employment.  Yet  judi- 
cious use  of  drug  challenge  permits  the  obtaining 
of  data  for  managing  the  patient  in  the  future. 
Such  information  is  indispensable  for  understand- 
ing of  the  mechanism  involved  and  for  realistic 
incidence  figures.  A positive  test  does  not  prove 
drug  allergy,  but  only  some  cause  and  effect  rela- 
tionship to  the  drug.  A negative  test  is  less  valu- 
able, for  the  situations  are  such  (ampicillin  and  in- 
fectious mononucleosis,  for  example)  that  special 
factors  are  operative,  which  the  challenge  would 
not  duplicate. 

The  greater  the  number  of  drugs  received  by 
the  patient,  the  greater  the  problem  with  drug 
challenge.  A physician  and  patient  may  have  suf- 
ficient motivation  to  test  one  or  two  drugs;  when 
the  patient  has  received  a dozen  or  so,  only  the 
most  hardy  will  follow  through.  This  provides  ad- 
ditional reason  for  physicians  to  limit  the  number 
of  drugs  prescribed  to  those  required  for  the  phar- 
macologic problem  at  hand. 

Clearly  much  study  is  required  to  classify  the 
mechanism  of  drug  eruptions  so  that  effective 
methods  of  preventing  them  may  be  promulgated. 
Animal  models  are  urgently  needed.  Many  fail- 
ures with  such  models  may  relate  not  to  species 
differences  but  to  factors  that  might  be  handled  if 
understood  (see  below).  Larger  numbers  of  ani- 
mals should  be  used,  for  many  of  these  eruptions 
occtu:  uncommonly  in  man.  Numerous  examples 
of  successful  employment  of  animal  models,  after 
correcting  for  the  mistakes  of  initial  failures,  sug- 
gest emphasis  in  this  direction. 

Certain  drug  eruptions  offer  a tantalizing  chal- 
lenge to  investigators.  One  such  example  is  the 
antibiotic  novobiocin,  which  produces  a rash  on 
the  ninth  day  of  administration  in  15  percent  of 
healthy  volunteers  at  a dose  of  1 gm  daily.  Exami- 
nation of  such  a model  system  with  current  immu- 
nologic techniques  may  provide  valuable  insight 
into  the  mechanism  involved.  The  high  incidence 
of  rash  and  the  safety  in  dosing  normal  volunteers 
recommends  it  as  an  experimental  tool. 

Some  recent  advances  have  clarified  complex 
situations  and  allowed  practical  solutions.  Declo- 
mycin®  produces  an  exaggeration  of  sunburn  in 
all  persons  receiving  enough  drug  and  significant 
sun  exposure.  First  efforts  to  demonstrate  the  caus- 
ative mechanism  were  frustrated  in  animal  and 
man.  It  is  now  possible  experimentally  to  repro- 
duce this  phototoxicity  with  ease.  The  missing 


piece  of  the  puzzle  which  led  to  a diagnostic  ana 
predictive  technique  was  that  the  process  is  ini- 
tiated by  longer  wave  lengths  of  ultraviolet  light, 
so  that  the  erythema  rays  could  be  removed  with 
a filter.  The  phototoxic  subjects  became  red  in  the 
test  area,  and  the  controls  did  not.  Guinea  pigs 
provided  a convenient  test  animal.  Exposed  in 
New  York  during  the  summer,  the  experimental 
animals  and  controls  died,  whereas  in  the  cooler 
summer  climate  of  San  Francisco  they  survived 
and  demonstrated  phototoxicity.  The  failure  in 
New  York  related  to  an  extraneous  problem, 
namely  the  inability  of  guinea  pigs  to  survive  heat. 
Fortunately  these  techniques  now  allow  for  simple 
screening  of  phototoxic  agents;  presumably  such 
eruptions  will  present  less  of  a problem  for  the 
patient  and  physician  in  the  future. 

When  next  the  subject  of  drug  eruptions  is  dis- 
cussed, in  some  future  Medical  Progress  article, 
it  may  be  hoped  that  there  will  be  many  such  ad- 
vances to  report  that  will  decrease  the  clinical 
problem.  Not  only  wUl  this  information  minimize 
the  hazards  to  our  patients,  but  a bonus  wiU  be  an 
extension  of  an  important  area  of  pharmacology. 
For  example,  the  penicillin  family,  whose  future 
leaves  much  room  for  structural  modification,  has 
as  a main  hmiting  factor  in  clinical  medicine  its 
proclivity  to  produce  such  eruptions.  When  the 
cause  is  known,  we  may  expect  the  development 
of  more  efficacious  penicillins. 

Howard  I.  Maibach,  m.d. 

Department  of  Dermatology 

University  of  California,  San  Francisco, 

School  of  Medicine 


A New  SAMA  President 

A CONSTRUCTIVE  STUDENT  activist  at  the  Univer- 
sity of  CaUfomia,  San  Francisco,  School  of  Medi- 
cine became  the  president  of  the  Student  American 
Medical  Association  at  its  recent  national  conven- 
tion. Charles  E.  Peyton,  whose  hometown  is 
Waterloo,  Iowa,  assumes  this  important  posi- 
tion at  a critical  time.  Those  who  know  him  and 
have  worked  with  him  have  come  to  respect  his 
skill,  calm,  balance  and  dedication  to  purpose. 
Chuck  wUl  take  a year’s  leave  of  absence  from 
medical  school  to  serve  his  generation  of  medical 
students  and  the  profession  he  will  soon  be  joining, 
albeit  a year  behind  his  classmates. 

We  wish  him  well. 
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LETTERS  to  the  Editor 


The  Relationships  of  Medicine 

To  the  Editor:  The  future  of  medicine  in  the 
United  States  as  we  know  it  to  date  is  indeed  quite 
bleak.  The  medical  profession  and  the  organiza- 
tions representing  that  profession  are  at  least  in 
part  responsible  for  the  present  attitude  toward  the 
field  of  medicine  as  a whole. 

It  is  my  opinion  that  much  can  be  reversed  even 
at  this  stage  of  deterioration.  But  to  do  this  there 
needs  to  be  some  vigorous  down  to  earth  planning. 
The  public  must  be  made  aware  of  the  fact  that 
the  medical  profession  is  in  the  very  great  majority 
interested  in  the  people,  in  the  poor,  in  the  country 
with  its  many  problems,  in  the  government,  with 
the  many  fiscal  intermediaries,  the  insurance  com- 
panies in  general,  industries,  unions  and  any  other 
parties  which  must  deal  closely  with  the  medical 
profession. 

There  is  an  urgent  need  for  increased  and  mean- 
ingful liaison  between  the  hospitals,  medical  hos- 
pital committees,  medical  societies  and  local,  state 
and  national  associations  which  relate  directly  to 
these  general  groups.  At  present  there  are  many 
hours  spent  in  meetings.  These  are  in  great  mea- 
sure segmented  without  any  intercommunications. 
The  left  hand  never  knowing  what  the  right  hand 
is  doing.  Unity  means  strength.  This  strength  can 
be  used  advantageously  and  honorably. 

There  also  needs  to  be  an  increased  liaison  be- 
tween the  institutions  and/or  societies  and  com- 
mittees named  above  with  local,  state  and  federal 
government  on  a meaningful  level.  The  need  for 
dialogue  is  imperative.  It  should  always  be  with 
an  open  mind.  There  may  be  many  times  when  a 
government  policy  is  good.  But  we  can  always 
learn  from  one  another  and  we  can  both  be  more 
flexible  if  one  side  knows  the  other  side’s  position, 
problems  and  reasoning. 


The  same  obtains  in  the  dealings  with  fiscal  in- 
termediaries, unions  and  other  agencies. 

There  is  certainly  a dire  need  for  more  liaison 
in  some  specific  areas.  One  of  these  areas  is  the 
need  for  better  understanding  between  hospital 
utilization  committees  and  the  insurance  compa- 
nies as  weU  as  the  government.  Here  is  one  area 
where  greater  medical  unity  would  produce  a more 
prestigious  effect.  By  unity  I mean  that  each  utili- 
zation committee  should  have  a representative  at  a 
county  committee  level  which  could  meet  on  call, 
or  several  times  in  one  year.  In  this  way  it  would 
be  a county-wide  effort.  Comparison  of  problems 
and  joint  effort  toward  their  solution  would  be 
much  more  forceful.  It  is  my  opinion  that  there 
is  a marked  need  here.  A well  organized,  honest, 
workable  plan  as  it  affects  the  medical  profession 
in  its  treatment  of  patients,  utilization  of  available 
space  and  empathy  on  a prudent  level  with  the 
government  and  insurance  companies  is  vital. 
However,  we  must  never  compromise  the  patients’ 
welfare  in  order  to  placate  an  agency. 

The  area  of  public  relationship  is  extremely 
urgent.  The  dialogue  must  be  simple  and  crystal 
clear.  The  former  aloofness  that  has  existed  within 
the  profession  is  not  healthy.  Dignity,  respect  and 
admiration  do  not  need  aloofness  as  an  ingredient 
for  the  attainment  of  those  worthy  goals. 

Lastly,  we  must  encourage  fine,  young,  intel- 
ligent men  and  women  to  enter  this  noble  healing 
profession.  They  must  be  made  to  feel  a sense  of 
honor  and  prestige  to  be  associated  with  a group 
of  professionals  that  know  their  own  minds,  have 
clear  goals,  know  how  to  achieve  their  goals,  are 
well  organized  and  self-disciplined  and  retain  the 
highest  of  moral  codes. 

If  this  is  done  the  medical  profession  along  with 
its  paramedical  colleagues  will  look  forward  to  a 
much  brighter  and  self-administering  future. 

Albert  V.  Giampaoli,  m.d. 

San  Jose 
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Gonococcal  Conjunctivitis 
Of  the  Newborn 

To  the  Editor:  Recently  a correspondent  asked 
what  has  happened  to  gonococcal  conjunctivitis 
of  the  newborn  [Shaw  EB:  Gonorrhea  and  oph- 
thalmia prophylaxis  (Letter  to  Editor).  Calif  Med 
112:98,  Mar  1970].  Of  20,000  live  births  (ex- 
cluding sections)  at  the  Los  Angeles  County-Uni- 
versity of  Southern  California  Medical  Center  dur- 
ing two  years,  1968-69,  13  developed  gonococcal 
conjunctivitis;  10  of  these  infants  had  low  birth 
weights.  This  infection  rate  of  6 per  10,000  live 
births  is  the  same  as  was  noted  here  (Amer  J 
Obstet  Gynec  73:805-807,  1957)  for  the  period 
of  ten  years  1946-56.  During  both  of  the  above 
intervals  prophylaxis  with  1 percent  silver  nitrate 
was  routinely  used.  The  number  of  infections  per 
year  ranged  from  zero  to  11.  Various  reviews  of 
the  problem  (Acta  Ophthal  43:  Supp  79,  1-70, 
1965)  have  noted  that  the  efficacy  of  silver  nitrate 
or  antibiotic  prophylaxis  still  has  not  been  ade- 
quately evaluated.  The  problem  of  prophylaxis 
cannot  be  studied  in  states  such  as  California 
where  prophylactic  use  of  1 percent  silver  nitrate 
or  penicillin  ophthalmic  ointment  in  both  eyes  is 
compulsory  within  two  hours  after  birth. 

H.  E.  Pearson,  m.d. 

Epidemiologist 

Los  Angeles  County-USC  Medical  Center 


Definition  of  Health 

To  the  Editor:  The  fellow  who  wrote  that  World 
Health  Organization  definition  of  health*  which 
was  included  in  one  of  your  April  editorials  must 
not  have  been  a practicing  physician.  Is  anybody 
ever  in  that  state  as  defined?  Certainly  nobody  I 
know. 

The  definition  I like  is  the  one  given  by  John 
Morgan  in  his  book  printed  in  1765,  A Discourse 
Upon  the  Institution  of  Medical  Schools  in  Amer- 
ica: “Health  is  that  choice  seasoning  which  gives 
a relish  to  all  our  enjoyments.” 

Edmund  E.  Simpson,  m.d. 

Sacramento 

*“Healih  is  a state  of  complete  physical,  mental  and 
social  well-being  and  not  merely  the  absence  of  disease 
or  infirmity.”  (Cited  in  On  a definition  of  health.  Calif 
Med  112:63-64,  Apr  1970.) 


Relate  "Relevance”  to  Problems 

To  the  Editor:  Having  accepted  “Relevance  in 
Medical  Education”  as  a desirable  goal,  we  are  in 
danger  of  degrading  a useful  slogan  into  a worn 
cliche  and  debating  it  to  death.  [See  issues  January 
through  June  1970.]  I suggest  we  have  heard  a 
sufficiency  of  generalities  on  the  subject  and  had 
best  move  on  to  define  specific  problems  and  ex- 
periment with  possible  solutions. 

“Relevant”  topics  for  exploration  in  the  post- 
cliche state  of  inquiry  might  be: 

1.  What  specific  skills  now  reserved  to  physi- 
cians could  be  readily  learned  and  applied  by 
others?  (A  dental  study  has  shown  that  six  weeks’ 
training  suffices  for  a person  with  high  school 
background  to  fill  cavities  as  expertly  as  a dentist. ) 

2.  Which  specific  procedures  must  be  carried 
out  by  the  physician  to  maintain  the  doctor-patient 
relationship  required  by  our  culture?  (Must  lum- 
bar punctures,  minor  surgical  procedures,  physical 
examination,  history  taking  always  be  performed 
by  a physician?) 

3.  In  what  specific  instances  is  maintenance  of 
the  traditional  doctor-patient  relationship  crucial, 
in  what  instances  must  it  be  improved,  in  what 
instances  can  it  be  abandoned?  (Mass  treatment 
of  yaws,  malaria,  hookworm  can  be  highly  effec- 
tive in  many  settings  with  very  little  emotional 
contact.) 

4.  Given  the  limited  willingness  of  society  to 
pay  for  optimal  individual  care  for  everyone  at  to- 
day’s prices,  how  can  we  make  the  necessary  spe- 
cific choices?  (How  shall  we  decide  whether  to 
buy  a transplant  giving  one  person  with  kidney 
failure  an  extra  year  of  life  or  N treatments  giving 
50  patients  a lifetime  alleviation  of  a more  tract- 
able physical  or  mental  disability  or  to  better  care 
of  the  newborn  to  insure  his  seventy  year  life  ex- 
pectancy.) 

5.  Which  specific  and  presently  available  meth- 
ods are  most  effective  in  inducing  self-learning 
and  in  exploiting  the  student’s  high  motivation 
when  he  enters  medical  school?  (Human  nature 
can  be  changed.  An  old  tradition  made  it  our 
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“nature”  to  see  things  white  as  good  and  black  as 
bad  yesterday.  A new  tradition  has  made  many  of 
us  see  black  as  beautiful  today.) 

These  are  only  random  examples  of  well  known 
questions,  which  could  be  answered  by  an  equally 
well  known  method;  Scientific  experiment. 

Unfortunately,  the  temptation  to  engage  in  easy 
moralizing  is  often  irresistible  — as  this  letter 
proves  once  more.  Can  we  all  resolve  to  publish 
data  rather  than  exhortations  the  next  time  around? 

George  Brecher,  m.d. 

University  of  California,  San  Francisco 

School  of  Medicine 


A Way  to  Make  More 
Medical  "Schools” 

To  the  Editor:  No  expansion  short  of  doubling 
our  medical  schools’  graduating  classes  is  going  to 
do  more  than  maintain  the  present  physician-popu- 
lation ratio.  Even  the  most  optimistic  realize  that 
by  using  the  customary  channels — larger  grants, 
larger  classes,  larger  physical  plants,  new  medical 
schools,  larger  faculties,  etc.,  there  can  be  no  net 
gain  in  the  supply  of  doctors  in  less  than  ten  years. 

There  is,  however,  a relatively  simple  way  that 
would  provide  immediate  relief  to  some  over- 
worked doctors,  an  absolute  doubling  of  physician 
graduates  in  four  years,  besides  better  trained  grad- 
uates. 

Simply  realize  and  capitalize  on  the  fact  that 
there  are  as  many  practicing  physicians  and/or 
hospital  staffs  as  there  are  medical  students  who 
could  give  students  adequate  clinical  teaching  and 
experience  away  from  the  confines  of  medical 
schools. 

We  could  begin  the  regular  number  of  freshman 
medical  students  this  fall.  After  six  months  of 
classroom  work,  preceptorship  them  out  to  care- 
fully screened  active  doctors’  offices,  medical 
groups,  and/or  hospital  staffs  for  six  months,  and 
admit  a second  freshman  class  of  equal  numbers. 

By  thus  alternating  six  months  of  classroom 
work  with  six  months  of  high  quality  on-the-job- 
training  throughout  the  four  years,  not  only  would 
these  graduates  be  as  well  or  better  equipped  for 


practice,  but  they  would  also  have  helped  ease  the 
doctor  shortage  from  their  first  year  of  medical 
school. 

The  stage  is  ripe  for  legal  licensing  of  a new 
level  of  physician  assistants.  Certainly  there  could 
be  no  better  physician  assistants  than  medical  stu- 
dents advancing  in  training  and  responsibility  un- 
der legal  licensure  throughout  their  medical  course. 

Besides  the  actual  valuable  experience  of  study- 
ing and  helping  with  a busy  private  practice,  staff 
meetings,  teaching  rounds,  pertinent  lectures,  etc., 
are  available  to  the  preceptee  in  every  medical 
community. 

Still  another  plus  is  the  fact  that  the  student  as 
a salaried  physician  assistant  could  defray  at  least 
a part  of  the  medical  school  expenses.  This  would 
automatically  open  the  way  for  more  medical  stu- 
dent prospects  from  the  lower  income  levels. 

It  would  be  understandably  difficult  for  deans 
and  curriculum  planners  to  see  the  full  merit  of  an 
educational  plan  so  drastically  different  from  what 
they  have  painstakingly  and  skillfully  evolved  over 
the  years.  Therefore,  to  institute  this  or  any  other 
radical  change,  the  ball  probably  will  initially  have 
to  be  picked  up  and  carried  by  those  not  at  present 
directly  involved  with  medical  school  curriculum 
planning. 

If  this  is  not  a feasible  plan  or  if  there  are  better 
alternative  ways  of  immediately  doubling  our  med- 
ical school  enrollment,  let’s  hear  it. 

R.  T.  ViNNARD,  M.D. 

Fresno 


Costly  Mythology 
In  Health  Care 

To  the  Editor:  Your  article  Costly  Mythology  in 
Health  Care  [(Editorial).  Calif  Med  112:81-82 
Mar  1970]  has  the  one  salutary  effect  of  making 
one  think  about  your  statements. 

You  label  as  a myth  the  fact  that  “Scientific 
medicine  can  bring  good  health  if  it  is  readily  avail- 
able and  used  correctly.”  That  fact  must  be  ques- 
tioned and  corrected. 

Scientific  medicine  has  brought  good  health 
where  it  has  been  properly  applied.  Especially 
noteworthy  are  the  areas  of  Preventive  Medicine: 
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infectious  diseases,  inoculations,  vaccinations,  anti- 
biotics and  mass  screening  as  in  tuberculosis.  A 
remarkable  savings  in  direct  and  indirect  cost  has 
been  calculated^ by  the  use  of  the  pap  smear  in 
cervical  cancer. 

Medical  science  is  not  an  exact  science,  but  is 
rapidly  becoming  more  exact.  The  speed  of  scien- 
tific advance  is  partly  related  to  accurate  records 
and  partly  related  to  provable  theories.  The  latter 
cannot  advance  without  the  former.  The  computer 
has  the  capabihty  to  standardize  and  simplify  and 
nationalize  medical  record  keeping.  Scientific  ad- 
vances are  often  related  to  improved  tools  and 
more  accurate  measuring  devices:  microscope, 
roentgen  tube,  ecg.  Have  we  reached  the  end  of 
new  devices,  tools  or  theories? 


Exciting  new  theories  relating  psychiatry  and 
sociology  to  sound  medical  practice  may  yield  im- 
portant changes  in  morbidity  statistics.  Some  dis- 
eases are  individual — smallpox.  Some  are  family 
diseases — anxieties,  peptic  ulcers,  battered  child. 
Some  are  national — riots,  divorce,  and  drug  abuse. 

The  scope  of  medicine  and  its  horizons  must  en- 
large until  we  solve  the  problems  of  the  diseases 
of  degeneration  and  psychiatric  disabilities.  This 
can  best  be  done  by  improving  the  science  of  med- 
icine and  the  availability  of  health  care. 

L.  H.  Taylor,  m.d. 

West  Covina 
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HYPOGLYCEMIC  COMA 

“The  important  thing  about  hypoglycemic  coma  is  to  suspect  it.  The  brain,  par- 
tially because  it  doesn’t  have  any  glycogen,  is  very  vulnerable  to  low  blood  sugar 
and  gets  into  trouble  very  promptly.  It’s  important  to  note  that  hypoglycemia 
does  not  have  to  present  as  coma.  It  may  present  as  delirium;  occasionally  it  may 
present  as  a hemiplegia.  There  are  instances  in  which  people  become  hemiplegic 
on  one  side  in  one  hypoglycemic  episode  and  on  the  other  side  in  another  epi- 
sode. Some  of  these  patients  with  focal  signs  do  not  show  any  focal  cerebral  dis- 
ease at  autopsy.  Why  they  are  hemiplegic  instead  of  comatose  is  not  clear.  It’s 
probably  a wise  general  rule  in  dealing  with  a coma  state  of  unknown  etiology  to 
administer  intravenous  glucose  until  a blood  sugar  is  available.” 

— Stanley  van  den  Noort,  M.D.,  Cleveland 
Extracted  from  Audio-Digest  Internal  Medi- 
cine, Vol.  16,  No.  5,  in  the  Audio-Digest  Foun- 
dation’s subscription  series  of  tape-recorded 
programs. 
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ROUND  TABLE  DISCUSSIONS 

continued  from  page  510 


L.  Donald  Bridenbaugh,  M.D.,  Seattle 
Dennis  M.  Donohue,  M.D.,  Seattle 
Dan  W.  Habel,  M.D.,  Spokane 

Robert  B.  Hunter,  M.D.,  Sedro 
Woolley 

Hampton  W.  Irwin,  M.D.,  Spokane 

Blaine  E.  McLaughlin,  M.D.,  Grand 
Forks,  North  Dakota 

Thomas  Marr,  M.D.,  Spokane 
Russell  Poucher,  M.D.,  Whittier, 

William  C.  Richter,  M.D.,  Spokane 
Kent  Ueland,  M.D.,  Seattle 

Richard  D.  Walters,  M.D.,  Los 
Angeles 

To  Be  Announced 


Nerve  Block  in  General  Practice 
Chemotherapy  for  Advanced  Cancer 
Head  and  Neck  Masses  — Differential 
Diagnosis 

Upgrading  of  Hospital  Quality  Care 

Laparoscopy  — Experiences  in  a 
Private  Hospital 

Pharmacological  Agents  and  Their 
Application  in  the  Treatment  of 
Emotional  Problems 
Acid-Base  Balance 
Diabetes  — New  Concepts  in  its 
Management 

General  Ophthalmology  Problems 
Fetal  Monitoring  — Clinical  Appli- 
cation 

Differential  Diagnosis  and  Treatment 
ofSyncopy  and  Seizures 
BJieumatology 


Physicians  may  attend  more  than  one  Round  Table  during  the  one  and  one- 
half  hour  session.  No  preregistration  required. 


GENERAL  SESSION 

PRESENTATIONS 

TUESDAY  MORNING,  SEPTEMBER  22 

Session  Chairman;  John  N.  Lein,  M.D.,  Seattle 

Neiv  Directions  In  Medical  Education  — Robert  L.  Van  Citters,  M.D.,  Dean, 
University  of  Washington  School  of  Medicine 

Medex  — a Report  on  Progres.s  — Richard  A.  Smith,  M.D.,  Associate  Professor, 
Department  of  Preventive  Medicine,  University  of  Washington  School  of 
Medicine;  Director,  Medex  Program 

Family  Practice  and  the  Medical  School  — Theodore  J.  Phillips,  M.D.,  Director, 
Division  of  Family  Practice,  U.  ofW.  School  of  Medicine 


TUESDAY  AFTERNOON,  SEPTEMBER  22 

Session  Chairman:  Richard  E.  Ahlquist,  Jr.,  M.D.,  Spokane 

Preoperative  Recognition  of  Respiratory  High  Risk  Patients  — A.  E.  Pflug,  M.D., 
Seattle 

Anesthetic  Management  of  Patients  with  Respiratory  Disease  — Max  S.  Sadove, 
M.D.,  Chicago 
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Management  of  Respiratory  Failure  — Thomas  L.  Petty,  M.D.,  Denver 


Panel  Discussion  — Acute  Respiratory  Distress  Syndromes 
Panel  Moderator; 

A.  E.  Pflug,  M.D.,  Seattle 

Panel  Members: 

William  Blaisdell,  M.D.,  San  Francisco 
Thomas  L.  Petty,  M.D.,  Denver 
Max  S.  Sadove,  M.D.,  Chicago 
Opening  Remarks  by  Panel  Members: 

Shock  Lung  Syndrome  — Dr.  Blaisdell 
Adult  Respiratory  Distress  Syndrome  — Dr.  Petty 
Complications  of  Aspiration  — Dr.  Sadove 
Discussion  among  Members  of  Panel  and  Audience 

DRUG  ABUSE  — 1970 

Session  Chairman:  C.  Gordon  Edgren,  M.D.,  Spokane 

WEDNESDAY  MORNING,  SEPTEMBER  23 

Experimental  Glamour  and  Clinical  Stages  of  Drug  Abuse—  Mr.  Hariy  Lujan, 
Harry  Lujan,  Spokane 

Management  of  Acute  Drug  Overdosage  — Max  S.  Sadove,  M.D.,  Chicago 
Methadone  Maintenance  Programs  — Their  Affect  — LawrenceM.  Halpern,Ph.D., 
Assistant  Professor,  Pharmacology,  U.  of  W.,  Seattle 


SPECIALTY  SCIENTIFIC  SESSIONS 

ENT  SCIENTIFIC  SESSION 

Session  Chairman:  J.  Thomas  Rulon,  M.D.,  Spokane 

WEDNESDAY  MORNING,  SEPTEMBER  23 

Surgical  Repair  for  Vocal  Cord  Paralysis  — Rupert  Brockmann,  M.D.,  Spokane 
Mediastinoscopy  — A.  J.  Duvall,  III,  M.D.,  Minneapolis 
Nasal  Deformity  and  Its  Consequences  — John  R.  Hilger,  M.D.,  Tacoma 
The  Management  of  Maxillo-Facial-lnjuries  — A.  J.  Duvall,  III,  M.D.,  Minneapolis 
“How  1 do  It”  — Common  ENT  Procedures  in  the  G.  P.’s  Ojfwe  — Panel 
Discussion 
Panel  Members: 

To  Be  Announced 

Panel  Topics: 

Evaluation  of  Hearing  in  the  General  Practitioner  s Office 

The  Management  of  Nasal  Bleeding 

Management  of  the  Child  with  Frequent  Ear  Infections 


EYE  SCIENTIFIC  SESSION 


Session  Chairman:  Robert  C.  Maher,  M.D.,  Spokane 

MONDAY  MORNING,  SEPTEMBER  21 

Orbital  Dysplasia  — Bruce  Wolf,  M.D.,  Seattle 
Ocular  Pathology  in  Viet  Nam  — Robert  C.  Maher,  M.D.,  Spokane 
Contant  Lens  Treatment  in  Anisometropic  Amblyopia  — Robert  V.  Hill,  M.D., 
Longview 

General  Medical  Problems  in  Cataract  Surgery  — Albert  D.  Ruedemann,  Jr., 
M.D.,  Detroit 

The  Management  of  Retinal  Detachment  — Ottiwell  W.  Jones,  HI,  M,D.,  Spokane 
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Familial  Spontaneous  Retinal  Hemorrhages  — Robert  E.  Kalina,  M.D.,  Seattle 
Clinical  Value  of  the  Electroretinogram  — Albert  D.  Ruedemann,  Jr.,  M.D., 
Detroit 


TUESDAY  MORNING,  SEPTEMBER  22 

Surgery  ofSchlemm’s  Canal  — Bruce  Ellingsen,  M.D.,  Spokane 
Management  of  Soft  Contact  Lenses  — Herschell  H.  Boyd,  M.D.,  Bellevue 
Regional  Ophthalmology  — Robert  F.  Kaiser,  M.D.,  Bellingham 
Ocular  Surgery  in  the  Uveitis  Patient  — Louis  Hungerford,  M.D.,  Seattle 
Diagnosis  and  Treatment  of  Vertical  Muscle  Imbalance  — Albert  D.  Ruedemann, 
Jr.,  M.D.,  Detroit 


GENERAL  PRACTICE  SCIENTIFIC  SESSION 

Session  Chairman:  Thomas  H.  Jones,  M.D.,  Spokane 

Co-Sponsored  by  Washington  Academy  of  General  Practice.  Program  is  accept- 
able for  5 prescribed  hours  by  the  American  Academy  of  General  Practice. 


MONDAY  MORNING,  SEPTEMBER  21 

Neurological  Complications  of  Diabetes  — Russell  Poucher,  M.D.,  Whittier 
Differential  Diagnosis  of  the  Headache  — Yours  or  the  Patient’s  — Richard  D. 
Walters,  M.D.,  Los  Angeles 

Use  of  Levo-Dopa  in  the  Treatment  of  Parkinsons  Disease  — Wallace  W.  Lindahl, 
M.D.,  Seattle 

Management  of  the  Stroke  Patient  — Richard  D.  Walter,  M.D.,  Los  Angeles 
Recognition,  Management  and  Chemotherapy  of  Anxiety  and  Depression  — 
Blaine  E.  McLaughlin,  M.D.,  Grand  Forks, 

MONDAY  AFTERNOON,  SEPTEMBER  21 

Session  Chairman:  Michael  A.  Donlan,  M.D.,  Spokane 

Urinary  Tract  Infections  In  Children  — Edmund  C.  Burke,  M.D.,  Rochester 
Ureteral-Vesical  Reflux  in  Children:  Diagnosis  and  Treatment  — Michael  Higgins, 
M.D.,  Spokane 

Chronic  Glomerulonephritis  In  Children  — Edmund  C.  Burke,  M.D.,  Rochester 
One  Down,  One  To  Go:  Cryptorchism  Revisited  — Chadwick  Baxter,  M.D., 
Spokane 


INTERNAL  MEDICINE  SCIENTIFIC  SESSION 

Session  Chairman:  John  H.  Phillips,  M.D.,  Spokane 

Tietze  Revisited  — Robert  F.  Dunlop,  M.D.,  Kennewick 

Education  of  Patients  in  the  Treatment  of  Obstructive  Pulmonary  Syndromes  — 
Edward  H.  Morgan,  M.D.,  Seattle 

Peripheral  Renin  Activity  as  a Screening  Test  in  Hypertension  — Warren  H. 
Chapman,  M.D.,  Seattle 

The  Selection  of  Patients  for  Coronary  Arteriography  —Carroll  S.  Simpson,M.D., 
Spokane 

The  Value  of  Management  of  a Stable  Diabetic  — Russell  Poucher,  M.D.,  Whittier 
Combination  Irradiation  and  Chemotherapy  for  Patients  with  Cancer  — Mark  D. 
Hafermann,  M.D.,  Seattle 

Pulmonary  Problems  in  Patients  with  Hodgkins  Disease  — Arthur  J.  Gerdes, 
M.D.,  Seattle 
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OB-GYN  SCIENTIFIC  SESSION 


Session  Chairman:  John  A.  Moyer,  M.D.,  Spokane 

TUESDAY  AFTERNOON,  SEPTEMBER  22 

Bupivacaine  (Marcaine)for  Caudal  and  Epidural  Block  for  Obstetrical  Delivery  — 
Daniel  C.  Moore,  M.D.,  Seattle 

Fetal  Monitoring,  Clinical  Application  — Kent  Ueland,  M.D.,  Seattle 
Laparoscopy,  Experiences  in  a Private  Hospital  — Raymond  M.  Decker,  M.D., 
Spokane 


ORTHOPEDIC  SCIENTIFIC  SESSION 


Session  Chairman:  Jack  Watkins,  M.D.,  Spokane 

TUESDAY  MORNING,  SEPTEMBER  22 

Current  Concepts  of  Chondromalacia  Patellae  — Travis  E.  White,  M.D.,  Spokane 
Discussant:  John  H.  Hurley,  M.D.,  Spokane 

Arthroplasty  in  the  Rheumatoid  Hand  — Silastic  foints  — St.  Elmo  Newton,  III, 
M.D.,  Seattle 

Discussant:  Richard  C.  Miller,  M.D.,  Spokane 

Eegg  —Perthes  Disease  -Ivar  W.  Birkeland,  Jr.,  M.D.,  Seattle 
Discussant:  Robert  W.  Maris,  M.D.,  Spokane 

Total  Hip  Replacement  with  Methyl  Methacrylate  — Walter  F.  Krengel,  Jr., 
M.D.,  Seattle 

Discussant:  R.  Dean  Luther,  M.D.,  Spokane 

Non-Traurnatic  Necrosis  of  the  Femoral  Head  — William  G.  Boettcher,  M.D., 
Seattle 

Discussant:  Robert  P.  Shanewise,  M.D.,  Spokane 


SURGICAL  SCIENTIFIC  SESSION 


Session  Chairman:  Richard  E.  Ahlquist,  Jr.,  M.D.,  Spokane 

WEDNESDAY  MORNING,  SEPTEMBER  23 

Surgical  Treatment  of  Massive  Rectal  Prolapse  — Ralph  K.  Zech,  M.D.,  Enumclaw 
Vagotomy:  Total,  Selective,  or  None?  — John  Sonneland,  M.D.,  Spokane 
Carcinoma  of  Mid  Rectum  — Roy  W.  Zimmer,  M.D.,  Spokane 
The  Little  Blue  Baby,  Advances  in  Surgical  Management  — Ralph  Berg,  Jr., 
M.D.,  Spokane 

Management  of  Liver  Trauma  — F.  William  Blaisdell,  M.D.,  San  Francisco 
Caustic  Injuries  to  the  Esophagus  in  Children:  Initial  and  Late  Management  — 
John  L.  Cahill,  M.D.,  Seattle 
Caecal  Volvulus  — Arthur  J.  Madsen,  M.D.,  Spokane 

Vascular  Recontructive  Procedures  of  the  Lower  Extremity  — Richard  N.  Kleave- 
land,  M.D.,  and  George  Andros,  M.D.,  Spokane 
Direct  Coronary  Artery  Surgery  — Ronald  P.  Grunwald,  M.D.,  Spokane 
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SPECIAL  COURSES  AND  SESSIONS 

FUNNY  LOOKING  KIDS  AND  USES  OF  CHROMOSOMES 
COURSE  ON  CHROMOSOME  ANALYSIS 


MONDAY,  SEPTEMBER  21  AND  TUESDAY,  SEPTEMBER  22 

Session  Chairman:  Robert  R.  Eggen,  M.D.,  Director 

of  Pathology,  St.  Luke’s  Hospital, 

Spokane 

This  course  will  include  a brief  discussion  of  the  genetic  techniques  presently 
used  in  clinical  medicine.  There  will  be  a brief  description  of  the  technique  of 
chromosome  analysis  and  indications  for  its  use  and  a discussion  of  the  clinical 
abnormalities  associated  with  chromosome  analysis.  These  will  include  sexual 
deviate  states  and  the  autosomal  disease  in  which  chromosome  defects  have  been 
found. 

(Preregistration  Required) 

COURSE  ON  ELECTROCARDIOGRAPHY 

MONDAY,  SEPTEMBER  21  AND  TUESDAY,  SEPTEMBER  22 

Session  Chairmen:  Robert  W.  Burroughs,  M.D.,  Spokane 

J.  Paul  Shields,  M.D.,  Spokane 
Kenneth  I.  Sutherland,  M.D.,  Spokane 
Terrance  P.  Judge,  M.D.,  Spokane 

Physicians  preregistering  for  the  four  hour  course  should  be  moderately  ex- 
perienced in  cardiography  as  the  course  is  not  planned  for  the  beginner.  A 
total  of  forty  electrocardiographs  will  be  analysed  in  the  two-day  session  illus- 
trating a wide  range  of  practical  problems.  Printed  material  will  be  mailed  to 
preregistered  physicians  prior  to  the  first  session. 

The  course  will  be  limited  to  twenty -five  (25)  physicians.  Preregistration  forms 
will  be  included  in  the  Convention  Packet  which  is  mailed  to  all  WSMA  members 
in  August. 


COURSE  ON  SPORTS  MEDICINE 

(No  Preregistration  Required) 

MONDAY,  SEPTEMBER  21 

Session  Chairman:  Harry  H.  Kretzler,  Tr.,  M.D.,  Seattle 

Parti  - 

Panel  on  Skiing:  includes,  conditioning  exercises,  equipment,  injuries 
and  treatment 

Panel  Members: 

Frank  Henry,  M.D.,  Seattle 
J.  H.  Hurley,  M.D.,  Spokane 
Harry  H.  Kretzler,  Jr.,  M.D.,  Seattle 


-Part  II  — 

Upper  Extremity  Injuries:  shoulder,  arm  and  elbow,  forearm  and 
wrists 

Panel  Members: 

Alfred  I.  Blue,  M.D.,  Seattle 
Harry  H.  Kretzler,  Jr.,  M.D.,  Seattle 
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continued  on  page  520 


FROM  THE  TOBACCO  INSTITUTE 


FROM  THE  AMERICAN  CANCER  SOCIETY 


March  20.  1970 


Mr.  William  B.  Lewis 
Chairman  of  the  Board 
The  American  Cancer  Society 
219  East  42nd  Street 
New  York,  New  York  10017 

Dear  Mr.  Lewis: 


I have  your  letter  of  March  12,  1970.  I am 
greatly  disappointed  that  the  American  Cancer 
Society  has  refused  to  permit  the  impartial 
review  of  the  Auerbach-Hammond  data  which 
I requested  in  my  letter  of  February  27. 

Since  the  Society  has  called  upon  the  cigarette 
industry  to  reassess  its  policies  in  light  of 
the  findings,  it  is  only  fair  and  proper  for  the 
Society  to  permit  us  to  have  those  findings 
evaluated  by  independent  experts— and 
immediately. 

You  will  recall  that  I propose  to  nominate 
as  reviewers  several  well-known  scientists 
highly  qualified  in  the  fields  of  experimental 
work,  tumor  pathology  and  lung  diseases. 

They  will  all  be  subject  to  your  rejection  for 
good  cause. 

Your  reasons  for  denying  my  request,  as  I 
understand  them  from  your  letter,  are  that  the 
formal  papers  will  be  published  in  the  very 
near  future  and  that  a study  of  them  will 
satisfy  any  scientific  or  other  questions 
regarding  the  findings,  I do  not  find  these 
reasons  for  denying  my  request  at  all 
convincing. 

First,  publication  in  a scientific  journal 
will  not  occur  until  many  months  after  the 
Waldorf-Astoria  press  conference  of 
February  5. 

Second,  the  American  Cancer  Society  at 
that  press  conference  made  serious  allegations 
against  this  industry  and  its  products.  The 
Society  said  in  its  press  release  that  the 
Auerbach-Hammond  findings  “should  have 
a significant  impact  on  the  smoking  of 
cigarettes  in  this  country,  and  will  probably 
lead  to  a reassessment  of  advertising  claims 
and  policies  of  the  cigarette  industry.”  These 
findings  have  been  widely  publicized  in 
newspapers  and  the  medical  press.  How  can 
the  Cancer  Society  say  that  serious  analysis 
of  the  work  must  be  delayed  until  formal 
publication! 

Finally,  the  published  papers  cannot  satisfy 
questions  about  such  matters  as  the  proper 
interpretation  of  the  pathologic  material,  the 
allegation  that  cigarette  smoke  produced 
various  effects  in  the  dogs,  the  validity  and 
adequacy  of  the  experimental  design  and 
procedure,  and  in  general  whether,  as  you 
assert,  the  experiment  “meets  the  highest 
traditions  and  protocol  of  scientific 
investigation.”  These  matters  can  only  be 
resolved  by  examination  of  the  pertinent 
data  and  material. 

If  the  Cancer  Society  does  not  accede  to 
my  request,  we  plan  to  use  every  means  at 
our  disposal  to  see  to  it  that  the  medical  and 
lay  public  are  made  aware  of  our  respective 
positions  in  this  matter.  Furthermore,  we 
intend  to  continue  to  press  our  request 
for  exposure  of  this  experiment  to  impartial 
scientific  scrutiny  by  qualified  experts  in  the 
manner  suggested.  If  the  Cancer  Society 
continues  to  deny  access  to  the  work,  I believe 
this  will  serve  as  convincing  evidence  to  the 
public,  lay  and  scientific,  that  the  Auerbach- 
Hammond  data  will  not  support  the 
allegations  made  at  the  Society’s  Waldorf- 
Astoria  conference. 


Yours  very  truly. 


Joseph  F.  Cullman,  3rd 

Chairman  of  the  Executive  Committee, 

The  Tobacco  Institute,  Inc. 


April  17,  1970 


Mr.  Joseph  F.  Cullman,  III 
Chairman  of  the  Executive  Committee 
The  Tobacco  Institute,  Inc. 

Philip  Morris,  Inc. 

100  Park  Avenue 

New  York,  New  York  10017 


Dear  Mr.  Cullman: 


The  Veterans  Administration,  the  American 
Cancer  Society  and  Doctors  Auerbach  and 
Hammond  cannot  accede  to  the  requests 
stated  in  your  letter  of  February  27  and 
March  20  for  an  evaluation  of  the  Auerbach- 
Hammond  study  on  “The  Effects  of 
Cigarette  Smoking  Upon  Dogs”  by  a panel  of 
independent  scientists  chosen  by  you. 

Your  request  is  without  precedent  in  the 
scientific  community.  The  study  under 
question  was  the  result  of  three  and  a half 
years  of  diligent  and  brilliant  work  by 
two  eminently  qualified  scientists  whose 
findings  have  been  validated  by  distinguished 
pathologists  of  worldwide  reputation.  In 
addition,  other  leading  pathologists,  highly 
regarded  by  the  scientific  community,  have 
visited  Dr.  Auerbach’s  laboratory,  seen 
his  slides  and  praised  the  work. 

We  do  not  intend  to  ask  that  these  two 
eminent  men  submit  their  findings  to  any 
selected  committee  chosen  by  the  Tobacco 
Institute,  or  any  other  group.  Their  work  will 
be  judged  in  the  traditional  manner  of 
American  science,  where  findings  are 
presented,  discussed,  accepted  or  rejected 
by  scientists  and  physicians  whose  only 
motivation  is  the  truth.  Doctors  Auerbach 
and  Hammond  worked  freely  and  without 
restraint  with  funds  furnished  by  the  federal 
government  and  the  American  Cancer 
Society.  They  are  beholden  only  to  the 
scientific  community  at  large  and  to  the 
integrity  it  represents. 

If  the  Tobacco  Institute,  or  any  scientific 
research  group,  has  doubts  about  the  findings 
of  this  study,  the  way  it  was  conducted, 
or  the  credentials  of  the  investigators,  there 
is  a time-honored  and  scientifically  accepted 
way  to  proceed.  Let  your  own  or  another 
group  of  scientists  repeat  the  experiments  in 
a laboratory  to  prove  that  smoking  dogs 
will  not  suffer  tissue  damage,  emphysema 
and  lung  cancer.  The  Auerbach-Hammond 
methodology  is  readily  available  to  you. 

And  I presume  that  in  the  Council  for 
Tobacco  Research  you  have  or  can  set  up  the 
mechanism  for  conducting  such  a study. 

If  you  carry  out  your  plan  to  publicize 
“our  respective  positions”  to  the  medical 
and  lay  public,  you  have  our  permission  to 
use  this  letter  as  the  position  paper  of  the 
American  Cancer  Society. 


' Sincerely, 
William  B.  Lewis 


FROM  THE  TOBACCO  INSTITUTE 


April  29,  1970 


Mr.  William  B.  Lewis 

Chairman  of  the  Board 

The  American  Cancer  Society 

219  East  42nd  Street  , 

New  York,  New  York  10017 

Dear  Mr.  Lewis: 

Your  letter  of  April  17  states  that  the 
American  Cancer  Society  is  unwilling  to 
permit  an  impartial  review  of  the  Auerbach-  1 
Hammond  data  by  “any  selected  committee  ) 
chosen  by  the  Tobacco  Institute,  or  any  - 

other  group.” 

You  say  our  request  “is  without  precedent 
in  the  scientific  community.”  I submit  that  the  i M 
Cancer  Society’s  exploitation  of  this 
unpublished  work  for  publicity  purposes  is  ' i 
truly  without  precedent  in  the  scientific 
community.  Through  its  use  of  publicity 
techniques  rather  than  the  usual  scientific 
channels,  it  is  the  Cancer  Society— not  the 
tobacco  industry— which,  contrary  to  the 
traditions  of  American  science,  has 
projected  this  study  into  the  arena  of  public  «■ 
discussion.  Furthermore,  in  the  scientific 
community,  expert  review  panels  are  often 
convened  to  review  important  questions 
which  depend  upon  the  interpretation  of 
research  results. 

You  claim  pathologists  have  visited  Dr. 
Auerbach’s  laboratory,  seen  his  slides  and 
praised  the  work.  Why,  then,  do  you  refuse 
to  permit  an  impartial  review  by  distinguished 
scientists,  especially  in  view  of  your  claim 
that  this  work  is  of  great  significance  to  the 
smoking  public  and  the  tobacco  industry? 

As  you  say.  Doctors  Auerbach  and 
Hammond  worked  with  funds  furnished  by 
the  federal  government  and  the  American 
Cancer  Society.  Since  these  are  funds  derived 
from  public  sources,  the  public  is  entitled 
to  a full  and  fair  account  of  the  results.  The 
American  Cancer  Society  cannot  presume 
to  be  the  sole  custodian  and  interpreter  of 
the  work. 

You  stated  that  these  scientists  “are 
beholden  only  to  the  scientific  community  at 
large  and  to  the  integrity  it  represents.” 

But  the  American  Cancer  Society,  an 
organization  supported  by  public  donations, 
is  certainly  also  “beholden”  to  its  contributors 
and  to  the  public  at  large  to  provide  complete 
information  about  the  research  which  it 
finances,  especially  in  view  of  the  fact  that 
you  have  released  news  of  the  study  to  the 
public  media.  When  the  Society  is  questioned 
about  its  interpretations  of  such  research, 
it  should  feel  a responsibility  to  disclose 
the  data,  which,  it  alleges,  supports  its 
interpretations. 

You  suggest  that  the  way  to  resolve  any 
doubts  about  the  study  is  to  have  another 
research  organization  repeat  the  work— 
which  you  say,  was  conducted  over  a period 
of  three  and  a half  years.  This  suggestion 
overlooks  the  fact  that  the  American  Cancer 
Society  has  called  upon  the  tobacco  industry 
to  reassess  its  policies  in  light  of  the  present 
findings.  If  this  is  the  Society’s  position, 
it  should  not  expect  or  want  the  cigarette 
industry  to  go  through  three  and  a half  years 
of  research  to  determine  answers  which  the 
Cancer  Society  asserts  are  available  today. 

In  view  of  the  American  Cancer  Society’s 
position,  we  are  proceeding  to  bring  this 
matter  to  the  attention  of  the  public. 


Yours  very  truly, 

1 Joseph  F.  Cullman,  3rd 
Chairman  of  the  Executive  Committee, 
The  Tobacco  Institute,  Inc. 


TheTbbacco  Institute  believes 
the  American  public  is  entitled  to 
:omplete, authenticated  information  about 
cigarette  smoking  and  health. 

the  AmericanCancer  Society  does  not  seem  to  agree. 


Is  the  public  entitled  to  com- 
lete,  authenticated  information 
bout  research  on  cigarette  smoking 
nd  health?  The  Tobacco  Institute 
hinks  it  is;  the  American  Cancer 
'iociety  apparently  thinks  it  is  not. 

The  Tobacco  Institute  has  re- 
cently challenged  the  Cancer  Soci- 

1:ty  on  a matter  of  importance  to  the 
)ublic— and  the  public  health.  The 
?ancer  Society  has  not  accepted  this 
:hallenge. 

I On  February  5,  the  Cancer  Soci- 
,;ty  called  a press  conference  in  the 
Waldorf-Astoria  Hotel  in  New  York 
City  to  discuss  a research  project 
ititled,  “The  Effects  of  Cigarette 
Smoking  Upon  Dogs.”  Through  the 
sfforts  of  the  Cancer  Society,  the 
public  was  led  to  believe  that  this 
experiment  is  a landmark  achieve- 
ment which,  for  the  first  time,  dem- 
onstrates that  lung  cancer,  resem- 
bling lung  cancer  in  humans,  can  be 
produced  in  animals  with  cigarette 
smoke. 

The  Cancer  Society  claimed  that 
this  result  refutes  the  contention  of 
the  tobacco  industry  that  there  is  no 
laboratory  proof  of  a connection 
between  cigarette  smoking  and  lung 
cancer.  The  Society  also  said  that 
the  findings  should  have  an  impact 
on  cigarettte  smoking  and  should  re- 
sult in  a reassessment  of  the  adver- 


tising claims  and  policies  of  the  to- 
bacco industry. 

The  Tobacco  Institute  does  not 
—and  the  public  should  not— accept 
these  claims  at  face  value.  Here  are 
the  reasons; 

1.  The  present  accounts  of  this 
study  are  based  solely  upon  infor- 
mation and  interpretations  provided 
to  the  press.  The  study  has  not  been 
published  in  any  scientific  journal. 
The  findings  were  not  subjected,  as 
such  findings  normally  are,  to  rigor- 
ous independent  scientific  review. 

2.  This  history  of  tobacco  and 
health  research  contains  many  ex- 
amples of  experiments  which  were 
initially  hailed  as  scientific  break- 
throughs, but  on  later  evaluation 
proved  to  be  of  little  significance. 
Unfortunately,  the  initial  and  pre- 
mature announcement  of  these  ex- 
periments makes  news,  but  the  later 
criticism  of  the  work  rarely  comes 
to  public  attention. 

3.  The  Tobacco  Institute  has 
requested  the  Cancer  Society,  in 
writing,  to  permit  a thorough  inde- 
pendent evaluation  of  the  experi- 
ment and  its  results.  We  said  we 
would  propose  as  reviewers  men  of 
outstanding  competence  and  integ- 
rity, with  wide  experience  in  areas 
relevant  to  the  data,  who,  we  be- 
lieved, would  be  thoroughly  accept- 


able to  the  Society.  We  also  stated 
that  if  the  Society  should,  for  good 
reason,  reject  any  scientist  we  pro- 
pose, we  would  nominate  a substi- 
tute. Finally,  we  offered  to  bear  all 
costs  needed  for  this  independent 
analysis. 

The  Cancer  Society  has  twice  re- 
jected this  proposal— in  letters  dated 
March  12  and  April  17. 

We  continue  to  hope  that  the 
American  Cancer  Society  will  per- 
mit the  examination  of  this  work  in 
the  manner  we  have  proposed.  If 
the  study  is  as  important  as  the  Can- 
cer Society  has  represented  it  to  be, 
the  Society  should  have  no  hesita- 
tion in  submitting  if  for  review. 

The  tobacco  industry  recognizes 
and  accepts  a responsibility  to  pro- 
mote the  progress  of  independent 
scientific  research  in  the  field  of  to- 
bacco and  health.  In  discharging 
that  responsibility,  we  believe  that 
the  industry  has  spent,  and  conti- 
nues to  spend,  more  money  for  such 
research  than  any  organization  in 
the  United  States. 

If  the  Cancer  Society  continues 
to  deny  access  to  this  recent  work, 
we  believe  this  will  serve  as  convinc- 
ing evidence  to  the  public,  lay  and 
scientific,  that  the  data  will  not  sup- 
port the  allegations  made  at  the  So- 
ciety’s Waldorf-Astoria  conference. 


We  will  be  pleased  to  send  the  complete  text  of  all  correspondence  on  this  matter  between 
the  Cancer  Society  and  The  Tobacco  Institute  to  any  interested  individual  or  group. 

TheTobacco  Institute 

1776  K Street,  N.W.,  Washington,  D.C.  20006 
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CAST  APPLICATION  DEMONSTRATION 


(No  preregistration  necessary) 

TUESDAY  AFTERNOON,  SEPTEMBER  22  AND 
WEDNESDAY  MORNING,  SEPTEMBER  23 

Session  Chairman:  Edward  L.  Lester,  M.D.,  Spokane 

The  Cast  Application  Demonstration  is  designed  to  discuss  and  demonstrate 
casting  techniques  and  materials.  An  attempt  will  be  made  generally  to  discuss 
principles  of  immobilization  with  respect  to  specific  injuries  as  time  will  allow. 
Both  upper  and  lower  extremities  will  be  covered  each  day. 


RMP  AUDIO-VISUAL  PROGRAMS 

MONDAY  THROUGH  WEDNESDAY,  SEPTEMBER  21-23 

New  approaches  to  continuing  medical  education  will  be  presented  with  the 
cooperation  of  the  Washington/Alaska  Regional  Medical  Program,  Education  and 
Support  Unit.  A room  will  be  set  aside  in  the  hotel  to  demonstrate  educational 
equipment  that  physicians  may  utilize  at  their  convenience.  Staff  assistants  will 
be  available  to  help  select  recorded  material  and  to  operate  the  machines. 


Robert  L.  Van  Citters 
Honored 


Dean  Robert  L.  Van  Citters  receives  an  award  “for  humani- 
tarian service”  from  the  American  College  of  Cardiology  during 
its  recent  meeting.  Dr.  Van  Citters  was  honored  for  setting 
up  a cardiology  clinic  in  Pakistan.  The  award  was  presented 
by  Dr.  Roger  Egeberg,  assistant  secretary  of  Health,  Education 
and  Welfare. 


Arno  Motulsky  Honored 

Amo  Motulsky,  professor  of  medicine  at  the 
University  of  Washington,  has  been  named  to  a five- 
year  term  as  a member  of  the  World  Health  Organi- 
zation’s panel  on  human  genetics. 

Dr.  Motulsky  is  head  of  the  Division  of  Human 
Genetics  of  the  Department  of  Medicine,  and  has 
been  on  the  University  faculty  since  1953.  Born  in 
Germany,  he  is  a graduate  of  Yale  University  and  the 
University  of  Illinois  School  of  Medicine. 

Dr.  Motulsky ’s  major  interests  are  in  the  genetics 
of  blood  and  enzymes.  He  is  a member  of  the  Society 
for  Nuclear  Medicine,  the  blood  transfusion  com- 
mittee of  the  National  Research  Gouncil,  the  Ameri- 
can Society  of  Human  Genetics,  and  the  Inter- 
national Society  of  Hematology. 
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Trypsin:  100.000  N.F.  Units.  Chyrnotrypsin;  8.000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg  of  N F trypsin 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema  i 
as  adjunctive  therapy  M 
in  accidental  and 
I trauma. 


surgica 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


ArJverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  monifesta- 
tions  (rash,  urticaria,  itching),  gastrointestinol  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgicol  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but.  In  controlled  studies,  if  has  been  seen  with 
equal  incidence  in  placebo-treated  groups,  (See  Precautions.) 
If  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  lor  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  ad(unctive  therapy  for  the  rapid  res- 
olution of  inllammotion  and  edema,  good  results  hove  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  as 
Indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
potients  with  o known  sensitivity  to  trypsin  or  chyrnotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  in  pregnancy 
has  not  been  established. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’"^  broad-spectrum  antibiotics^’’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’’” 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rosh,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicotor.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  ond  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.i  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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Pilot  study  under  way  for  automated 
patient  history  system 

Survey  outlines  major  needs  in 
stroke  care 
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physicians 
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POKE  CARE  NEEDS 
iVEALED  IN  SURVEY 

esults  of  a stroke  survey  pub- 
ed  recently  by  W/ARMP  may  in- 
ence  the  future  care  of  patients  in 
region. 

Interviewed  were  311  physicians 
out  their  1,297  stroke  patients,  of 
om  14  percent  were  treated  at 
me  and  three  percent  in  nursing 
mes.  The  remaining  83  percent 
re  hospitalized. 

Revealed  in  the  report  was  the 
ed  for  rehabilitation  facilities,  con- 
uing  education  courses  and  an  ag- 
essive  stroke  prevention  program. 
Survey  Director  Ann  Carter,  M.B., 
•B.,  D.P.H.,  said  she  felt  that  the 
cidence  of  stroke  in  Washington 
*id  Alaska  is  high  enough  to  justify 
regional  program  for  screening 
Istroke-prone”  victims,  followed  by 
istitution  of  preventive  measures. 


COMPUTER  TAKES  PATIENT  HISTORY 


The  time-consuming  physician  task 
of  taking  patient  histories  is  being 
streamlined  by  a new  computerized 
system  planned  by  W/ARMP  and  the 
Education  and  Research  Foundation 
of  the  Washington  State  Medical  As- 
sociation. 

In  this  experimental  service,  pa- 
tients themselves  record  their  medi- 
cal histories  by  means  of  an  “on-line” 
computer  terminal. 

“The  advantage  of  the  automated 
medical  history,”  explained  Dr.  Ste- 
phen Yarnall,  director  of  the  Medical 
Computer  Services  project,  “is  that 
physicians  will  have  more  time  to 
spend  with  patients.  Also,  the  com- 
puter history  is  more  thorough  than 
ones  taken  by  physicians,  because  it 
asks  questions  which  the  physician 
may  neglect  to  ask  a given  patient,” 
he  said. 


There  are  850  potential  questions, 
but  the  patient  only  answers  those 
questions  which  follow  up  his  posi- 
tive answers.  Taking  a history  re- 
quires about  30  minutes  depending  on 
the  patient  and  his  problems. 

The  history  is  then  automatically 
printed  out  on  a teletype  machine  in 
the  physician’s  office. 

The  patient’s  physical  complaints 
and  important  problems  are  reorga- 
nized and  typed  at  the  top  of  the  his- 
tory form;  positive  findings  in  the  re- 
port are  also  highlighted. 

Initial  fee  for  the  service  is  a mini- 
mum of  $500  per  month  or  $5  per 
patient  history  for  each  subscriber. 

The  computer  for  this  system  is  lo- 
cated in  the  WSMA  office  in  Seattle. 
Plans  are  to  offer  the  system  at  the 
same  cost  throughout  the  region 

continued  page  3 


Between  15,000  and  16,000  persons 
year  suffer  some  form  of  stroke  in 
/ashington  State;  approximately  500 
er  year  are  affected  in  Alaska,  where 
ie  average  age  of  the  population  is 
ounger. 

Crude  stroke  mortality  figures  from 
965,  the  latest  year  available,  were 
0.2  per  100,000  population  for  Wash- 
igton  and  27.7  for  Alaska. 

“Symptomatic  treatment  of  stroke 
continued  page  3 


lECORDING  YOUR  patient  history  in 
*76  new  automated  system  is  as  easy 
s pushing  buttons.  Questions  appear 
'n  a screen  and  patients  push  the  but- 
on  opposite  their  answer. 


WARMP  SPOTLIGHT 

} -umgwwp— — ■ 


H.  PAUL  DYGERT,  M.D. 


After  talking  to  Vancouver  cardi- 
ologist Dr.  Paul  Dygert  for  a while,  it’s 
easy  to  see  that  his  “bag”  is  more 
than  medicine.  He  is  not  only  con- 
cerned with  the  practice  of  medicine, 
but  with  the  total  gamut  of  health 
care  problems  and  ways  to  improve 
the  delivery  system. 

His  interest  in  these  matters  has  led 
him  to  active  involvement  in  W/ARMP 
and  other  organizations  which  share 
his  concern  in  modifying  the  system. 

A charter  member  of  the  Regional 
Advisory  Committee,  Dr.  Dygert  flew 
to  Washington,  D.C.,  last  month  to 
speak  to  a Senate  subcommittee  on 
the  need  for  continued  funding  of 
Regional  Medical  Programs. 

Dr.  Dygert  was  an  early  proponent 
of  the  newly-created  Community 
Health  Services  Program  which  pro- 
vides resources  of  the  entire  W/- 
ARMP  to  help  members  of  communi- 
ties work  out  their  medical  care 
problems. 

Dr.  Dygert  was  one  of  the  RAC 
members  selected  to  write  the  goals 
and  guidelines  under  which  W/ARMP 
is  operating  through  1973,  and  is  a 
member  of  the  RAC  Nominating  Com- 
mittee and  the  five-man  Joint  Confer- 
ence Committee  which  serves  as  a 
liaison  for  W/ARMP  and  the  UW 
School  of  Medicine. 

He  is  an  active  participant  in 
W/ARMP  site  visits  and  Continuing 
Education  Coordinator  workshops. 

After  graduating  from  Syracuse 
Medical  School  in  1950  he  completed 
a residency  in  internal  medicine  at 
the  Detroit  Receiving  Hospital  and 
taught  his  specialty  in  1955  at  Wayne 
University  College  of  Medicine  before 
continued  page  3 
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PHYSICIANS  GET  REMINDER'  LETTERlj 
FROM  AUTOMATED  TUMOR  REGISTR 


In  June,  the  first  monthly  follow-up 
letters  for  physicians,  alerting  them 
to  the  dates  of  the  regular  check-up 
visits  for  their  cancer  patients,  went 
zipping  out  of  the  Automated  Tumor 
Registry. 

The  registry  is  a computerized  op- 
eration that  will  soon  be  able  to  pro- 
vide minute  details  on  every  cancer 
patient  registered  with  it.  The  “re- 
minder” report  letters  do  more  than 
remind,  they  also  ask  specific  ques- 
tions of  the  physicians  so  that  patient 
information  can  be  kept  up  to  date. 

The  tumor  type,  its  primary  site, 
and  the  treatment  given  are  checked, 
together  with  the  functional  status  of 
the  patient.  Scheduled  date  for  the 
next  follow-up  is  also  returned  to  the 
registry. 

Tabulation  of  this  and  other  infor- 
mation, including  hospital  records, 
will  help  to  define  optimal  care  of  the 
cancer  patient  and  at  the  same  time 
provide  data  for  continuing  medical 
education  and  research. 

Survival  reports,  which  usually  take 
from  three  to  four  years  for  a registry 
to  compile,  will  be  available  at  the 
end  of  the  year,  Hugh  Campbell, 
project  co-director,  said. 

“One  of  the  facts  that  makes  our 
registry  unusual  is  that  in  1969  we 
began  collecting  data  as  far  back  as 
1960,”  he  explained.  “Many  tumor 
registries  do  not  attempt  to  backtrack 
beyond  the  dates  when  they  were  first 
established.” 

The  project,  directed  by  Jess  B. 


Spielholz,  M.D.,  Deputy  Director,  i 
fice  of  Health  Services,  Washingij 
State  Health  Dept.,  had  19,000  on  ij 
by  Feb.  1.  In  May  this  was  upped  ^ 
26,000  cases,  and  a file  of  27/) 
cases  is  projected  for  Jan  31,  IS^, 

The  computer  also  prints  two  cci. 
parative  data  listings  on  a semi-r. 
nual  basis  for  the  17  hospitals  i 
Washington  and  Alaska  present 
participating  in  the  service.  It  p. 
vides  a survival  and  end  results  i 
port;  an  annual  report  summarizi| 
one  year’s  admissions  according  i 
primary  site,  stage  of  disease  ai 
first  course  of  treatment;  and  a re. 
tive  survival  report  comparing  tyi 
of  treatment  for  cancer  in  diffenj 
stages. 

Upgrading  the  skills  of  tumor  reg' 
try  secretaries  is  another  importii 
objective.  The  third  annual  three-c 
training  seminar  will  be  held  in  Oc 
ber  at  W/ARMP  headquarters. 

Carol  Antokal,  field  consults, 
conducts  ongoing  training  for  in 
viduals  at  all  participating  hospiUi 
Her  full-time  services  are  financed  : 
the  Washington  Division  of  the  Amt 
can  Cancer  Society.  A grant  from  t 
Alaska  Division  of  the  American  C{i 
cer  Society  supported  training  to 
date  medical  record  systems  in  tt 
state. 

A substantial  portion  of  the  tun 
registry  financing  is  provided  by  t 
Washington  State  Health  Dept,  to 
corporate  their  records  in  the  co 
puterized  system. 


X-RAYS  OF  A SKULL  fracture  are  studied  by  Richard  Tinker,  M.D.,  left,  wi 
Robert  E.  Schaeffer,  M.D.,  staff  radiologist  at  Harborview  Medical  Center.  L 
Tinker,  one  of  the  198  physicians  who  have  participated  in  the  W/ARMP  Poi 
graduate  Preceptorships  project,  took  a week's  course  in  emergency  roc 
practices,  preparatory  to  establishing  new  procedures  in  Group  Health  He 
pita!  this  summer. 


)MP  TICKER  TAPE 


^ W AUDIO-VISUAL  PROGRAMS 

■Eight  new  audio-visual  productions 
ppared  by  the  Support  Unit  are  now 
jailable  in  hospitals  throughout  the 
fjjion  from  Continuing  Education  Co- 
(dinators.  This  brings  the  total  num- 
Ir  of  productions  in  these  hospitals 
t33. 

New  medical  programs  are:  Angina 
■ ctoris,  Parts  I,  III;  Care  of  the  lleo- 
”3my  Patient:  Care  of  the  Colostomy 
'itient  (cartridge  8mm  films);  Diag- 
-sis  of  Diabetic  Ketoacidosis;  Treat- 
ant  of  Diabetic  Ketoacidosis:  Life 
t th  an  Ileostomy;  New  Techniques 
! Peritoneal  Dialysis  (Audiscan). 

THIRD  ecu  CONFERENCE 

The  third  regional  CCU  conference 
Intended  by  110  nurses,  physicians 
id  other  health  personnel  was 
« rmed  a huge  success.  Sponsored 
• 1/  the  CCU  Coordination  project,  the 
meeting  was  held  May  15-17  at  Sun 
<lountain  Resort  in  northcentral 
*•  'ashington. 

Two  major  problem  areas  — main- 
lining adequately  trained  CCU  staff 
nd  lack  of  rehabilitation  programs— 
ere  identified  by  participants.  Pro- 
eedings  of  the  conference  will  be 
vailable  this  fall. 

MEDICAL  TV  IN  ALASKA 

Weekly  medical  television  pro- 
rams produced  by  the  W/ARMP 
■upport  Unit  and  Seattle  medical- 
urgical  specialists  are  telecast  Tues- 
flays  at  7:30  a.m.  in  Anchorage.  A 
eries  of  weekly  continuing  education 
trograms  has  also  been  shown  in 
uneau,  Sitka  and  Ketchikan  hospitals 
ind  will  resume  following  summer  va- 
:ation  Sept.  10. 


'COMPUTER  TAKES  continued  from  page  1 

whenever  there  are  six  or  more  users, 
according  to  Dr.  Yarnall. 

Last  month  five  clinics  in  Seattle 
aegan  “checkout”  on  the  service. 

Evaluation  of  the  one-year  pilot 
study  will  be  carried  out  by  each 
jser  independently  with  help  from 
the  Medical  Computer  Services  proj- 
ect. Other  activities  of  this  W/ARMP 
project  include  a regional  computer 
conference  planned  in  Seattle,  Oct. 
1 - 2,  publication  of  a computer  news- 
letter and  a survey  of  computer  in- 
terests and  capabilities  in  regional 
health  institutions. 


STROKE  CARE  continued  from  page  1 

is  not  enough,”  Dr.  Carter  states. 
“Treatment  of  underlying  problems 
must  proceed  with  and  be  continued 
after  treatment  for  the  stroke  itself. 
Further  research  and  development  of 
safer  drugs  are  urgently  needed  to 
make  this  possible.” 

The  stroke  survey  was  conducted 
for  W/ARMP  in  the  summer  of  1968 
by  medical  students.  Dr.  Carter,  who 
presently  is  associate  director  for 
W/ARMP  cancer  program,  was  im- 
pressed by  the  willingness  of  the  pri- 
vate practitioners  to  take  part  in  the 
research  project  and  by  the  reliability 
of  the  information  obtained. 

Improvement  of  rehabilitation  fa- 
cilities was  a need  expressed  by  ap- 
proximately half  of  the  physicians. 

More  intensive  continuing  medical 
education  in  the  field  of  stroke  was 
favored  by  more  than  half. 

Other  highlights  from  the  survey 
include: 

Physical  therapy  was  given  to  less 
than  half  the  patients;  speech  therapy 
was  a rare  luxury  and  occupational 
therapy  even  more  so. 

Majority  of  strokes  occurred  in  the 
65-80  age  group,  although  five  per- 
cent occurred  before  age  45. 

Only  half  of  all  stroke  victims  re- 
turned to  any  sort  of  independence  or 
life  within  a family  after  the  stroke 
and  the  pattern  of  return  to  society 
was  already  set  by  the  second  month 
following  a stroke. 

“Survey  of  Stroke  Care  in  the 
Washington/Alaska  Region”  is  avail- 
able on  request  from  W/ARMP. 


SPOTLIGHT  continued  from  page  2 

coming  to  Vancouver.  There  he  estab- 
lished the  Hudson’s  Bay  Medical 
Group  and  is  the  cardiologist  among 
a group  of  five  subspecialty  internists. 

Dr.  Dygert  is  a fellow  in  the  Ameri- 
can College  of  Physicians  and  in  the 
American  College  of  Cardiology,  a 
trustee  in  the  WSMA,  Vice  President 
of  the  WSMA’s  Education  and  Re- 
search Foundation  and  a member  of 
the  Council  on  Professional  Services 
for  the  American  Hospital  Associa- 
tion. 

When  asked  if  any  of  his  three 
sons,  ages  18,  20  and  22,  are  study- 
ing to  be  a physician.  Dr.  Dygert  said, 
“No,  they  say  the  hours  are  bad  . . 


RMP  RESULTS  is  published  by  the 
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LINDA  A.  MacFARLAND  has  ioined 
the  Laboratory  Personnel  Education 
staff  to  serve  as  locum  tenens  for 
technicians  in  small  hospitals  while 
they  take  refresher  training.  A grad- 
uate of  Nebraska  with  an  MS  in 
anatomy,  she  has  worked  as  a medi- 
cal technologist  in  the  clinical  labor- 
atory in  Seattle’s  Providence  Hospital 
and  as  electron  microscopy  research 
technician  at  the  UW.  To  arrange  for 
her  services,  write  Janiece  Sattler  in 
the  W/ARMP  office. 


Advisory  Group  Member 
Presents  Computer  Paper 

Chuck  Loveless,  member  of  the 
W/ARMP  Eastern  Washington  Advis- 
ory Committee  was  honored  last 
month  by  being  chosen  as  the  only 
American  to  present  a paper  on  the 
use  of  computers  at  an  international 
meeting  in  London  of  hospital  admin- 
istrators. 

Loveless  is  the  assistant  adminis- 
trator of  Holy  Family  Hospital  in  Spo- 
kane which  is  one  of  19  hospitals  in 
the  nation  working  towards  a com- 
pletely computerized  hospital  system. 

The  Holy  Family  computer  does  ad- 
mitting and  discharging  procedures, 
the  hospital  payroll,  makes  drug 
order  entries,  checks  patient  histories 
for  allergic  reactions  and  speeds 
orders  on  their  way. 

“It  provides  more  complete  infor- 
mation, works  faster  and  leaves  less 
room  for  error  than  manual  opera- 
tions,” said  Loveless.  “A  nurse  has 
only  to  press  two  buttons  to  enter 
most  drug  orders,  for  example,”  he 
added. 

Fifteen  terminals  make  the  sys- 
tem a basis  for  all  communication 
throughout  the  hospital. 
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FIRST  NURSE  to  receive  individual  clinical  training  in  the  W/ARMP  Postgra 
uate  Preceptorships  project  is  Nancy  Jones,  left,  from  Anchorage  Commune 
Hospital.  Here  she  listens  to  Mary  Bergeron,  R.N.  and  coronary  clinician 
Virginia  Mason  Hospital,  Seattle,  explain  the  monitoring  system  in  the  corona 
care  unit.  Miss  Jones,  24,  will  head  the  new  10-bed  CCU  and  Intensive  Ca 
Unit  at  the  Alaska  hospital,  which  will  open  a new  floor  this  summer  with 
surgical  beds  and  the  specialized  units. 


NURSES’  INITIATIVE  BRINGS  GOOD  RESULT!|i 


EDITORIAL 

by  John  Bigelow,  Executive  Director 

Washington  State  Hospital  Association 

The  trends  in  hospitals  toward  better 
organization  and  toward  regionalization  of 
services  fit  neatly  with  the  objectives  of 
W/ARMP. 

Hospital  governing  boards  and  hospital 
administrators  are  thinking  beyond  their 
individual  institutions.  There  is  a new 
sense  of  awareness  of  the  total  role  of 
hospitals  in  serving  the  entire  public. 

But  for  the  most  to  be  gained  from 
W/ARMP-hospital  relationships  it  must  be 
recognized  that  they  naturally  have  dif- 
ferent viewpoints. 

The  viewpoint  of  the  individual  hospital 
governing  board  and  the  administrator  is 
from  an  operating  base  inside  their  hos- 
pital, looking  outward. 

RMP,  on  the  other  hand,  has  a broad 
“outside”  viewpoint  encompassing  hos- 
pitals, physicians,  nurses,  paramedical 
personnel,  government  programs,  re- 
search, educational  institutions,  the  ex- 
pressed wants  and  needs  of  the  consumer, 
and  all  the  other  components  of  health 
care. 

What  is  desired  at  the  intersection  of 
the  viewpoints  is  interaction,  not  an  ex- 
plosion. 

Many  forces  are  already  changing  tra- 
ditional hospital  patterns.  New  forces  are 
gathering.  There  is  about  the  latter  a sim- 
ilarity to  a gathering  storm  of  unknown 
intensity. 

Among  the  already-felt  forces  are  Med- 
icare, Medicaid,  health  planning,  sharply 
increased  operating  costs,  more  physi- 
cians on  governing  boards,  and  difficul- 
ties of  financing  capital  expenditures. 

The  gathering  storm  includes  national 
health  insurance,  more  regulations  in  fed- 
eral and  state  legislation,  and  pressures 
on  hospitals  from  governmental  purchas- 
ers to  be  the  nuclei  of  organizations  de- 
livering comprehensive  health  services 
(including  physicians’  services)  at  a fixed, 
prepaid  rate. 

The  desire  of  hospitals  to  be  account- 
able to  the  public  and  to  serve  the  public 
in  the  best  possible  way  is  frustrated  by 
lack  of  public  policy  as  to  what  is  ex- 
pected of  hospitals. 

Here  are  a couple  of  illustrations: 

Hospital  care  is  depicted  as  being  a 
luxury  few  can  afford,  as  pricing  itself  out 
of  the  market.  At  the  same  time,  hospitals 
are  accused  of  having  too  many  patients 
who  do  not  need  hospitalization. 

Hospitals  are  accused  of  expanding 
needlessly,  of  offering  duplicating  and 
overlapping  services  and  of  pursuing  their 
own  programs  regardless  of  what  other 
hospitals  are  doing.  Yet  when  hospitals 
propose  “certificate  of  need”  legislation 


Training  of  only  two  nurses  in  coro- 
nary care  techniques  has  multiplied 
itself  five  times  and  brought  sophis- 
ticated, quality  care  for  heart  attack 
victims  to  a small  Alaska  town  of 
3,000,  as  well  as  to  those  in  the  sur- 
rounding area. 

Jane  Kesselring  and  Ann  Wright, 
two  nurses  from  Seward  General  Hos- 
pital, travelled  the  rugged  130  miles 
to  Anchorage  to  take  the  first  W/- 
ARMP-sponsored  course  in  their  area 
in  Alaska  last  winter. 

Their  enthusiasm  for  what  they 
learned  was  catching.  When  they  re- 
turned to  their  33-bed  hospital  with 
the  tape-recorded  sessions,  the  other 
eight  hospital  RNs  and  the  two  LPNs 
decided  they  also-  wanted  to  learn 
more  about  this  life-saving  specialty. 

With  the  help  of  their  nursing  su- 
pervisor, Lilly  Thorne,  they  set  about 
establishing  their  own  CCU  course. 
A true  community  effort  followed. 

Tom  Alderman,  hospital  adminis- 
trator drove  to  Anchorage  and  picked 
up  the  CCU  demonstration  equip- 


to  require  a showing  of  need  for  construc- 
tion and  expansion,  the  same  critics  ac- 
cuse the  hospitals  of  seeking  a monopoly 
to  prevent  health  competition. 

W/ARMP  can  be  an  important  influ- 
ence in  helping  to  determine  public  policy 
on  hospitals.  An  opportunity  also  exists  for 
W/ARMP  to  be  a catalyst  in  bringing  about 
cooperative  regional  arrangements  among 
hospitals.  But  in  the  process  W/ARMP  may 
undergo  changes,  too. 


merit.  John  L.  Noyes,  M.D.,  offered  til 
act  as  physician-consultant.  I 

Nurse  Chris  Andrews  from  thl 
Alaska  Native  Medical  Center  i| 
Anchorage  came  to  Seward  for  thre 
days  to  help  demonstrate  equipmet 
and  bring  new  reading  strips. 

The  courses  were  a success. 
“We’re  really  using  our  knov 
ledge,”  Mrs.  Thorne  told  Result^ 
“We  all  feel  happier  in  knowing  thj 
we’re  giving  the  best  care  we  can  fc 
our  patients,”  she  said.  ' 

A heart  monitor  has  been  installs 
and  already  has  been  used  for  foi 
patients. 

Even  the  town’s  ambulance  driver 
were  trained  in  the  hospital  COl 
course. 


MAILBAG 


Editor: 

I admired  the  May  issue  of  your  newi. 
letter.  It  is  well  done  and  most  attractivi\  • 
This  summer,  I will  be  teaching  pubi 
cation  classes  at  Michigan  State  Univei\'i 
sity  and  Syracuse  and  would  like  to  sho\\ 
Results  to  the  students  as  one  of  th 
most  progressive,  eye-catching  news/ei| 
ters  that  I have  seen.  Is  it  possible  to  ot 
tain  200-300  extra  back  copies  that  I couh\ 
distribute  to  the  classes? 

Herbert  A.  Auer 

Executive  Editor 

Michigan  State  Medical  Societ) 


IDAHO 


Idaho  Medical  Association -^07  west  bannock  st„  BoUe,  Idaho  83702 


PRESIDENT  John  M.  Ayers,  M.D.,  Moscow 

SECRETARY  J.  Gordon  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armoud  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Can  We  Cooperate  p 

Representatives  from  Idaho,  Montana  and  Wyom- 
■ing  Medical  Associations  are  attempting  to  de- 
cide if  the  Associations  can  make  a joint  effort  to 
promote  undergraduate  medical  education.  The 
states  involved  are  similar  in  many  ways.  Certainly 
the  relatively  sparse  populations  and  low  tax  base 
preclude  a conventional  medical  school  with  univer- 
sity hospitals  and  research  center.  The  only  realistic 
approach  is  to  break  away  from  traditional  medical 
education  by  using  the  new  methods  of  teaching 
and  presentation  of  knowledge — closed  circuit  tele- 
vision, video  tapes,  programmed  instruction,  prepar- 
ed demonstrations,  etc.  Basic  science  learning  would 
be  concurrent  with  clinical  experience.  Medical 
educators  should  direct  such  a program,  but  prac- 
ticing physicians  would  also  assume  teaching  respon- 
sibility. The  student  would  become  part  of  the 
medical  team  for  comprehensive  health  care  in  the 
community.  He  would  have  experience  in  physicians’ 
offices  and  clinics  as  well  as  in  the  community  hospi- 
tals. Instead  of  seeing  “teaching  cases”  in  a university 
hospital  these  students  would  train  out  where  the 
action  is  and  learn  about  primary  medical  care, 
firsthand. 

An  estimated  shortage  of  about  50,000  physicians 
in  the  United  States  plus  the  high  rate  of  specializa- 
tion of  medical  school  graduates  has  caused  an  acute 
shortage  of  physicians  willing  to  practice  in  low 
income  (ghetto  and  slum)  and  rural  areas.  This  is 
giving  strong  impetus  to  the  development  of  plans 
of  this  type.  The  University  of  Washington  WAMI 
(Washington,  Alaska,  Montana  and  Idaho)  plan, 
I The  Darley  Plan,  plans  of  Michigan  State,  Ohio 

State,  Illinois,  Indiana  and  others  could  all  be 
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JOHN  M.  AYERS,  M.  D. 


applied  to  our  region.  The  question  is:  Which  one? 
Or  should  we  develop  our  own  plan  using  portions 
from  the  others?  Once  this  difficult  decision  is  made, 
what  about  accreditation  and  financing?  Probably 
the  greatest  hurdle  of  all,  though,  will  be  in  convinc- 
ing the  tradition-bound  that  well  qualified  physicians 
— perhaps  much  better  qualified  to  give  primary  care 
than  those  now  being  graduated — can  be  produced 
by  this  method. 

Obviously,  there  are  many  obstacles  to  the  estab- 
lishment of  undergraduate  medical  education  in 
Idaho,  Montana  and  Wyoming,  but  it  is  possible. 
The  effect  on  medical  practice  in  general  should  be 
very  beneficial.  Nothing  sharpens  techniques  like 
having  a student  or  two  watching  over  the  shoulder. 
And  it  is  certainly  true  that  the  best  continuing  edu- 
cation of  all  is  to  become  involved  in  teaching. 
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General  News 


Pacific  Northwest  Regionai 
Health  Sciences  Library 

Response  to  returns 
from  the  April  card  survey. 


Medical  library  service  now  available  puts  every 
physician  in  the  Northwest  on  equal  basis  for  utili- 
zation of  the  world’s  medical  literature.  There  are 
no  longer  any  isolated  physicians.  The  library  is  no 
farther  away  than  the  office  telephone  or  the  nearest 
mail  pick-up.  Card  return,  from  the  survey  carried 
in  the  April  issue,  indicated  that  many  had  missed 
the  information  that  has  been  disseminated. 

The  Health  Sciences  Library  at  the  University  of 
Washington  School  of  Medicine,  was  designated  as 
the  Pacific  Northwest  Regional  Health  Sciences 
Library  in  1968  and  began  giving  regional  service, 
October  1,  that  year.  The  region  consists  of  the  states 
of  Alaska,  Idaho,  Montana,  Oregon,  and  Washington. 
High  quality  library  service  has  been  made  available 
to  this  region  by  a grant  from  the  National  Library 
of  Medicine.  Requests  for  service  must  be  made 
through  an  established  library  either  a community 
facility,  a hospital  library,  or  one  operated  by  a 
medical  group.  Service  includes  photocopies  of  pub- 
lished material,  development  of  reference  lists  from 
material  published  in  Index  Medicus,  or  computer 
search  of  literature  by  MEDLARS.  The  latter  is  of 
value  primarily  to  those  engaged  in  research. 

Urgent  requests  can  be  transmitted  to  the  Seattle 
library  by  telephone  or,  when  available,  by  TWX. 
Others  may  be  sent  by  mail.  Regardless  of  method 
used,  a high  percentage  of  requests  are  complied 
with  on  the  day  of  receipt.  Reference  searchs  may 
take  much  more  time.  MEDLARS  reference  lists 
may  take  two  to  three  weeks.  Promptness  of  response 
is  enhanced  by  accuracy  of  requests. 

Actually,  the  PNRHSL  is  not  so  much  a library  as 
it  is  a system  of  libraries.  One  of  its  most  vital  elements 
is  the  library  at  the  University  of  Oregon  Medical 
School,  in  Portland,  long  established  as  a high  qual- 
ity, service  organization.  Others  are  hospitals  and 
educational  institutions  throughout  the  region. 

A field  representative  makes  frequent  visits  to 
participating  hospitals  and  the  staff  of  the  Seattle 
library  has  conducted  a number  of  workshops  on 
library  service.  A number  of  orientation  sessions 
have  been  held  on  the  use  of  MEDLARS.  During 
the  first  quarter  of  1970,  the  field  staff  made  81 
visits  to  affiliated  institutions.  A number  of  librarians 
have  visited  the  Seattle  library  for  familiarization. 


Material  at  participating  libraries  is  used  when 
possible  but  when  not  available,  is  supplied  from 
Seattle.  If  not  at  the  Seattle  library,  it  can  usually  be 
obtained  from  the  National  Library  of  Medicine,  at 
Bethesda,  Maryland. 

Participating  libraries  will  undoubtedly  be  able  to 
provide  material  in  response  to  most  requests.  They 
are  backed  up  by  the  PNRHSL  resource  including 
3800  regularly  received  periodical  subscriptions, 
88,000  bound  journal  volumes  and  44,000  mono- 
graphs. What  is  most  important,  however,  is  the 
dedication  of  the  entire  library  system.  Good  librar- 
ians are  never  happier  than  when  their  services  are 
requested  and  facilities  used.  The  last  thing  they 
desire  is  to  have  the  library  considered  just  a place 
to  store  books.  A library  must  be  a living  thing,  an 
indispensable  partner  of  every  physician,  student, 
teacher,  or  practitioner. 

During  the  first  quarter  of  1970  the  PNRHSL  re- 
ceived 6,096  requests.  Of  these,  3,990  were  from 
Washington,  855  from  Alaska,  487  from  Montana, 
333  from  Idaho,  and  268  from  Oregon.  (There  are 
fewer  than  200  physicians  in  Alaska.  Ed.)  Requests 
were  filled  on  day  of  receipt  in  2,962  instances  and 
within  3 days  in  4,397. 

An  indication  of  the  service  being  provided  can  be 
obtained  from  a partial  list  of  titles  on  which  refer- 
ence lists  were  requested.  The  full  list  is  much  too 
voluminous  to  publish  here: 

Golf  therapy  of  rheumatoid  arthritis 
Obstetric  emergencies 
Drug  therapy  of  Parkinson’s  disease 
Fanasil  in  treatment  of  malaria 
Value  and  legality  of  neonatal  footprints 
Granulomatous  colitis 

Economic  considerations  in  locating  medical  clinics 
Artificial  sweeteners  in  diabetes  mellitis 
Physicians  assistant  training  programs 

Nurse  practitioners,  pediatric  nurses,  and  nurse  assistant  programs 

Nursing  in  intensive  care  units 

Community  planning  for  emergency  care 

Mental  health  units  in  general  hospitals 

Sex  education  in  public  schools 

“Test-tube  babies” 

Artificial  insemination — legal  aspects 
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Kartagener’s  syndrome — therapy  of  complications 
Use  of  Nisentil  in  ophthalmix  surgery 
Properties  of  ground  reindeer  horn 
Human  experimentation 

Oculogyric  crisis  in  Parkinson’s  disease — treatment 
Size  of  largest  reported  thymomas 
Team  nursing 

Nurse  responsibility  in  genetic  counseling 
Memory — improving  drugs 

Dinitrifluorobenzene  test  for  congenital  thymic  aplasia 
Coronary  care  nursing 

Use  of  ornithese  carboxylase  media  to  distinguish  Klebsiella 
and  Aerobacter 

Public  health  districting,  funding,  and  administration  in  all 
the  states 

Neglected  children 

Historical  information  on  five  Seattle  pediatricians 
Prevention  and  control  of  hospital-caused  infections 
Malignant  carotid  body  tumors 


Gas  gangrene  in  wounds 
Spinal  epidural  hematoma 
Calcific  tendonitis  of  elbow 

Neurologic  and  psychiatric  effects  of  DDT  and  2,  4-D  on 
humans 

Gonorrheal  vaginitis  of  the  newborn 
Spontaneous  gastric  infarct 
Geriatrics  and  dentistry 
Computerization  of  medical  data 
Hemangioma  of  the  orbital  wall 
Diets  for  homocystinuria 

Further  information  can  be  obtained  from  any 
established  medical  library,  or  community  library  if 
no  medical  library  is  available.  Most  hospitals  have 
libraries  that  participate.  Requests  for  information 
addressed  to  the  Pacific  Northwest  Regional  Health 
Sciences  Library,  University  of  Washington  School 
of  Medicine,  Seattle  98105,  will  be  answered 
promptly. 


Northwest  Society  of  Community  Medicai  Education 


Somewhat  like  Topsy,  the  Northwest  Society  of 
Community  Education  has  just  growed.  Under  a 
third  name,  the  third  annual  meeting  was  held  at 
The  Admiralty,  Port  Ludlow,  May  23,  24.  Need  for 
the  organization,  at  first  in  some  doubt,  has  been 
confirmed.  It  brings  together  those  concerned  with 
medical  education  in  medical  schools,  hospitals, 
medical  societies,  publication,  and  training  of  asso- 
ciated professionals.  And  it  provides  an  excellent 
stile  across  the  thin  wall  at  the  northern  border. 
Canadian  physicians  have  been  active  participants. 

Need  was  first  recognized  by  James  W.  Kuhl  and 
S.  Spence  Meighan,  of  Portland,  directors  of  medical 
education  at  Emanuel  and  Good  Samaritan  Hospitals, 
respectively.  The  meeting  they  proposed,  and  plan- 
ned, was  held  at  Rosario,  Orcas  Island,  in  May  1968. 
The  second  meeting,  in  May,  1969,  again  at  Rosario, 
was  planned  and  conducted  by  physicians  from 
Canada.  The  1970  meeting  moved  the  organization 
to  Port  Ludlow.  It  was  planned  by  Hugh  Lawrence 
and  John  Wright,  of  Seattle.  The  first  meeting  was 
not  disignated  by  any  special  name — it  was  just  a 
gathering  of  those  interested  in  similar  problems. 
In  1969  the  organization  was  referred  to  as  the 
Northwest  Society  for  Continuing  Medical  Education. 
In  1970,  a much  more  appropriate  name  gained 
favor — Northwest  Society  of  Community  Medical 
Education.  This  inclusive  name  seems  descriptive 
enough  to  have  continued  life. 

The  program  at  Port  Ludlow  was  concerned  with 
undergraduate  education,  the  impact  of  specializa- 
tion, community  problems,  and  allied  health 
personnel. 


August  G.  Swanson  reported  on  the  new  curricu- 
lum at  the  University  of  Washington  School  of 
Medicine,  now  familiar  to  most  Northwest  physi- 
cians. The  term  core  curriculum  has  been  dropped 
and  basic  has  been  substituted,  since  it  is  not  possible 
to  provide  a core  of  knowledge  that  every  doctor 
needs  to  know.  All  basic  courses  are  taught  by  trans- 
departmental,  interdisciplinary  committees.  Thus 
anatomy,  physiology,  pathology,  signs,  symptoms, 
and  treatment  may  be  presented  to  students  much 
as  they  must  be  brought  together  in  the  mind  of  the 
physician  faced  with  a problem  to  solve.  The  aim  is 
to  get  a mix  rather  than  to  compartmentalize.  Edu- 
dation  is  programmed  on  a courses  accomplished 
basis  rather  than  a time  basis.  Students  are  not 
spoon-fed,  or  given  specific  assignments  to  text- 
books. Rather,  they  are  made  responsible  for  con- 
ducting their  own  education.  This  approach  should 
carry  over  into  post-graduate  years,  with  resulting 
change  in  the  habit  of  continuing  education. 

Newest  change  at  the  University  of  Washington 
School  of  Medicine  is  to  go  beyond  the  existing  four 
walls.  This  concept  will  enable  deserving  students 
to  get  most  of  their  medical  education  at  colleges  and 
universities  in  other  parts  of  the  Northwest,  with 
education  based  on  faculty  rather  than  an  institution. 
Satellite  loci  will  be  micro-academic  units  and 
community  clinical  units,  with  resulting  education 
presenting  a mix  from  medical  school,  community 
clinical  units,  and  teaching  hospitals.  A concept  that 
is  changing  rapidly  is  the  realization  that  it  is  no 
longer  possible  to  prepare  a physician  to  meet  every 
problem  he  will  ever  come  up  against.  It  is  now 


529 

Northwest  Medicine,  July,  1970 


recognized  that  all  that  is  being  done  in  the  education 
period  is  preparation  of  people  to  be  trained.  The 
training  goal  is  the  full  development  of  precise 
professional  skills. 

Mr.  Dave  Notter,  a senior  medical  student  com- 
mented on  the  changes  he  had  observed  during  his 
medical  school  career.  He  started  with  the  old 
curriculum  but  is  now  tutoring  two  students  who 
have  started  with  the  new  program.  To  illustrate, 
these  students  have  never  had  a course  in  anatomy 
as  such.  But  they  know  more  about  anatomy,  havdng 
learned  anatomy  by  the  system  approach,  than 
those  who  have  had  specific  courses  in  anatomy. 
Manuals  for  students  are  oriented  toward  functional 
systems,  as  gastro-intestinal  and  genitourinary. 

The  new  educational  plan  is  successful  so  far, 
partly  because  it  is  new.  As  the  newness  wears  off 
the  true  effect  of  the  curriculum  itself  will  become 
apparent.  One  effect  of  the  pathway  choice  having 
been  made  open  is  that  25  students  have  signed  up 
for  the  family  practice  pathway.  This  is  indicative 
of  present  day  student  concern  about  family  prac- 
tice. Students  believe  that  specialists  cannot  teach 
general  medicine.  They  see  the  same  kind  of  patients 
day  after  day  and  month  after  month.  They  have 
an  immense  amount  of  knowledge  about  certain 
kinds  of  problems,  but  it  has  been  said  that  they 
have  a narrow  knowledge  of  broad  ignorance.  The 
approach  of  a hematologist  to  a blood  clot  is  far 
different  from  the  approach  of  a general  physician 
to  the  patient  who  comes  in  with  the  clot.  They  both 
see  the  same  thing  but  the  approach  is  different. 
It  can’t  be  taught  without  experience  in  the  field. 
This  is  the  concept  that  is  new  at  the  University  of 
Washington.  It  may  not  be  necessary  to  have  curri- 
cular change  in  order  to  educate  specialists  but  it  is 
harder  to  be  a general  physician  than  to  be  a specialist, 
especially  today.  But  students  are  not  really  so  much 
concerned  about  curriculum  as  they  are  with  many 
other  factors  that  influence  the  quality  of  medical 
care.  They  feel  that  it  is  not  as  good  as  it  should  be 
and  they  are  searching  for  ways  to  improve  it.  They 
feel  that  the  only  good  solution  to  better  overall 
care  in  this  country  is  to  get  more  students  enrolled 
in  medical  schools.  This  means  that  more  money 
should  be  devoted  to  medical  education.  Thus  Viet 
Nam  becomes  a medical  issue,  social  issues  are  medi- 
cal issues,  racial  issues  are  medical  issues.  These  other 
factors  have  more  influence  on  health,  broadly  con- 
ceived, than  any  curriculum  change  that  can  be 
made. 

Hugh  Lawrence  presented  a thoughtful,  and 
thought  provoking,  review  of  the  impact  of  specialties 
on  medical  education.  His  paper  will  be  published 
as  a special  article  in  a later  issue  of  this  journal. 

Saturday  afternoon  was  left  open  for  activities 
available  at  the  resort. 

The  Saturday  evening  program  was  opened  by 
Marcel  Malden,  who  discussed  programs  developed 


by  community  education  coordinators,  specificallv 
the  program  developed  in  the  Tacoma  area,  using 
resources  of  community  colleges.  Attendance  is 
stimulated  by  reminders  of  place  and  date  of  meet- 
ing and  good  attendance  has  been  obtained.  Dis- 
cussions are  not  stereot\q>ed  but  are  presented  as 
desired  by  the  group  attending  the  sessions.  Com- 
munity coordinators  are  asking  about  objectives, 
needs,  and  ways  in  which  programs  can  be  evaluated. 
Courses  have  been  arranged  to  benefit  nurses  and 
teachers  as  well  as  physicians.  This  is  community 
education.  Any  organization  in  a communitv,  whether 
medical  society,  professional  association,  or  other 
organization,  will  respond  favorably  as  soon  as  the 
objectives  of  continuing  medical  education  become 
known. 

All  of  the  programs  that  have  been  presented  have 
been  approved  by  Washington  State  Medical  Asso- 
ciation and  this  approval  has  had  favorable  influence 
on  acceptance. 

Charles  Dohner,  Ph.D.,  reported  views  of  a re- 
searcher on  the  process  of  continuing  education. 
His  definition  of  education  is  “The  process  of  educa- 
tion is  a planned  change  in  the  behavior  of  the 
learner.”  Whatever  is  done  in  education  ought  to  be 
focused  on  what  the  learner  is  doing  or  hopes  to  be 
doing.  Planning  an  educational  program  includes 
definition  of  the  problem,  determining  objectives, 
selecting  strategy,  and  evaluating  effectiveness. 

Continuing  medical  education  and  quality  control 
was  discussed  by  Chauncey  Paxson.  A condensation 
of  his  report  is  being  prepared  for  publication  as  an 
editorial  in  the  August  issue  of  this  journal. 

The  Sunday  morning  program  was  devoted  to 
training  and  utilization  of  allied  health  personnel. 
John  Wright  gave  a detailed  report  of  the  activities 
of  his  department  at  Swedish  Hospital,  as  illustrative 
of  what  is  being  done  in  community  hospitals.  A 
surprising  number  of  programs  are  in  progress  at 
all  times,  as  training  and  retraining  continues.  Dr. 
Wright  reported  numbers  of  trainees  in  a variety  of 
courses  currently  being  conducted  and,  in  many 
instances,  reported  totals  trained  since  inception  of 
the  programs. 

Paul  Shields  reported  the  successful  program  of 
training  cardio-pulmonarv  technicians  with  the  help 
of  the  Spokane  Community  College.  First  attempts 
to  train  technicians,  by  giving  instruction  in  use  of 
instruments,  were  failures.  The  trainees  were  not 
prepared  for  the  excitement  and  anxiety  associated 
with  a cardiac  emergency.  After  one  such  experience, 
they  refused  further  participation.  A survey  indi- 
cated interest  of  other  hospitals  in  employing  tech- 
nicians in  this  rapidly  growing  field.  A sound 
training  program  of  background  information  seemed 
likely  to  give  confidence  enough  to  overcome  this 
reaction. 

The  course  was  then  developed.  No  other  com- 
munity programs  had  been  developed  in  the  country 
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but  the  Navy  had  been  conducting  the  type  of 
training  contemplated.  The  Navy  course  was  used 
as  a guide.  First  course  was  started,  as  a two  year 
program,  in  1967.  Fifteen  students  were  graduated 
last  year.  Their  services  have  been  in  demand. 

Jesse  Sewell  gave  an  enthusiastic  report  on  the 
abilities  of  the  Medex  who  have  joined  him  at  Har- 
rington and  Odessa.  He  was  one  of  the  first  physicians 
involved  in  the  MEDEX  program  and  now  has  two 
former  corpsmen  relieving  him  of  much  routine  work. 
He  has  been  freed  to  devote  more  time  to  problem 
solving  and  feels  that  the  quality  of  his  practice  has 
been  improved  simply  by  redistribution  of  the  load. 
The  number  of  patients  seen  has  increased  materially 
but  the  increase  of  income  has  been  offset  by  increase 
in  number  of  employees.  Nurses  and  clerks  have 
been  added  to  support  the  activities  of  the  two  Me- 
dex. They  report  to  him  in  some  detail,  including 
matters  they  are  perfectly  capable  of  handling  on 
their  own.  But  they  are  seeing  many  patients  who 


are  well  satisfied  with  the  care  they  provide.  Dr. 
Sewell’s  respect  for  his  assistants  is  high  and  he  feels 
that  the  MEDEX  program  is  an  excellent  solution 
for  the  problems  of  the  overworked  general  practi- 
tioner. 

Final  speaker  on  the  program  was  Mr.  John  Betz, 
a Medex,  working  with  a physician  in  Othello.  He 
reported  on  the  training  received  in  the  program 
and  gave  a good  picture  of  Medex  activity  by  listing 
the  activities  of  a typical  day. 

Small  group  discussions,  Saturday  and  Sunday, 
offered  opportunity  for  amplification  of  the  presen- 
tations and  introduction  of  ideas  stimulated.  They 
were  followed  by  reports  at  plenary  sessions  at 
which  further,  lively  discussions  arose. 

Those  attending  were  well  satisfied  that  the  third 
name  of  the  organization  has  been  well  chosen  and 
that  the  third  meeting  had  confirmed  the  need  for 
sessions  to  discuss  the  many  aspects  of  medical 
education — a community  affair. 


SCHEMES  THAT  FAILED 

If  anyone  in  America  has  an  excuse  to  be  frustrated  and  bitter,  it  would  be 
farmers  and  ranchers.  For  40  years,  the  Congress  has  experimented  with  many  different 
schemes  to  manage  production,  prices,  and  marketing  of  farm  products.  Almost  without 
exception  these  schemes  have  failed,  only  to  be  replaced  with  some  new  concoction. 
Even  now,  the  House  Agriculture  Committee  is  floundering  around  trying  to  find  some 
way  to  patch  up  and  extend  the  decrepit  and  costly  Food  and  Agriculture  Act  of  1965. 

Charles  B.  Shuman,  an  excerpt  from  an  address  to  the  fiftieth 
annual  meeting  of  the  American  Farm  Bureau  Federation. 

In  The  Freeman,  March  1970. 


Apology 

Nasrollah  Hakami,  who  has  done  considerable 
work  in  the  toxicity  of  light-products  was  kind 
enough  to  give  northwest  medicine  permission  to 
use  his  photograph  on  the  cover  of  the  April  issue 
in  connection  with  the  article  Phototherapy  and 
Jaundiced  Infant  by  Richard  P.  Wennberg. 

Dr.  Hakami  was  not  given  proper  credit  for  his 
photograph  at  the  time  it  was  published. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

The  Search  for  Help:  A Study  of  the  Retarded  Child  in  the  Com- 
munity. By  Jerry  Jacobs,  Ph.D.,  Assistant  Professor  of  Sociology, 
University  of  California  at  Riverside.  135  pp.  Price  $5.95.  Brunner/ 
Mazel,  Inc.,  New  York,  N.Y.  1969. 

Devotionals  by  a Physician.  By  Claude  A.  Frazier,  M.D.,  Deacon 
and  Sunday  School  Teacher,  First  Baptist  Church,  Asheville, 
North  Carolina;  Chief  of  Allergy,  Memorial  Mission  Hospital, 
Asheville,  North  Carolina;  Consulting  Editor,  REVIEW  OF 
ALLERGY.  201  pp.  Price  $4.95.  Charles  C Thomas,  Springfield, 
111.  1970 

Your  Thyroid  Gland  — Fact  and  Fiction.  By  Joel  I.  Hamburger, 
M.D.,  F.A.C.P.  Clinical  Assistant  Professor  of  Medicine  (Thy- 
roid Service),  Wayne  State  University  College  of  Medicine; 
Director  of  Nuclear  Medicine  Laboratories,  Highland  Park 
General  Hospital,  Highland  Park,  Michigan;  North  Detroit 
Crittenton  General  Hospital,  Park  Community  Hospital,  Detroit, 
Michigan.  77  pp.  Illustrated.  Price  $5.75.  Charles  C Thomas, 
Springfield,  111.  1970 

Medicine  and  Stamps.  By  R.  A.  Kyle,  M.D. ; and  M.A.  Shampo, 
Ph.D.  This  Edition  is  a compilation  with  revisions  and  additions 
of  articles  on  stamps  and  medicine  appearing  in  the  Journal  of  the 
American  Medical  Association  during  1961  to  1969,  plus  new 
articles  specially  prepared  for  this  volume.  216  pp.  Illustrated. 
Price  $1.00.  The  American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  111.  60610.  1970. 

Diagnosis  of  Diseases  of  the  Chest:  An  Integrated  Study  Based  on 
the  Abnormal  Roentgenogram.  Volumes  I and  II.  By  Robert  G. 
Fraser,  M.D.,  F.R.C.P.  (C),  Professor  of  Diagnostic  Radiology, 
McGill  University,  and  Diagnostic  Radiologist-in-Chief,  Royal 
Victoria  Hospital,  Montreal;  and  J.  A.  Peter  Pare,  M.D.,  Asso- 
ciate Professor  of  Medicine,  McGill  University,  Joint  Cardio- 
respiratory Service,  Royal  Victoria  Hospital,  Montreal.  Volume 
I — pages  1 to  722;  Volume  11  — pages  723  to  1328.  Illustrated. 
Price  $48.00.  W.  B.  Saunders  Company,  Philadelphia,  Pa.  1970. 

Parental  Nutrition:  Proceedings  of  an  International  Symposium  — 
Vanderbilt  University  School  of  Medicine,  Nashville,  Tennessee. 
By  H.  C.  Meng,  M.D.,  Ph.D.,  Professor  of  Physiology,  Vanderbilt 
University  School  of  Medicine;  and  David  H.  Law,  M.D.,  Associate 
Professor  of  Medicine,  Vanderbilt  University  School  of  Medicine. 
594  pp.  Illustrated.  Price  $24.75.  Charles  C Thomas,  Springfield, 
111.  1970. 


Structure  and  Function  in  Man.  2nd  Ed.  By  Stanley  W.  Jacob, 
M.D.,  F.A.C.S.,  Associate  Professor  of  Surgery.  University  of 
Oregon  Medical  School;  Lecturer  in  Anatomy,  University  of 

Oregon  School  of  Nursing;  Visiting  Surgeon,  University  of 

Oregon,  Medical  School  Hospitals  and  Clinics;  First  Kemper 

Foundation  Research  Scholar,  American  College  of  Surgeons; 
Markle  Scholar  in  Medical  Sciences;  and  Clarice  Ashworth 

Francone,  Medical  Illustrator,  formerly  Head  of  the  Department 
of  Medical  Illustrations,  University  of  Oregon  Medical  School. 
591  pp.  Illustrated.  Price  $8.75.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.  1970. 

Laboratory  Manual  of  Structure  and  Function  in  Man.  2nd  Ed. 
By  Stanley  W.  Jacob,  M.D.,  F.A.C.S.,  Associate  Professor  of 
Surgery,  University  of  Oregon  Medical  School;  Lecturer  in 
Anatomy,  University  of  Oregon  School  of  Nursing;  Visiting 
Surgeon,  University  of  Oregon  Medical  School  Hospitals  and 
Clinics;  First  Kemper  Foundation  Research  Scholar,  American 
College  of  Surgeons;  Markle  Scholar  in  Medical  Sciences;  and 
Clarice  Ashworth  Francone  Medical  Illustrator,  formerly  Head 
of  the  Department  of  Medical  Illustrations,  University  of  Oregon 
Medical  School.  253  pp.  Illustrated.  Price  $4.75.  W.  B,  Saunders 
Company,  Philadelphia,  Pa.  1970. 

Foetal  Autonomy:  A Ciba  Foundation  Symposium.  By  G.  E.  W. 
Wolstenholme  and  Maeve  O'Connor.  396  pp.  Illustrated.  J.  & A. 
Churchill  Ltd.,  104  Gloucester  Place,  London.  1969. 

Mutation  as  Cellular  Process:  A Ciba  Foundation  Symposium.  By 
G.  E.  W.  Wolstenholme  and  Maeve  O’Conner.  244  pp.  Illustrated. 
J.  & A.  Churchill  Ltd.,  104  Gloucester  Place,  London.  1969. 

Homeostatic  Regulators:  A Ciba  Foundation  Symposium  held 
jointly  with  the  Wellcome  Trust.  By  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  327  pp.  Illustrated.  J.  & A.  Churchill  Ltd.,  104 
Gloucester  Place,  London.  1969. 

Gas  Chromatography  in  Biology  and  Medicine:  A Ciba  Foundation 
Symposium.  By  Ruth  Porter.  213  pp.  Illustrated.  J.  & A.  Churchill 
Ltd.,  104  Gloucester  Place,  London.  1969. 

The  Ileostomy  Patient:  A Descriptive  Study  of  1,425  Persons.  By 
Edith  Lenneberg,  Co-Director.  Stoma  Rehabilitation  Clinic, 
New  England  Deaconess  Hospital;  President,  North  American 
Association  of  Enterostomal  Therapists;  and  John  L.  Rowbotham. 
M.D.,  F.A.C.S.,  Instructor  in  Surgery,  Harvard  Medical  School; 
Staff  Surgeon,  New  England  Deaconness  Hospital;  Medical 
Director,  Stoma  Rehabilitation  Clinic.  New  England  Deaconess 
Hospital,  Boston,  Massachusetts.  208  pp.  Price  $12.50.  Charles  C 
Thomas,  Springfield,  111.  1970. 


A History  of  Preventive  Medicine.  By  Harry  Wain,  B.  S.,  M.D., 
M.S.P.H.  Diplomate,  American  Board  of  Preventive  Medicine, 
Fellow,  American  College  of  Preventive  Medicine,  Fellow,  Ameri- 
can Public  Health  Association,  Fellow,  Royal  Society  of  Health, 
London,  England.  Instructor,  Preventive  Medicine.  Ohio  State 
University,  Health  Commissioner,  Mansfield-Richland  County, 
Ohio.  407  pp.  Price  $14.75.  Charles  C Thomas.  Springfield, 
111.  1970. 
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Rich  Maender  thought  safety  belts 
were  just  for  high  speed  driving. 


Whotls  vDur  excuse? 


Advertising  contributed  for  the  {public  good. 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  od  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNIST — Board  certified  or  eligible  to  join  8-man  multi- 

specialty group.  Located  on  the  beautiful,  non-polluted,  South- 
western Oregon  Coast.  Salary  to  early  partnership.  Write  Manager, 
Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Ore.  97420  Phone  (503) 
267-7091. 


RADIOLOGIST  WANTED  — $30,000  first  year — $40,000  third  year 
with  continued  increases.  Partnership  after  two  years  includes 
profit  sharing.  Liberal  fringe  benefits  including  excellent  retirement 
program.  Contact  Henry  H.  Kavitt,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217 


PATHOLOGIST  — To  assume  directorship  of  laboratories  for  ex- 
panding 155-bed  general  hospital  in  Puget  Sound  area,  suburban 
community.  New  lab  complex  will  open  in  fall.  Excellent  oppor- 
tunity. Must  be  certified  in  both  clinical  and  anatomical  pathology. 
Write  Box  10-B,  Northwest  Medicine,  500  Wall  St.  Seattle,  Wa. 
98121 


GENERAL  PRACTITIONER  WANTED  — Excellent  financial  oppor- 
tunity. Advantage  of  life  in  small  community,  plenty  of  outdoor 
recreation.  Five  colleges  within  70  miles.  Modern  hospital.  Contact 
Mr.  B.  B.  Belknap,  Pomeroy,  Wa.  99347 


GENERAL  PRACTITIONER  WANTED—  Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact  Mr. 
Willard  Perry,  Administrator,  Forks  Community  Hospital,  Forks, 
Wa.,  98331.  Phone  374-6271. 


COLLEGE  HEALTH  PHYSICIAN  — Position  open  immediately. 
Hospital  and  office  practice  with  full  individual  care  of  patient; 
12  months.  40  hour  week,  generous  fringe  benefits,  annual  incre- 
ment, no  medicare  or  medicaid,  competitive  salary,  6,000  students. 
Contact  William  D.  Fitzgerald,  M.D.,  Director,  Student  Health 
Service,  University  of  Idaho,  Moscow,  Idaho  83843. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Department 
of  OB-Gyn.  The  Permanente  Clinic,  5055  N.  Greeley,  Portland, 
Ore.  97217. 


INTERNIST  — Board  certified  or  eligible  for  active  275-bed 
GM&S  Hospital;  Medical  Service  133  beds,  7 internists,  excellent 
supporting  staff.  Some  experience  in  supervision  of  pulmonary 
function  laboratory  or  participation  on  a pulmonary  disease 
service  desirable.  Nondiscrimination  in  employment.  Inquiries 
should  be  sent  to  Director  or  Chief  of  Staff,  Veterans  Adminis- 
tration Hospital,  2615  E.  Clinton  Ave.,  Fresno,  Cal.  93703. 
Phone  (209)  227-2941,  ext.  215. 


GENERAL  PRACTITIONER  OR  INTERNIST  — For  Outpatient 
Service  at  this  275-bed  GM&S  Hospital.  Excellent  supporting 
staff  and  excellent  fringe  benefits.  Nondiscrimination  in  em- 
ployment. Inquiries  should  be  sent  to  Director  or  Chief  of  Staff. 
Veterans  Administration  Hospital,  2615  E.  Clinton  Ave.,  Fresno, 
Cal.  93703.  Phone  (209)  227-2941,  ext.  215. 


ADMITTING  PHYSICIAN  — Opportunity  available  in  busy  540-bed 
medical  and  surgical  VA  Hospital,  Regular  hours,  salary  depend- 
ent upon  qualifications  and  experience.  Contact  Chief  of  Staff, 
VA  Hospital,  Portland,  Ore.  97207.  Phone  (503)  222-9221,  ext.  388. 


GENERAL  SURGEON  — Excellent  opportunity  available  immed- 
iately in  Bellingham,  Wa.  Present  board  certified  physician 
starting  in  full  time  emergency  service  in  hospital  September  1970. 
Large  active  practice,  complete  records.  Well  equipped  1,100 
sq.  ft.  office  in  attractive  multispecialty  Medical  Center  (31  inde- 
pendent physicians).  Available  for  purchase  or  lease-purchase. 
Financial  arrangements  open.  Two  modern  progressive  hospitals 
with  over  200  beds.  Population  expanding  due  to  industrial 
growth.  Excellent  school  system.  Home  of  Western  Washington 
State  College  (enrollment  9,000  and  growing  rapidly).  On  Puget 
Sound  — boating,  fishing  (San  Juan  Islands  off  shore),  hunting 
and  skiing  (Mt.  Baker)  unexcelled.  Seattle  85  miles;  Vancouver, 
B.  C.  50  miles.  Contact  H.  L.  Trimingham,  M.D.,  Bellingham, 
Wa.  98225.  Phone  (206)  734-5550. 


ORTHOPEDIST  — The  95  physician  Permanente  Clinic  seeks  an 
additional  orthopedist.  Board  certified  or  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W.  Frink, 
M.D.,  The  Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore. 
97217. 


TAKE  OVER  LONG  ESTABLISHED  HEAVY  EENT  PRACTICE— 

Opportunity  for  ophthalmologist  and  otolaryngologist  working 
together.  Down  town  Portland.  Ore.  Present  lease  for  one  more 
year.  Write  Box  8 — B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


OTOLARYNGOLOGIST—  For  95  man  clinic  servicing  the  Kaiser 
Health  Plan  of  Oregon.  Starting  income  $30,000;  substantial 
increases  for  10  years.  Insurance  benefits,  retirement  program. 
N.  W.  Frink,  M.D.,  The  Permanente  Clinic.  5055  N.  Greeley. 
Portland,  Ore.  97217. 


INTERNIST — For  a specialist  medical  group  associated  with  a 
prepaid  health  plan.  $24,800  if  board  eligible.  $26,000  if 
certified.  Partnership  after  2 years,  if  mutually  satisfactory. 
A.  Hurtado,  M.D.,  The  Permanente  Clinic.  5055  N.  Greeley. 
Portland,  Ore.  97217. 


SITUATION  WANTED 


FAMILY  PHYSICIAN  — 30,  military  obligation  fulfilled,  com- 
pleting F.M.  residency  Sept.  1971,  seeking  appropriate  practice 
location  or  association  in  suburban  or  rural  area  within  approx. 
100-mile  radius  of  Seattle.  Planning  visit  to  Washington  Sept.  1970. 
Contact  W.  B.  Howe,  M.D.,  43  Lilac  Dr.,  Rochester,  N.Y.  14620. 


AUTO  FINANCING 


PHYSICIANS  — You  cannot  afford  to  own  your  automobile. 
Why  buy  when  you  can  lease?  No  capital  tied — instant  write-off. 
Your  profession  is  your  credit  rating.  We  will  lease  you  any  make 
or  model.  Call  collect  (503)  938-3381  or  525-7140.  Pollard 

Leasing  Inc.,  Box  348,  Milton-Freewater  Ore.  97862. 


OFFICE  SPACE 


OFFICE  SPACE  AVAILABLE — For  internist  and  pediatrician  in 
well-located  medical  center.  Fastest  growing  area  in  Pacific 
Northwest.  Economy  and  climate  excellent.  Other  specialties 
represented.  May  participate  in  ownership  of  building  and 
ancillary  facilities.  Write  Box  22-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.,  98121. 
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SPACE  AND  OPPORTUNITY  — Available  for  GP.  Double  office 
in  new  clinic  building,  Burien.  GP  of  15  yrs  in  area  seeking 
associate  to  share  premium  office  space.  Contact  Alan  L.  W. 
Gunsul,  M.D.,  216  S.W.  156th  St.,  Burien,  Wa.  98166 


OFFICE  FOR  RENT—  Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician,  GP  or  internist.  Population  close  to  30,000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D.,  101  N.  E.  11th,  East  Wenatchee, 
Wa.  98801. 


PROFESSIONAL  OFFICES  FULLY  SERVICED  — Aurora  Village 
Medical  Center,  1151  N.  200th.  From  $5.00  per  sq.  ft.  Henry 
Broderick  Inc.,  Rod  Bindon,  (206)  MA  2-4350.  Seattle,  98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annually. 
Henry  Broderick,  Inc.,  Mr.  Rod  Bindon,  MA  2-4350, 

Seattle  98104. 


SPACE  FOR  LEASE — Will  build  medical  clinic  bldg.,  in 
Woodinville  Medical  Dental  Center.  Dental  Clinic  just  com- 
pleted. HU  6-2746  or  HU  6-4574. 


MEDICAL  SPACE  IN  MODERN  CLINIC  — For  lease  in  Milwaukie 
Oregon.  Parking.  For  information  call  (503)  654-6529  Milwaukie, 
Oregon. 


CHOICE  SUITE  — Approximately  1,200  sq.  ft.  Summit  Ave.,  & 
Spring  St.,  Seattle.  Established  medical-dental  bldg.,  adequate 
parking.  Available  immediately.  For  details  phone  SH  6-5693. 


Ulcer 

Re- 

lief! 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St  Loois,  Missouri  63102 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  29 — Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — Annual 
Meeting,  October  1-4,  1970,  Portland 
Hilton. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept  19-22,  1971,  Seattle. 

Idaho  Medical  Association — Annual 

Meeting,  June  30  — July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — Annual 
Meeting,  Bay  Shore  Inn,  Vancouver, 
B.C.,  Sept  25-26,  1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del  Webb’s 
Towne  House,  Phoenix,  Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

OREGON 

Academy  of  General  Practice 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Hodgson,  Port- 
land 

Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,'Oct). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum,  Annual  Meeting,  October, 
1970,  Portland. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct — April,  Portland. 

May,  Salishan,  Sept,  Village  Green. 
Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd  Fri. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland.  Annual  Meeting,  December 
7,  1970,  Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May,  Sept-Nov.) 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 

WASHINGTON 

King  County  Academy  General  Practice 
4th  Mon.  (except  June,  July,  Aug., 
Dec.). 

Pres.  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 

Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Seattle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept 
11,  12,  1970,  Washington  Athletic 

Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 

Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 

Pres.,  Edward  Johnston,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Place  of  Meeting,  an- 
nounced monthly. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club— 3rd  Tues.  (Sept 
— May) 

Pres.,  WilUam  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept-June). 

Pres.,  J.  Lowell  Kinslow  D.O., 

Seattle 

Sec.,  Colleen  Faye  Richardson, 

M.A.,  Seattle 

Washington  Academy  of  General  Prac- 
tice. 

Pres.,  Richard  H.  Ganz,  Spokane 
Sec.-Treas.,  William  A.  Ehlers, 

Lacey 

Washington  State  Radiological  Society 
— Quarterly,  Seattle 
Pres.,  Charles  Stevenson,  Spokane 
Sec.,  Leland  Burnett,  Seattle 

Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum 

Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesio- 
logist-Quarterly meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 
Annual  Meeting  Sept.  19,  1970. 

Pres.,  J.  Porter  Reed,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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Announcing  the  half-new  p 


50 


What’s  new: 
meg.  ethinyl  estradiol 


Demulen  offers  added  assurance  in  view  of  today's  concern 


u What  isn’t: 

1 mg.  ethynodiol  diacetate 

Demulen  offers  the  distinctive  Searle  progestin  proved  in  millions  of  women 


Demulen— the  one  oral  contraceptive  that  provides 
this  new  combination— offers  • A full  measure  of 
confidence:  Unsurpassed  contraceptive  effective- 
ness, and  the  low  estrogen  content— 50  meg— is 
especially  significant  today  • A full  measure  of  com- 
fort: A low  incidence  of  breakthrough  bleeding 
and  other  side  effects. 


Demulen  continues  the  Searle  tradition  of  un 
matched  convenience. "Sunday starting, cycle  after 
cycle:  Three  weeks  on,  one  week  off.  There  is  no 
simpler  pill-taking  schedule.  « A package  that  helps 
keep  her  on  schedule:  The  Demulen  Compack* 
tablet  dispenser  is  patient-proof.  Day  and  week  of 
cycle  are  clearly  designated  for  each  tablet. 


i 


I tions-Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gona- 
d opins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both  the 
fi|cle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

lecial  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
s|e  1%0.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
l[iess  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
t' combination  products.  Both  types  provide  almost  completely  effective  con- 
tjeption. 

yh  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
Mial  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
■^jin  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pres- 
s', liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quan- 
t ed  with  precision. 

ijng-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
II e animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
4ie  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The 
I’sible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted 

ihis  time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
St  be  continued. 

idication— Demulen  is  indicated  for  oral  contraception, 
ontraindications— Patients  with  thrombophlebitis,  thromboembolic  disorders, 
lebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
. jction,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
tjrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

I ,Varnings— The  physician  should  be  alert  to  the  earliest  manifestations  of 
I jombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
I holism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
1 1 drug  should  be  discontinued  immediately. 

: Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
1 1 morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
jln  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  thrombosis 
t i embolism  and  the  use  of  oral  contraceptives.  There  have  been  three  princi- 
studies  in  Britain'-’  leading  to  this  conclusion,  and  one*  in  this  country.  The 
I imate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and 
mII’  was  about  sevenfold,  while  Sartwell  and  associates*  in  the  United  States 
I jnd  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 

Idergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
nerican  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation 
II  administration,  and  that  it  was  not  enhanced  by  long-continued  administra- 
hn.  The  American  study  was  not  designed  to  evaluate  a difference  between 
joducts.  However,  the  study  suggested  that  there  might  be  an  increased  risk  of 
Iromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
liantitated,  and  further  studies  to  confirm  this  finding  are  desirable. 
IDiscontinue  medication  pending  examination  if  there  is  sudden  partial  or 
I'lmplete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
jigraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
'an  should  be  withdrawn. 

ISince  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
j commended  that  for  any  patient  who  has  missed  two  consecutive  periods 
jegnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If 
je  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
Uncy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  iden- 
fied  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the 
jjrsing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations  should  in- 
ude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
lOu  smear,  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
|ialignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
Jnction  tests  may  be  affected  by  treatment  with  Demulen.  Therefore,  if  such 
:sts  are  abnormal  in  a patient  taking  Demulen,  it  is  recommended  that  they 
e repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under  the  in- 
uence  of  progestogen-estrogen  preparations  preexisting  uterine  fibromyomas 
lay  increase  in  size.  Because  these  agents  may  cause  some  degree  of  fluid  re- 


tention, conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation.  In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  non- 
functional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vagi- 
nam adequate  diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  discontinued  if 
the  depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  A decrease  in  glucose  tolerance  has  been  observed  in  a 
significant  percentage  of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  ob- 
served while  receiving  Demulen  therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Demulen  may  mask  the  onset 
of  the  climacteric.  The  pathologist  should  be  advised  of  Demulen  therapy  when 
relevant  specimens  are  submitted.  Susceptible  women  may  experience  an  in- 
crease in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives— A sta- 
tistically significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  ).  Coll.  Gen.  Pract.  73:267-279  (May)  7967.  2.  In- 
man, W.  H.  W.,  and  Vessey,  M.  P. : Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  ).  2:193-799  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  C.;  Greene,  C.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
).  Epidem.  90:365-380  (Nov.)  1969.  OA1 


Each  tablet  contains  1 mg.  ethynodiol  diacetate/ 50  meg.  ethinyl  estradiol 


a clinical 
situation  for 
Valium  (diaze] 


psychic  tension... 
and  irritable  colon 

Included  in  the  therapeutic  regimenValium  (diazepam) 
relieves  psychic  tension  and  helps  lessen  G.I. complaints. 


The  pronounced  calming  action 
of  Valium  (diazepam)  is  generally 
evident  within  the  first  days  of 
therapy. . . proper  maintenance 
dosages  seldom  dull  the  senses  or 
interfere  with  functioning. . .the 
h.s.  dose,  added  to  the  t.i.d.  sched- 
ule, helps  relieve  insomnia  in- 
duced by  psychic  tension. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pa- 
thology, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated : Known  hypersensi- 
tivity to  the  drug.  Children  under 


6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  have 
occurred  following  abrupt  discontinu- 
ance. Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  ten- 
dencies. Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 


amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libidl 
nausea,  fatigue,  depression,  dysarthria! 
jaundice,  skin  rash,  ataxia,  constipatioJ 
headache,  incontinence,  changes  in  sail 
vation,  slurred  speech,  tremor,  vertigo,! 
urinary  retention,  blurred  vision.  Para-I 
doxical  reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  | 
rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occurj 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisabll 
during  long-term  therapy. 


Valium®(diazepam) 

2-mg,  5-mgy  10-mg  tabled 


Roche 

LABORATORIES 

Division  of  Hoffmann-la  Roche  Inc. 
Nutley.  New  Jersey  07110 


'Doctor,.  Jve  heard  that 

aspirin  can  upset  my  stomach^ 


You  know  better  than  anyone  the  value  and  versa- 
tility of  acetylsalicylic  acid  in  your  practice.  Re- 
cently, however,  some  of  your  patients  may  have 
heard  reports  regarding  aspirin’s  possible  side 
effects — the  most  common  being  G.I.  Intolerance. 
To  offset  this  side  effect — as  well  as  your  patient’s 
concern  about  it — recommend  Bufferin®. 

The  remarkably  effective  degree  of  protec- 
tion which  Bufferin  provides  against  G.I.  Intol- 
erance has  been  clinically  evidenced  time  and 
time  again. 

Bufferin  combines  the  well-known  analge- 
sic, anti-rheumatic,  and  anti-pyretic  effectiveness 
of  acetylsalicylic  acid  (5  grains)  with  antacids 
[dihydroxyaluminum  aminoacetate,  magnesium 
carbonate  (2.25  grains)]  to  protect  against  the  gas- 
tric upset  aspirin  often  causes. 

When  your  patients  confront  you  with  their 
concern  about  gastric  upset  plain  aspirin  can  cause 
. . . be  ready  with  Bufferin. 

®1970,  Bristol-Myers  Company 


uh^xin 

HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
IREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
ilaxing  factor”  has  been  found  to  be  useful 
y many  clinicians  in  controlling  abnormal 
terine  activity. 

Literature  on  indications  and  dosage  avail- 
ble  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurennent  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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Sally  Wilson  hcis  lost 
her  reputation. 


In  the  last  week  or  so,  Sally  Wilson^s  year-old  reputation 
as  an  unpredictable  grouch  has  melted  away. 

She  doesn't  flare  up  and  lash  out  at  business  or  at  home. 

She’s  been  coming  in  on  time  and  turning  out  more  work. 

Sally’s  menopause  had  triggered  symptoms  that  hormonal 
therapy  by  itself  apparently  hadn’t  helped. 

Now  there’s  been  marked  improvement  since  her  physiciai 
put  her  on  adjunctive  Valium  (diazepam)  5-mg  tablets  qi.d. 

Valium  has  helped  her  relax. 

She’s  less  tense  and  taut;  she’s  more  friendly  and  cheerful 
and  wants  to  be  part  of  her  world. 

The  menopause  may  be  associated  with  excessive  psychic 
tension,  agitation  and  depressive  symptoms. 

In  such  cases.  Valium  usually  reduces  the  psychic  tension 
and  can  encourage  a more  relaxed  outlook,  a healthier 
response  to  the  stresses  of  everyday  living,  and  help  promote 
a sense  of  well-being. 


Relieves  psychic  tension  alone  or 
associated  with  functional  or  or^-anic  disorders. 

Calming’  effect  usually  prompt  and 
pronounced. 

Skeletal  muscle-i’elaxant  propeity 
enhances  its  value  adjunctively  in  total 
management  of  selected  patients. 

On  proper  maintenance  dosage  seldom 
dulls  the  senses  or  interferes  with  function. 

Generally  well  tolerated:  most  common 
side  effects  have  been  drowsiness,  fatig’ue  and 
ataxia. 

No  peripheral  autonomic  blocking’  effects 
and  no  extrapyramidal  symptoms. 

Flexible  dosage  — available  as  2-mg,  5-mg, 
lO-mg  tablets. 

An  li.s.  dose  added  to  t.i.d.  dosage 
facilitates  sleep  in  tension-induced  insomnia. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatig’ue,  depressive  symptoms  or  ag’itation; 
acute  ag’itation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  patholog’y,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requii’ing  complete  mental 
alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 


require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms 
have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  preg’nancy, 
lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazai’d. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed. 
Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  oi’ 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hyi^otension,  changes  in  libido,  nausea, 
fatigrie,  depression,  dysarthria,  jaundice,  skin 
rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyi)erexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  dunng 
long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Valium  (diazepam) 

useful  in  psychoneurotic  states  manifested  by 
psychic  tension  with  associated  depressive  symptoms 


Now,  I 

laboratory  medicine  with  * 

reference  laboratory  competence 
is  available  right  at  your  door!  ’ 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients ...  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


r 

screening;  “Select  Your  Own  Profile”— offering  you  the  ‘ 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 

□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


IjlOCHEMICAL 
^IROCEDURES 


P 


AFFILIATE  OF  MEAD  JOHNSON 


Headquarters  Laboratory 

12020  Chandler  Boulevard 
North  Hollywood.  California  91607 
From  Area  Code  213  Call: 

763-8203  • 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


One  of  seven  dosage  forms 

Thorazine' 


chlorpromazine  HCI 

Spansule* 

I brand  of  sustained  release  capsules 


Available  in  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.  strengths. 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


I 

! 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  wTio  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  02.  with  applicator  tip,  and  Vs  02.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


'NEOSPORirF' 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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After  only  one  year: 

Administered 
to  more  people 
dian  live  in 
Boise, 

Salem,  and 
EveretC 


Injectable 


Garamyan 

§entamian  I sulfate 


injection 


An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  combined  population  of  Boise,  Salem,  and  Everett  is 
201,000.  (Estimated  1969  figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 

See  Clinical  Considerations  section  on  last  page. 


ientamian  I sulfate 
injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious  / Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

To  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


No.  of  Strains 

No.  of 

(%)  Inhibited  by; 

No.  of 

Strains 

4 mcg./cc. 

8 mcg./cc. 

In  Vitro 

B.ACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1.206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 

836 

736 

(88%) 

779 

(93%) 

11 

indole-negative 
Proteus  species 
Klebsiella-Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦ Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source;  Package  Insert 


This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia:  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections:  and  5.  Selected 
cases  of  urinary  tract  infection. 


Contraindications:  Gar.amycin  Injectable  is  contraindicate  jk 
dividuals  with  a history  of  hypersensitivity  or  toxic  reac«. 
gentamicin.  " 


Warnings:  Patients  receiving  treatment  with  GARAMI|| 
should  be  under  close  clinical  observation  because  of  the  tW 
ity  associated  with  the  use  of  this  drug.  Ototoxicity,  vestil  j 
and  auditory,  can  occur  in  patients,  primarily  those  with  * 
existing  renal  damage,  treated  with  GARAMYCIN  Inject . 
usually  for  longer  periods  or  with  higher  doses  than  re* 
mended.  > 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  a 
should  be  kept  in  mind  when  it  is  used  in  patients  with  ^ 
existing  renal  impairment.  Kidney  function  diminishei* 
infection  of  the  upper  urinary  tract  may,  however,  imp» 
during  effective  treatment  with  GARAMYCIN  Injectable.*^ 
Concurrent  administration  of  potentially  ototoxic  drugs  b 
as  streptomycin  and  kanamycin  or  of  potentially  nephroil 
drup  such  as  polymyxin,  colistin,  and  kanamycin  with  g(|i 
micin  sulfate  has  not  been  shown  to  afford  any  clii  A 
advantages  and,  moreover  may  result  in  additive  toxul 
Monitoring  of  vestibular,  cochlear,  and  renal  function  I 
provide  g^uidance  for  therapy  in  such  cases.  f 


Precautions:  In  patients  with  impaired  renal  function  in  i 
serious  infection  develops,  serum  concentrations  of  the  dnijt 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  th( 
tients  or  in  those  in  whom  recommended  dosage  or  duratji 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  i 
of  kidney  function  should  be  performed  when  possible.  The: 
be  supplemented  by  evaluation  of  the  vestibular  and  auditor) 
tion  and  measurement  of  serum  concentration  of  the  drugl 
feasible.  Serum  concentrations  of  gentamicin  should  be  main  I 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxit  j 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 i 
days  or  be  repeated  unless  required  for  serious  infection  ri  ■ 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Garamycin  InjtMj 
may  occasionally  result  in  overgrowth  of  nonsensitive  organi:3 
superinfection  occurs,  appropriate  therapy  is  indicated.  ’ 
Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxiifi 
nephrotoxicity  have  not  been  established.  Studies  in  pregnaiA 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  I 
Garamycin  Injectable  should  not  be  used  in  pregnant  patie) 
in  women  of  childbearing  age  unless  its  use  is  deemed  adv; 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  cons  ( 
related  to  treatment  with  Garamycin  Injectable  was  2.8  pe  < 
(16  of  565  patients).  Contributory  factors  (two  or  more  factor;) 
relevant  to  most  patients)  were  as  follows:  10  had  azotem 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recent  1| 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  i 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decijl 
high-tone  hearing  acuity,  which  returned  to  or  toward  nornq 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  s1j| 
increases  in  BUN  that  were  probably  related  to  treatment  | 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  nl) 
to  treatment,  7 were  reversible,  9 occurred  in  tenninal  patient:  I 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  in- 1 
each  of  urticaria,  decreased  hematocrit,  and  reversible  deprt  i 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  repft 
and  possibly  treatment-related  adverse  reactions  were  anemi  i 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotei|i 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  « 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubii'l 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiph  1 
vials,  for  intramuscular  administration. 

For  more  complete  prescribing  details,  consult  package  inse  ■ 
Physicians’  Desk  Reference.  Schering  literature  is  also  avail 
from  your  Schering  Representative  or  Medical  Services  Departi : 
Schering  Corporation,  Union,  New  Jersey  07083. 

AHFS  CATEGORY  6:12.28  > 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Where  Prevention  Starts 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

I should  like  to  call  to  the  attention  of  Northwest 
physicians  a chronic  but  nevertheless  serious  medical 
and  social  problem;  the  patient  who  takes  an  over- 
dose of  sedatives.  As  a neurology  resident  I deal 
with  this  drug  overdose  problem  on  a daily  basis. 
I hope  the  following  points  of  information  will  be 
useful  to  those  physicians  whose  patients  so  often 
seem  to  require  sleep,  sedation  or  tranquilization. 

1.  The  magnitude  of  the  drug  overdose  problem 
is  immense.  In  Seattle  alone,  the  University  and 
Harborview  Hospitals  admit  200  or  more  obtunded 
or  comatose  “overdoses”  a year.  Each  patient  may 
require  anywhere  from  a day  to  as  much  as  several 
months  of  hospitalization.  And  for  every  patient 
requiring  admission,  several  times  that  number  must 
be  evaluated  in  the  emergency  room  for  relatively 
minor  overdoses.  More  than  $100,000  a year  is 
spent  in  these  two  hospitals,  caring  for  overdoses. 
Much  of  this  is  tax  money. 

2.  Drug  overdoses  are  rarely  dialyzed.  Many 
physicians  think  that  most  drug  overdoses  are  dia- 
lyzed. Actually,  dialysis  is  indicated  only  in  par- 
ticularly deep  or  complicated  cases,  such  as  those 
produced  by  glutethimide  (Doriden)  ethchlorvynol 
(Placidyl)  or  phenobarbital. 

3.  Patients  who  take  overdoses  almost  invariably 
have  a significant  history  of  emotional  disturbance, 
including  past  psychiatric  hospitalization,  drug  abuse, 
and  suicide  attempts  or  gestures. 

4.  It  is  appalling  how  freely  the  medical  com- 
munity dispenses  potent  sedatives  and  hypnotics 
to  an  indulgent  public.  Particularly  bothersome  is 
the  doctor  who  prescribes  barbiturates  to  a known 
drug  abuser.  I have  even  seen  a patient  who 
obtained  (in  two  week’s  time)  three  separate  bottles 
of  glutethimide  from  the  same  physician,  who  phoned 
the  prescriptions  to  the  local  drug  store  without 
seeing  the  patient.  When  informed  of  the  expected 
outcome  (deep  coma)  the  doctor  was  predictably 
surprised. 

5.  All  sedatives  are  potentially  dangerous,  but 
phenobarbital,  ethchlorvynol  and  glutethimide  are 


especially  harmful.  The  first  two  have  a very  pro- 
longed time  of  action,  and  the  last  produces  extremely 
erratic  levels  of  central  nervous  system  depression. 

With  these  points  in  mind,  I should  like  to  make 
the  following  practical  suggestions: 

1.  Do  not  dispense  sedatives  and  hypnotics  freely.  Use 
them  sparingly! 

2.  Never  dispense  sedatives  to  patients  with  a history  of 
drug  abuse,  significant  depression,  or  past  suicide  attempts. 

3.  When  prescribing  sedatives,  think  first  of  diphenhy- 
dramine (Benadryl)  and  chloral  hydrate.  They  are  usually 
quite  effective,  and  much  less  an  overdose  problem. 

4.  Dispense  sedatives  in  small  quantities,  and  in  the  mini- 
mum necessary  dose.  Don’t  give  automatic  refills. 

5.  Put  the  name  of  the  drug  on  the  label. 

6.  Do  not  give  sedative  prescriptions  over  the  phone. 

7.  Don’t  be  hoodwinked  by  the  clever  drug  advertisements 
that  claim  blissful  sleep,  but  fail  to  mention  the  serious  haz- 
ards of  the  overdose.  Think  of  the  following  drugs  as  highly 
dangerous  and  potential  overdose  problems,  rather  than  as 
harmless  nightcaps  to  quiet  the  persistent  insomniac:  Pentobar- 
bital (Nembutal),  Secobarbital  (Seconal),  phenobarbital,  glu- 
tethimide, ethchlorvynol,  and  any  of  the  combination  seda- 
tives such  as  Tuinal. 

8.  As  a rule  of  thumb:  Never  prescribe  glutethimide!  It 
isn’t  worth  it.  Ask  anyone  who  has  seen  a glutethimide  over- 
dose. 

The  key  to  the  drug  overdose  problem  is  preven- 
tion. And  the  prevention  starts  at  every'  physician’s 
prescription  pad. 

Sincerely, 

THOMAS  D.  BIRD,  M.D. 


Hearts  and  Drivers 

Seattle,  Washington 

Ec/ifor  NORTHWEST  medicine: 

The  paper  of  Mr.  Crancer  et  ah,  in  the  June  issue, 
regarding  analysis  of  Washington  drivers  is  a valu- 
able contribution.  As  anyone  who  has  been  con- 
cerned with  the  problem  of  cardiacs  and  driving 
knows  the  literature  is  replete  with  as  much  misin- 
formation as  information. 

Since  we  have  been  concerned  with  cardiacs  and 
driving  at  the  Work  Evaluation  Unit,  I think  it  proper 
to  comment  on  two  points  in  Mr.  Crancer’s  paper. 
First,  if  I read  the  charts  correctly,  a 52%  incidence  of 
accidents  occurred  among  individuals  who  were  re- 
stricted to  having  their  licenses  checked  at  six  month 
intervals.  The  figures  for  one  year  and  two  years 
appear  essentially  the  same  as  those  of  the  controls. 
This  suggests  the  obvious,  that  the  sicker  persons 
have  the  higher  incidence  of  accidents.  It  also  sug- 
gests that  there  may  be  some  individuals  in  this 
group  who  probably  should  not  drive.  The  coro- 
lary  of  this  is  that  many  who  have  made  good  re- 
coveries from  their  illness  might  properly  be  per- 
mitted to  drive.  In  our  studies,  those  who  have  been 
thoroughly  evaluated  and  who  have  been  symptom 
free  have  been  able  to  perform  their  driving  duties 

continued  on  page  559 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 


Relaxant 


SO'Oj,  The 

Tioctmiie  permi^t^i^'A 
ttoff  ta  dosage 
smamih  pn^Ja 
2K)  mg.  dosage 

If^aipiulie  blood  Jpf  ttfhKfaf' 

dss^e  i^fr  relitf,^lM^teoing  ike 
isot  btiu^ten  dosage  rM^Haaifs^- 
iR>;  ike  TteBn^amWtujkpr^eriAU^ 
T .'  prompt  dir'eU  egdait  allows  a 
■ omcioimsess  oj  the  fisat  siiiggesiioa  of 
'r  Jafs  of  symptmt . ...  ttgaiik  to  dose 
spoting  aad  to  detertniniagwh^treet^ 
’nmt  is  sLitiplrtts  A pTiSBtpditm  for 
tiveli  f cr  smletn  400  tableis  u ill 
usually  correct  spasm  -amd  hare  a few 
taSdsfor  a irrn  r 


TROCINATE* 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

tVhen  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASIvI  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies-  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORM.\TION 

\V.\RNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PREC.AUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOS.\GE:  400  mg.  Nlay  be 
repeated  in  4 hours.  .After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WTLI.IA.M  P.  POYTHRESS  & CO.,  INC. 

RICH.MOM),  VIRGINI.\  23217 


Picture  of 
Ipainful  myositis 


afon  Forte  tablets  help  to  relieve  pain, 
ore  mobility, . . stop  pain-spasm  feedback 

ir>jproviding : 

onsalicylate  analgesic  equal  to  aspirin  for  the  relief 
jain,^-2  yet  unlikely  to  produce  the  irritation  to  the 
trie  mucosa  so  often  associated  with  salicylate 
rapy2 


I a skeletal  muscle  relaxant  effective  in  a wide  va- 
ty  of  conditions2-5...but  not  likely  to  have  the  cen- 
.1  effects  of  tranquilizing  compounds.^ 


escribe  Parafon  Forte  for  effective  spasmolysis 
d analgesia  in  sprains,  strains,  myalgias,  low  back 
in,  bursitis  and  other  musculoskeletal  disorders, 
ur  patients  will  appreciate  the  restored  comfort 
d freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^BLErs 

Paraflex®  (chlorzoxazone)* *  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14^316,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.r  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  KesUer,  O. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surg. 
31 :372,  1962.  4.  Forster,  S.,  et  al.:  Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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Equipped  for  tHe 

thyroid  emergeiicy^i 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  it 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  o high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  o thyrooctive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
FBI  test.  It  is  not  unusual  to  fittd  PBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS;  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS;  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS;  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS;  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism;  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrheo,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  coses,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION;  In 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  ore  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED;  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  o 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths;  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid’ 

(sodium  levothyroxine,  FLINT) 

Injection 

FLINT  LABORATORIES 

DIVISION  OF  TNAVCNOL  LADONATONIES.  INC 

Morton  Grove,  lilirtois 
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The  trouble 
vnh  her  stomach 
' have  started 
her  mind. 


Adipex  helps  relieve  both  the  physical  and  emotional  distress. 


Some  people  can  take  stress  in  their  stride. 
They’ll  probably  never  need  Adipex. 

But  for  those  who  are  less  able  to  cope 
with  tension  and  anxiety,  a temporary 
build-up  of  mental  and  emotional  pressures 
often  rebounds  in  the  stomach. 

Adipex  is  ideal  short-term  therapy 
for  these  patients.  It  helps  to  control 
tension-induced  GI  spasm  while  it  relieves 
the  underlying  anxiety-depression. 

When  she’s  not  sure  she  can  get  through 
another  week,  Adipex  may  help  her  get 
through  the  day. 


Brief  Summary:  Dosage:  One  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effeets:  Insomnia  and  excitability 
occur  infrequently  anrl  usually  resimnd  to  decrease 
in  dosage.  Other  side  effects  inclurk'  central 
excitatory  symptoms  such  as  restlessness, 
increasefi  reflexes  and  irritability  or  cardiovascular 
reactions  such  as  alterations  in  blood  pressure, 
chilliness,  sweating,  anginal  pain 
and  arrhythmias. 

Precautions:  Discontinue  use  if 
rapid  pulse,  dizziness  or  blurring  of 
vision  occurs. 

Contraindications:  Coronary  or 
cardiovascular  disease,  hypertension, 
hyperthyroidism,  hyperexcitable  or 
psychotic  states,  increased 
intraocular  pressure  or  glaucoma, 
or  sensitivity,  idiosyncrasy  or 
habituation  to  any  of 
the  components. 

How  Supplied:  Bottles 
of  100  and  1000 
tablets  or  capsules. 

Caution:  Federal 
law  [srohibits 
dispensing  without 
prescription. 


Adipex 

Ty-Med^ 


Each  tablet  or  capsule  contains: 
Methamphetamine 
hydrochloride  10  mg. 

Amobarbital  50  mg. 

(Warning:  May  be  habit  forming) 
Homatropine 
methylbromide  7.5  mg. 
Ty-Med®is  the  Lemmon  brand 
of  timed-release  medication. 


Please  send  me  a trial  supply  of  Adipex  Ty-Med® 
tablets. 


Name- 
Street. 
City  — 


-M.D. 


-State. 


-Zip- 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 
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relieved  with 

MEASURIN  q.  8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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without  any  hazard.  I think  it  is  proper  to  make  a 
plea  that  the  right  to  drive  should  be  made  on  the 
basis  of  a complete  evaluation,  and  those  who  are 
asymptomatic  can  perform  as  well  as  the  noncardiac. 

I also  believe  that  it  would  be  a good  discipline 
for  the  physicians  of  this  state  to  think  in  terms  of  the 
individual’s  functional  capacity  using  the  New  York 
Heart  Association  classification.  The  experience  in 
the  literature  was  based  primarily  on  this  kind  of 
classification,  and  I think  this  would  have  more  mean- 
ing than  the  statement  of  renewal  privileges  which 
must  be  used  in  our  state. 

With  Best  Regards, 

ROBERT  M.  LEVENSON,  M.D. 


PNRHSL 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

I was  delighted  to  see  your  discussion  on  the 
Pacific  Northwest  Regional  Health  Sciences  Library 
in  the  July  issue.  I know  that  this  will  aid  our  efforts 
to  improve  access  to  biomedical  information  in 
the  region. 

With  your  permission  however,  I would  like  to 
clarify  three  points  in  your  report.  First  requests  for 
document  delivery  service  should  indeed  be  made 
through  a library.  We  also  accept  requests  from  in- 
dividuals in  the  health  professions  where  contact 
with  a library  is  not  feasible.  Second,  reference  lists 
are  compiled  not  only  from  Index  Medicus,  but  also 
from  other  sources,  as  appropriate.  Third  telephone 


requests  are  accepted  only  in  cases  of  clinical  emer- 
gency. 

I take  the  liberty  of  enclosing  statistical  detail, 
just  compiled,  on  the  second  year  of  operation  of 
the  library  service  (1  July  1969-30  June  1970). 
You  may,  if  you  judge  it  to  be  of  interest  to  your 
readers,  publish  whatever  portion  you  wish. 

Sincerely, 

GERALD  J.  OPPENHEIMER, 

Direetor,  Pacific  Northwest 
Regional  Health  Sciences  Library 

Photocopies  of  the  report  will  be  provided  on  re- 
quest to  the  editor  of  this  journal,  address  on  the 
masthead  page.  Data  provided  are  on  numbers  of 
requests  received,  number  accepted,  source  of  re- 
quests, time  required  to  fill,  number  of  requests 
from  five  largest  users,  reference  inquiries,  and  type 
of  institution  requesting  interlibrary  loan.  Most  im- 
pressive datum  is  that  reporting  the  number  of 
requests  received  in  the  twelve-month  period  cover- 
ed: 22,768.  Also  impressive  is  the  number  of  sheets 
of  copy  charged  to  the  grant:  121,765.  Ed. 

Resolution  or  Revolution? 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

A medical  refresher  course  Resolution  or  Revolu- 
tion will  be  presented  at  the  University  of  Washing- 
ton School  of  Medicine  on  October  8-9,  1970.  This 
will  be  a discussion  of  the  current  social  problems 
arising  from  recognizable  conflicts  in  modem  society. 

Very  truly  yours, 

MRS.  ALICE  STEEN 
Administrative  Assistant 
Department  of  Continuing 
Medical  Education  UWSM 


559 

Northwest  Medicine,  August,  1970 


EDITORIAL 


Qiiality  Control 


The  public  insists  that  medical  care  be  of  the 
highest  possible  quality.  Acting  through 
the  legislative  mechanism,  the  public  will  estab- 
lish the  standards  bv  which  quality  will  be  judg- 
ed. Presumably,  the  public  has  the  right  to  es- 
tablish such  standards,  since  medical  care  is  now 
generally  considered  to  be  a right  that  cannot 
be  denied  to  anyone.  Faced  with  this  develop- 
ing demand,  the  medical  profession  is  challenged 
as  never  before.  It  now  becomes  necessar\’  to 
study,  and  probably  to  adopt,  the  concept  of 
quality  control. 

The  term  quality  control  is  being  used  widely 
but  generally  with  poor  understanding  of  what 
is  implied.  Certain  economists,  leaders  of  many 
lav  organizations,  self-styled  experts  of  various 
kinds,  and  many  government  officials,  all  tend 
to  think  of  quality  control  as  it  has  lieen 
adopted  by  industry.  This  is  an  error.  The 
concept  is  not  transferable.  As  a rather 
simple  example,  there  are  165  steps  in 
qualit\’  control  exercised  by  one  man- 
ufacturer of  a widely  used  antacid.  Each  re- 
quires some  kind  of  measurement.  The  im- 
portant point  here,  however,  is  that  the\’  are 
talking  about  a product.  Medical  care  is  not  a 
product.  It  is  a service.  And  the  rules  of  the 
factory  do  not  appK  . Quality  control  in  medicine 
in\ol\es  judgment,  not  measurement.  And  its 
boundaries,  although  definite,  are  imprecise. 

There  is  considerable  urgency  to  the  study  of 
quality  control.  It  involves  analysis  of  several 
elements  that  establish  the  level  of  quality,  in- 


Lawrence  Weed.  Professor  of  Medicine  and  Community  Medi- 
cine at  the  University  of  Vermont  School  of  Medicine,  will  key- 
note a discussion  of  the  subject  of  quality  control  at  the  Washing- 
ton State  Medical  Association  meeting,  at  Spokane.  Sunday, 
September  20.  1970.  Dr.  Weed,  variously  known  as  a pied  piper, 
the  Abraham  Flexner  of  1970,  and  the  originator  of  the  problem 
oriented  record,  is  peerless  in  many  ways.  His  knowledge  of  his 
subject  and  his  contageous  enthusiasm  are  recognized  nationally. 
For  anyone  interest  in  the  subject  of  quality  control,  his  delivery 
Sunday  the  20th  is  a “must.” 

His  talk  will  be  followed  with  a provocative  delivery  by  robert 
Hunter  who  will  place  the  quality  control  issues  into  political  per- 
spective. Dr.  Hunter’s  leadership  as  Past  President  of  WSMA,  and 
in  other  capacities,  is  well-known  in  the  Northwest  and  in  the 
American  Medical  Association. 


eluding  cost  control,  peer  review,  and  continuing 
medical  education.  Thus,  consideration  of  quality 
control  becomes,  not  only  important  and  urgent, 
but  also  exciting.  Properly  handled  it  offers  the 
profession  a great  opportunit\’  to  assume  leader- 
ship. 

Quality  control  and  continuing  medical  educa- 
tion must  necessarily  go  hand  in  hand.  A fruitful 
spinoff  from  a quality  control  program,  therefore, 
will  be  added  emphasis  on  CME.  Thus,  as  re- 
cords are  maintained  — in  accord  with  W’eed’s 
problem  oriented  approach,  or  b\’  use  of  sum- 
mary data  such  as  provided  by  the  Patient  Analy- 
sis S\  stem  — a medical  staff  will  be  able  to  look 
at  the  summation  of  its  quality,  pinpointing  areas 
of  weaknesses  and  strengths.  Continuing  medical 
education  can  then  be  directed  accurately  at  the 
weaknesses.  Followup  will  provide  still  more  in- 
formation bv  examining  the  strengths  developed. 
As  a result,  a well  designed  qualitv'  control  pro- 
gram can  have  immediate  pay-off  to  the  profes- 
sion, to  the  patient,  to  third  parties,  and  to  gov- 
ernment. 

Quality  control  will  not  be  developed  easily 
or  quickly.  As  with  anything  worthwhile,  it  will 
require  dedication  and  hard  work.  But  the  stakes 
are  high.  Success  will  preserve  our  freedom  and 
the  responsibilities  that  we  accept  in  eiuming  it. 
Failure  on  our  part  will  open  the  door  to  control 
Iw  government. 

The  threat  of  goveniment  action  is  our  sword 
of  Damocles,  and  it  hangs  by  a slender  hair.  A 
new  proposal  to  establish  Part  C of  Medicare 
has  been  introduced  in  the  legislative  hopper  at 
Washington,  D.  C.,  and  most  observers  believe 
it  will  pass.  It  would  establish  a Health  Main- 
tenance Organization  (HMO)  that  would  pro- 
\ ide  federal  financial  support  to  any  group  pre- 
pared to  deli\er  comprehensi\e  medical  care 
and  health  service  on  a prepaid  basis,  provided 
that  50  percent,  or  more,  of  the  patients  are  not 
recipients  of  Medicare. 

Senator  Javits  has  introduced  another  bill  that 
would  encourage  groups  operating  a prepaid 
system.  His  bill  would  provide  80  percent  sup- 
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port  by  government  for  planning  and  develop- 
ment and  would  underwrite  administrative  costs, 
where  necessary,  for  five  years. 

And  there  have  been  at  least  two  attempts  to 
write  specifwations  for  a quality  control  system 
into  the  social  security  laws  “since  none  of  merit 
now  exists.” 

To  add  to  our  discomfort,  Ralph  Nader  has 
announced  that  he  will  be  looking  into  our  self- 
policing policies  and  he  is  undoubtedly  busy 
doing  so  at  this  moment.  He  starts  with  the  con- 
viction that  present  policies  are  designed  to  pro- 
tect the  doctor,  not  the  patient.  Without  further 
information,  anyone  could  write  the  report  he  is 
likely  to  submit. 

These  threats  cannot  be  ignored.  They  are 
clear  and  present  dangers.  Yet  no  one  should 
believe  that  changes  can  be  brought  about  over- 
night. Progress  must  begin,  as  do  all  journeys  into 
new  territory,  with  the  first  step.  It  must  be  a 
generally  acceptable  first  step,  bringing  calcul- 
able benefits  to  government  and  third  parties 
and  visible  benefits  to  physicians.  Benefits  to 
patients  will  follow  inexorably. 

Basic  element  in  this  first  step  is  the  develop- 
ment of  a record  system  in  which  data  can  be 
stored  and  easily  retrieved.  It  is  valuable  to  phy- 
sicians as  well  as  to  patients  and  third  parties, 
including  government.  It  offers  relief  from  boring, 
time-wasting,  undirected  record  review  by  die 
physician.  The  task  of  utilization  review  com- 


mittees, and  peer  review  committees,  already  an 
accepted  part  of  quality  control,  would  be  light- 
ened immeasurably  by  such  a system.  It  would 
provide  the  beginnings  of  a mechanism  permit- 
ting accurate  determination  of  the  level  of  quality 
achieved  in  any  community  or  any  region. 

The  community  level  to  be  determined  must 
always  be  established  by  a formula  that  includes 
the  level  of  every  individual  providing  care,  and 
the  level  of  all  health  services,  available  in  the 
community.  The  medical  practice  in  any  insti- 
tution is  the  sum  of  the  practices  of  all  of  the 
physicians  rendering  care  in  that  institution. 
Historically,  the  determination  has  always  been 
done  by  studying  charts  of  individual  patients 
and  speculating  about  what  they  add  up  to.  The 
picture  tends  to  be  a sum  of  judgments  rather 
than  a description  of  care.  The  pattern  of  prac- 
tice is  not  made  visible.  It  requires  too  much  phy- 
sician time.  Uniform  judgment  is  difficult,  if  not 
impossible.  Most  of  these  difficulties  would  be 
obviated  by  a computerized  system  that  could 
produce  a practice  profile  at  the  touch  of  a button. 

These  are  just  a few  of  the  complexities  of  qual- 
ity control.  It  is  far  from  simple  and  its  establish- 
ment will  be  far  from  easy.  But  the  public  is  in- 
sisting that  we  provide  the  highest  possible  qual- 
ity of  care.  The  public  is  about  to  establish  the 
standards  by  which  quality  will  be  judged.  The 
challenge  is  now. 

Chauncey  G.  Paxson,  M.D. 


Levodopa:  Problems,  Promise, 
Patience  and  Persistence 


Levodopa  has  recently  been  approved  by  the 
Food  and  Drug  Administration  for  treat- 
ment of  Parkinson’s  disease.  It  is  doubtful  that 
any  drug  has  received  more  publicity  while  in 
the  investigational  phase.  Some  of  the  publicity 
has  served  a useful  purpose  by  creating  remark- 
able pressure  for  wide  scale  investigation, 
thereby  hastening  its  acceptance.  Other  pub- 
licity, such  as  that  emphasizing  the  rare  case  of 
sexual  aggressiveness,  has  been  unfortunate 
and  disproportionate. 

By  the  early  1960’s  it  was  known  that  in 
Parkinson’s  disease  the  substantia  nigra  and 


basal  ganglia  lacked  the  normal  rich  stores  of 
dopamine.  Despite  initial  frustrations,  trials 
with  dopamine  precursors  led  to  Cotzias’s 
method  of  gradually  increasing  doses  of  L-dopa 
over  a long  period.  Dopamine  cannot  be  used  for 
it  does  not  cross  the  blood-brain  barrier.  Here 
was  an  identifiable  biochemical  defect  which 
yielded  to  replacement  therapy— a triumph  for 
combination  of  basic  science  and  clinical 
research. 

The  single  important  criterion  for  the  use  of 
L-dopa  is  that  the  patient  have  Parkinson’s 
disease.  L-dopa  does  not  help  other  tremors.  The 
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chief  manifestations  of  Parkinson’s  disease  are 
tremor,  rigidit\’,  bradvkinesia  or  akinesia  and  loss 
of  postural  reflexes. 

The  tremor  is  rhythmical  at  fi\e  to  six  beats 
per  second  and  is  often  worse  at  rest  or  when 
another  part  of  the  body  is  moved.  The  most 
frequent  source  of  confusion  is  the  common, 
benign,  essential  tremor,  which  is  faster,  often 
accentuated  bv  movement  of  the  involved  part 
and  not  associated  with  rigidit)'  or  slowed  move- 
ment. The  rigiditv  of  Parkinsonism  mav  be  cog- 
wheel or  plastic  and,  though  often  tested  for  at 
the  wrists,  is  usuallv  most  prominent  in  the  neck. 
Akinesia  or  bradvkinesia  is  the  most  serious  in- 
capacitv.  Bradvkinesia  is  characterized  by  a 
slowness  in  both  initiating  and  cariying  on 
motion.  The  inabilitv  to  arise  or  roll  over  in  bed 
is  not  due  to  rigiditv  but  to  bradvkinesia.  The 
small  writing  (micrographia)  is  another  mani- 
festation of  bradvkinesia.  The  loss  of  postural 
reflexes  causes  the  tvpical  propulsi\  e walking. 

Before  L-dopa,  anticholinergic  drugs  were  the 
mainstays  of  therapy.  The  atropine-like  side 
effects  and  frequent  confusion  limited  their  use- 
fulness. Surgery  on  the  basal  ganglia  is  useful  in 
relief  of  tremor  and  rigidit\’  but  neither  surgeiy 
nor  the  anticholinergics  relieve  akinesia. 

Dopamine  functions  as  a regulator  of  synaptic 
transmission.  It  is  deficient  in  Parkinson’s  dis- 
ease. PresumabK',  when  L-dopa  crosses  the 
blood-brain  barrier  it  is  converted  to  dopamine 
bv  dopa-decarboxylase.  Dopa  is  also  converted 
to  dopamine  in  other  body  areas,  creating  un- 
desirable side  effects. 

It  was  the  method  of  gradually  increasing  the 
oral  dose  of  L-dopa,  which  minimized  the  side 
effects,  that  led  to  its  successful  use.  Some 
patients  cannot  tolerate  more  than  250  mg  three 
times  daily  as  an  initial  dose,  while  others  can 
tolerate  twice  that  amount.  The  initial  therapeu- 
tic response  often  occurs  at  a total  daily  dose  of 
2.5  to  3 g.  A few'  patients  will  respond  to  as  little 
as  1.0  g per  day,  while  others  need  5 to  6 g before 
anv  definite  response  is  seen.  The  percentage  of 
patients  who  fail  to  respond  ranges  from  10  to  20 
percent.  In  general,  the  demented,  dysphagic 
patient  with  severe  and  prolonged  disability  is 
least  likelv  to  respond.  Still  most  investigators 
ha\e  a few  patients  reminiscent  of  Lazarus 
arising  from  the  dead. 

The  svmptom  usuallv  relieved  first  is  akinesia. 
It  is  striking  to  see  a patient  able  to  stand,  when 
previouslv  he  could  not  get  out  of  a chair.  The 
relief  is  not  alwavs  uniform,  for  the  hand  actions 


may  remain  slow  even  though  the  patient  be- 
comes able  to  stand  and  walk.  Rigiditv  is  also 
relieved  and  the  area  likely  to  yield  last  is  the 
neck.  Tremor  is  often  relieved  last  and  of  the 
major  symptoms  is  the  least  likely  to  yield. 

L-dopa  has  numerous  complications.  The  most 
common  are  nausea,  vomiting,  postural  hvpoten- 
sion,  dyskinesias,  and  mental  changes.  It  is  rare  to 
find  a patient  who  does  not  experience  one  or 
more  during  treatment.  Nausea  and  vomiting 
tend  to  lessen  during  prolonged  treatment  and 
are  seldom  a cause  for  stopping  the  drug.  Postural 
h\potension  usuallv  occurs  with  too  rapid  in- 
crease in  the  dose,  mav  persist  for  months,  but 
eventually  disappears.  Sympathomimetic  amines 
ha\  e no  place  in  its  treatment,  for  they  enhance 
the  possibilitv  of  cardiac  arrhythmias,  another 
side  effect  of  L-dopa. 

The  mental  changes  seen  with  L-dopa  varv 
from  confusion  to  psychotic  episodes.  Lessening 
or  stopping  anticholinergic  drugs  may  help. 
Depression  may  be  treated  with  antidepressants 
of  the  imipramine  group  but  not  with  mono- 
amine oxidase  inhibitors. 

The  dvskinesias  or  abnormal  movements  mav 
appear  early  or  late  in  treatment.  The  most 
common  forms  are  centered  about  the  mouth 
with  protrusion  of  the  tongue,  pursing  of  the 
lips  or  chewing  motions.  At  times  thev  may  be- 
come more  disabling  than  the  Parkinson’s  dis- 
ease, and  the  dose  of  L-dopa  must  be  reduced  to 
eliminate  them. 

Currentlv  being  investigated  are  dopa-decar- 
boxvlase  inhibitors  which  ma\'  lessen  the 
svstemic  side  effects  of  L-dopa  but  will  not  pre- 
vent the  central  nervous  system  side  effects 
from  occurring. 

The  rate  of  progression  of  Parkinson’s  disease 
is  highlv  variable  from  patient  to  patient.  There 
is  no  evidence  that  L-dopa  prevents  progression 
of  the  basic  process;  and  when  the  drug  is 
stopped  there  is  a rapid  regression  to  previous 
levels. 

When  should  L-dopa  be  started  in  Parkinson’s 
disease?  The  patient  with  minimal  disease  may 
find  the  side  effects  worse  than  the  disease,  w hile 
the  patient  with  far  advanced  disease  may  find 
the  response  limited.  It  is  probably  better  to 
start  too  soon  than  too  late.  Patients  with  heart 
disease,  asthma,  mental  disturbance  and  peptic- 
ulcer  present  special  problems  and  demand 
special  care.  A variety  of  drugs  such  as  resperp- 
ine  and  phenothiazines  are  best  avoided.  Even 
the  common  multicitamin  may  interfere  with 
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treatment,  for  B6  may  reverse  the  antiparkinson 
effeet  of  L-dopa. 

The  use  of  L-dopa  calls  for  an  understanding  of 
anticholinergic  drugs,  for  over  half  of  the 
patients  need  them  to  obtain  the  maximum  bene- 
fits of  treatment.  The  use  of  physical  therapy  can- 
not be  abandoned  for  it  is  still  the  determined 
patient  who  usually  does  best. 


Despite  all  these  problems,  L-dopa  holds  a 
promise  where  none  existed  before.  To  achieve 
that,  promise,  patience,  and  persistence  are 
needed  by  both  patient  and  physician. 

Richard  I.  Birchfield 


Pain 


Origin  of  the  papers  presented  in  this  issue 
was  a course  given  under  auspices  of  the 
Department  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine, 
February  13-14,  1969.  With  assistance  of  staff, 
they  have  been  prepared  for  publication  by  John 
Bonica,  Professor  and  Chairman,  Department  of 
Anesthesiology,  who  developed  and  directed  the 
course.  Each  article  is  a condensation  of  the  ma- 
terial presented  during  the  course. 

Having  made  a number  of  contributions  in  the 
field  of  pain  management.  Dr.  Bonica’s  interests 
may  be  compared  to  those  of  another  anesthe- 
siologist whose  life  was  dedicated  to  control  of 
pain  — Sir  James  Y.  Simpson.  For  Bonica,  interest 
in  pain  grew  out  of  interest  in  anesthesiology. 
For  Simpson,  interest  in  anesthesiology  grew  out 
of  interest  in  pain. 

Simpson  was  a medical  student  when  he  wit- 
nessed his  first  operation  and  was  horrified  by 
the  pain  inflicted  on  the  patient.  His  soul  in  re- 
volt, he  fled  from  the  infirmary,  resolving  to  quit 
medicine  and  study  law.  But  at  some  later  time 
he  came  back  to  medicine,  determined  to  studv 
pain  rather  than  to  run  away  from  it. 

He  made  an  exhaustive  study  of  anesthesio- 
logy, perhaps  not  a monumental  task  in  the  early 
years  of  the  nineteenth  century,  but  his  interest 


was  intense  and  it  never  waned.  He  was  fascin- 
ated by  the  reports  of  Crawford  Long’s  use  of 
ether  in  1842  and  he  worked  against  bitter  op- 
position to  promote  the  use  of  chloroform  in 
surgery  and  midwifery. 

Bonica’s  stimulus  was  less  acute  but  no  less 
agonizing.  And  it  came  after  graduation,  not 
before.  He  had  completed  a one-year  internship 
when  he  was  assigned  to  anesthesiology  at  a mil- 
itary hospital  in  the  early  years  of  World  War  II. 
Casualties  poured  in  from  the  Pacific  Theater. 
They  ran  the  gamut  from  burns  to  multiple  am- 
putations — and  the  need  for  relief  from  pain  was 
a challenge  that  could  not  be  ignored.  Bonica, 
too,  went  to  history,  to  learn  more  about  pain  and 
methods  for  relieving  it.  The  interest  grew  into 
his  exhaustive  volume  on  pain,*  to  many  other 
contributions,  and  to  the  course  given  last  year. 

This  issue  and  the  next  will  carry  the  material 
given  in  the  course.  They  will  be  worth  saving 
for  reference. 

H.  L.  H. 
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Opinions 


Opinion  card  in  the  June  issue  was  designed 
to  test  reception  of  the  Western  Journal  of 
Medicine,  published  by  the  California  Medical 
Association  and  carried  in  the  May,  June,  and 
July  issues  of  this  journal  as  an  insert.  Titles  of 
articles  originating  in  the  Northwest  were  at 
positions  3,  6,  8,  and  13,  in  the  list  to  minimize 
tendency  to  pick  articles  from  one  section  at 
the  expense  of  the  other. 


Since  there  were  13  articles  to  choose  from, 
and  since  a single  choice  was  requested,  the 
percentages  in  the  table  below  are  small.  This 
does  not  necessarily  mean  lack  of  interest  in 
the  articles  getting  low  rating.  Again,  no  article 
got  zero  votes.  Every  article  published  was 
useful. 

Vote  on  one  of  the  articles  probably  throws 
some  light  on  the  accuracy  with  which  the  card 
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Percent 


returns  show  the  needs  of  readers.  Lowest  vote 
was  received  by  an  article  on  Rocky  Mountain 
Spotted  Fever  in  Monterey  County  California. 
It  was  considered  best  article  by  a few  physi- 
cians in  Idaho  but  got  no  votes  from  Oregon  or 
from  Washington. 

Highest  vote  went  to  a group  of  short  clinical 
notes  on  recent  advances  in  allergv'.  Second  was 
a short  article  in  the  series  of  notes  on  joint 
disease.  Articles  in  this  series  have  been  top  or 
near  top  in  the  issues  in  which  thev  have 
appeared. 

There  is  insufficient  basis  for  reliable  con- 
clusion about  interest  in  articles  from  California 
as  compared  to  that  in  articles  originating  in  tlie 
Northwest,  but  it  is  interesting  to  note  that  one- 
third  of  the  articles  came  from  the  Northwest  and 
one-third  of  the  votes  went  to  them.  It  does  seem 
reasonable  to  conclude  that,  in  the  judgement  of 
readers  of  this  journal,  quality  is  at  least  com- 
parable. 


THE  VOTE  WAS: 


Influenza  1968  - A2/Hongkong/68  8.1 

Rocky  Mountain  Spotted  Fever  in  Monterey 
County,  California  1.2 

Rheumatoid  Arthritis  or  Osteoarthritis?  12.8 

Relevance  In  Medical  Education  - Some 
Thoughts  from  a Forum  8.1 

Nonspecific  Urethritis  in  Females  10.5 

Anaplastic  Cancer  of  the  Thyroid  3.5 

The  Nature  and  Treatment  of  Stress  Ulcers  - 
A Review  9.3 

Oral  Anticoagulant  Therapy  8.1 

The  Normal  Thyroidal  Uptake  of  Iodine  4.7 

Balantidium  Coli  Infection  in  a Vietnam 

Returnee  2.3 

Important  Advances  In  Clinical  Medicine  - 
Allergy  14.0 

The  Crisis  Treatment  of  Suicide  9.3 

A Record  Analysis  of  Washington  Drivers 


with  License  Restrictions  for  Heart  Disease  8.1 

H.L.H. 


One  Concept  of  Planning 
( Facts  ) 


T'he  utility  and  potential  accomplishment  of 
planning  is  not  to  suggest  that  planners  are  to 
decide  what  has  to  be  done.  The  task  of  planners 
is  to  limit  discussions  to  the  real  possibilities,  to 
reduce  interference  from  special  interests  and  to 
eliminate  the  causes  of  possible  conflicts. 

In  planning  there  are  no  absolute  criteria  for 
choosing  some  projects  out  of  the  thousands 
possible  in  the  assignment  of  setting  priorities. 
What  will  be  lost  or  gained  by  certain  choices 
may  be  shown;  this  the  planning  agency  can  do. 
What  it  should  not  say  is,  that  education  is  to  be 
preferred  to  public  health,  or  environment  to 
welfare.  Making  such  choices  remains  open  to 
public  argument.  The  public  dialogue,  however, 
can  be  more  rational  if  planners  are  on  hand 
to  provide  the  public  information  necessar\-  for 
the  choices  to  be  wise. 

A planning  agency  specifies  in  detail  what 
will  happen  if  the  proposed  program  is  projected 
into  the  future.  It  also  determines  whether  what 
is  hoped  for  is  really  attainable.  Will  the  social 


costs  be  more  tlian  the  communit)'  ought  to  pay 
for  the  gains  of  the  private  individuals  to  be 
benefited?  Heavy  penalities  are  attached  to 
making  unplanned  decisions,  including  slums, 
polluted  water  and  air,  exhausted  soil,  destroyed 
forests,  inefficient  services  and  insufficient  welfare. 

The  planning  process  is  never  as  neat  in  prac- 
tice as  it  is  in  concept.  Lobbyists,  who  now  con- 
centrate on  legislators,  will  zero  in  on  planners. 
Harassment,  demands,  denunciation,  charges  of 
favoritism  and  possibly  corruption  will  not  be 
absent.  Planners  will  be  able  to  mount  a defense 
only  if  the  facts,  made  plain,  speak  for  themselves. 

W'hat  needs  to  be  done  is  widely  known.  Plan- 
ning done  years  ahead  and  brought  to  a con- 
clusion in  an  annual  budget,  constitutes  progress. 
It  narrows  the  gaps  between  promise  and  per- 
formance. It  links  objectives  to  the  means  for 
attaining  them;  it  stimulates  and  enlightens;  it 
permits  factually  sound  dialogue  about  intentions. 

It  is  no  simple  matter  to  find  and  establish 
common  goals  and  purposes.  The  futile,  non- 
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planning  devices  of  laissez-faire,  are  favorable 
only  to  speculators.  We  must  discuss  our  goals 
and  the  means  to  achieve  them  with  the  help  of 
an  authoritative  assessment  of  our  needs  and 
resources.  Only  through  the  devices  of  planning 
can  that  assessment  be  made. 

In  simpler  circumstances  than  the  present, 
a government  might  not  become  chaotic  by  pro- 
ceeding without  coordinated  programs,  or  be- 
cause it  was  more  influenced  by  prejudice  than 
by  conclusions  derived  from  assembled  data, 
but  the  simplistic  approach  is  no  longer  open  to 
the  United  States.  Currently,  we  are  in  serious 
trouble  because  we  waste  resources,  allow  hor- 
rendous situations  to  develop,  undertake  pro- 


grams beyond  our  capacity  and  neglect  problems 
until  crises  exist. 

The  founding  fathers  balanced  power  in  three 
branches  of  government  in  order  to  avoid  lodging 
absolute  power  in  any  one  of  them.  But  achieving 
this  balance  set  off  the  contest  that  has  now  grown 
so  serious  it  must  be  stopped.  Legislative,  exe- 
cutive and  judiciary  branches  contend  endlessly, 
and  the  great  decisions  await.  The  struggle  can 
be  avoided  by  thoroughly  exposing  the  subject 
of  the  argument.  How?  By  making  the  data  and 
the  need  so  plain  that  quarreling  becomes  absurd. 
Planning  can  do  this. 

C.  D.  MULLER,  M.D. 


DOES  GOVERNMENT  KNOW  BEST? 

THE  THEORY  of  authoritarian  government  dominates  all  modern  political  societies. 
The  theory  states  that  individuals — or  even  individuals  of  like  mind  working  voluntarily 
in  concert — lack  the  scope  of  vision  and  means  at  their  disposal  to  identify  accurately 
their  own  best  interests  and  to  pursue  them  through  individual  effort.  Therefore,  the 
argument  continues,  all  governments  possess  an  intrinsic  right  to  demand  from  those 
governed  the  authority  necessary  to  direct  human  effort  and  resources  toward  the  accom- 
plishment of  prescribed  social  goals. 


Robert  K.  Newell,  Marcellos, 
Michigan  in  the  Freeman,  April  1970 
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Pain— Basic  Principles  of  Management 

JOHN  J.  B O N I C A,  M.  D.,  Seattle,  Washington 


The  management  of  intract- 
able pain  is  often  a difficult 
task  that  taxes  the  diagnostic 
acumen  and  therapeutic  skill  of 
the  physician.  Diagnosis  and  lo- 
calization of  the  source  of  tlie 
pain  usually  requires  a thorough 
history  and  physical  examination 
and  correct  interpretation  of  da- 
ta. In  taking  the  history  of  the 
pain,  detailed  information  mirst 
he  obtained  about  the  circum- 
stances contributing  to  the  cause 
of  the  pain  and  its  location,  dis- 
tribution, quality,  intensity  and 
duration  at  the  time  of  onset, 
during  the  interval,  and  at  the 
present  time.  The  patient  must 
be  cjuestioned  about  what  factors 
aggravate  and  which  relieve  the 
pain.  Specific  details  must  be  ob- 
tained about  such  associated 
phenomena  as  muscle  spasm, 
muscle  weakness,  paresthesia, 
autonomic  dysfunctions,  and  lo- 
cal tenderness.  The  general  his- 
tory, family  history  and  social 
history  are  critically  important 
in  these  patients. 

Proper  examination  of  the 
painful  region  and  interpretation 
of  the  findings  require  consider- 
ations of  the  mechanisms  of  pain. 
Frequently  the  pain  is  referred 
to  an  area  awav  from  the  site  of 
the  disease  or  injury.  Examina- 
tion of  painful  regions  should  be 
followed  by  a general  physical 
examination.  Since  many  pain 
syndromes  involve  the  musculo- 
skeletal and  nervous  .systems. 


Dr.  Bonica  is  Professor  and  Chairman  of 
the  Department  of  Anesthesiology.  Univer- 
sity of  Washington  School  of  Medicine. 


orthopedic,  neurologic,  radiolo- 
gic and  laboratory  examinations 
are  frequently  needed.  Finally, 
a psychologic  or  psychiatric  eval- 
uation is  essential  in  most  pa- 
tients with  chronic,  intractable 
pain. 

A variety  of  procedures  can  be 
used  in  the  diagnosis  and  in  the 
evaluation  of  the  patient’s  re- 
sponse to  his  pain.  These  include 
diagnostic  nerve  blocks,  di.scus- 
sed  by  Dr.  Berges,  in  this  issue, 
the  proper  use  of  sedatives  and 
analgesics  or  placebos,  and  chem- 
ical hypnosis  induced  with  intra- 
venous thiopental  or  other  fast- 
acting barbiturates.  For  optimal 
results  from  investigation,  place- 
bo must  be  administered  by  the 
double  blind  technique.  It  de- 
serves reemphasis  that  these 
techniques  must  be  used  as  ad- 
juncts and  the  results  considered 
within  the  framework  of  all  of 
the  other  information  obtained. 
Since  20  to  30  percent  of  patients 
with  organic  pain  obtain  the 
same  degree  of  pain  relief  with 
placebo  as  is  achieved  with  a 
narcotic,  it  is  hazardous  to  make 
a diagnosis  solely  on  the  basis  of 
the  placebo  response. 
principles  of  therapy 

After  a diagnosis  has  been  es- 
tablished and  the  mechanism  of 
pain  determined,  treatment  must 
be  planned  carefully.  In  deter- 
mining what  procedures  are  to 
be  used,  it  is  necessary  to  con- 
sider: 1.  the  cause  of  the  pain,  its 
site,  path  and  mechanism,  its 
intensity,  and  its  probable  dura- 
tion; 2.  the  nature  of  the  disease 
causing  the  pain;  3.  the  age  of 
the  patient,  his  physical  and 


mental  status,  his  life  expectancy, 
and  his  obligations  to  his  family 
and  the  community;  4.  the  treat- 
ment methods  locally  available 
and  practical  under  the  circum- 
stances; and  5.  the  complica- 
tions and  side-effects  that  may 
develop  as  a consecjuence  of  each 
method  of  treatment.  Naturally, 
if  the  cause  can  be  eliminated, 
solution  of  the  problem  is  usually 
clear  cut  and  relatively  simple. 

It  deserves  reemphasis  that 
proper  management  of  patients 
with  intractable  pain  often  re- 
quires a great  deal  of  time  and 
effort — much  more  than  some 
practitioners  are  able  or  willing 
to  spend.  Unless  the  phvsfcian 
devotes  the  necessary  time  to 
the  problem,  he  cannot  hope  to 
achieve  optimal  results;  in  fact, 
he  may  do  more  harm  than  good. 
Insufficient  amount  of  time  spent 
on  the  patient  is  the  most  com- 
mon reason  for  therapeutic  fail- 
ure and  iatrogenic  complication. 
Moreover,  many  of  these  patients 
recpiire  the  concerted  efforts  of 
the  patient’s  physician  and  one  or 
more  specialists  who  contribute 
their  individualized  knowledge 
and  skills  toward  a common  goal. 
pain  clinic  concept 

The  Pain  Clinic  Group  at  the 
University  of  Washington  repre- 
sents the  adoption  of  this  multi- 
disciplinarv  team  approach  in 
the  broadest  sense.  This  groiq) — 
consisting  of  anesthesiologists, 
neurosurgeons,  psvch iatrists, 
radiotherapists,  physiatrists,  or- 
thopedic surgeons,  general  sur- 
geons, oral  surgeons,  internists, 
psychologists,  sociologists  and 
social  workers  — work  in  con- 


567 

Northwest  Medicine,  August,  1970 


certed  fashion  and  meet  at  inter- 
vals to  discuss  difficult  pain  prob- 
lems. Each  patient  referred  to 
the  Pain  Clinic  is  assigned  a 
physician  who  is  his  manager  — 
the  individual  who  works  the  pa- 
tient up  and  coordinates  the  ac- 
tivities of  the  various  consultants. 
Patients  with  extremely  difficult 
diagnostic  or  therapeutic  pain 
problems  are  presented  to  the 
entire  group  at  its  weekly  meet- 
ing where  all  aspects  of  the  prob- 
lem are  thoroughly  discussed. 
We  have  found  these  face  to  face 


group  discussions  much  more  ef- 
fective and  productive  than  com- 
munication by  letter  or  telephone, 
or  discussions  limited  to  two  in- 
dividuals. In  addition  to  provid- 
ing consultative  services  to  the 
referring  physician  and  to  the 
patient,  the  meetings  serv  e as  an 
excellent  forum  for  exchange  of 
ideas  and  information  on  various 
pain  problems. 

Dept,  of  Anesthesiology 
U.  ofW.  School  of  Medicine 
(98105) 
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Nerve  Blocks 


PETER  U.  BERGES/  M.  D.,  Seattle,  Washington 

The  physician  who  is  most  intimately  concerned  with  pain  problems  and  their 
control,  whether  in  the  operating  room,  recovery  room,  emergency  room,  intensive 
care  unit,  or  in  the  clinic,  is  the  anesthesiologist  who  has  or  should  have  developed 
dexterity  and  skill  with  nerve  blocks.  He  can  and  should  play  a central  role  in  the 
management  of  pain;  by  his  training  and  experience  he  is  familiar  with  the  phar- 
macology and  toxicology  of  analgesics,  sedatives,  narcotics  and  local  anesthetics 
used  in  nerve  blocking  techniques. 


In  the  papers  to  follow,  differ- 
entiation is  made  between  pain 
as  a symptom  of  organic  disease 
and  pain  as  a disease  in  itself.  In 
both  these  states  blocks  can  be 
emploved. 

For  nerve  blocking  procedures, 
the  proper  choice  of  drug  for  in- 
jection is  of  important  consider- 
ation. For  diagnostic  and  prog- 
nostic blocks  that  are  intended 
to  be  completely  reversible  and 
of  short  duration,  aqueous  solu- 
tions of  the  commonly  employed 
local  anesthetics  are  the  most 
satisfactory',  i.e.,  lidocaine  and 
mepivacaine  (Carbocaine)  for 


Dr.  Berges  is  an  Instructor  in  the  Depart- 
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blocks  of  rather  short  duration 
and  tetracaine  for  the  long  last- 
ing procedures. 

When  a long  lasting  block 
(weeks,  months,  even  years)  is 
preferred,  neurolvtic  agents  such 
as  alcohol  and  phenol,  also  cresol 
and  chlorcresol,  may  be  employ- 
ed.* U nfortunatelv  their  use  is 
frequentlv  followed  by  post- 
injection neuritis,  especiallv 
when  peripheral  nerves  (besides 
the  branches  of  the  trigeminal 
nerv  e)  are  injected.  This  neuritis 
may  be  mild  and  transient,  but 
it  may  be  so  severe  as  to  over- 
shadow the  original  complaint. 
Therefore,  the  use  of  neurolytic- 
substances  should  be  reserved  for 
the  management  of  patients  with 
severe  intractable  pain  who  are 
not  candidates  for  surgery  and 
for  patients  suffering  from  cancer 


pain 3 '7  in  whom  life  expectancy 
is  often  short. 

Requisites  for  optimal  results 
with  nerve  blocks  are: 

1.  The  physician,  may  he  be  a 
general  practitioner  or  an 
anesthesiologist,  must  as- 
sume the  responsibilitv 
and  discharge  the  obliga- 
tions of  a physician,  rather 
than  act  merely  as  a techni- 
cian trained  in  inserting 
needles. 

2.  A proper  diagnosis  is  essen- 
tial for  successfully  attempt- 
ing to  block  pain  pathways. 
Detailed  historv  and  thor- 
ough phvsical  examination 
are  imperative.  Thorough 
knowledge  of  pain  syn- 
dromes and  the  underlying 
mechanisms  is  required. 
While  taking  the  history 
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and  examining  the  patient, 
the  physieian  will  have  op- 
portunity to  investigate  his 
personalitv  and  to  estab- 
lish good  rapport  with  him. 
For  ultimate  success,  the 
patient  must  recognize  that 
everything  possible  will  be 
done  to  relieve  his  pain 
problem.  Initial  steps  in 
work-up  also  afford  the  op- 
portunity for  suggestion  and 
practical  psychotherapy. 

3.  It  is  necessary  to  determine 
whether  a block  is  indicated 
and  what  is  to  be  accom- 
plished with  it. 

4.  The  patient  should  be  fully 
informed  about  the  goals 
and  the  limitations  of  the 
blocking  procedure. 

5.  Determination  should  be 
made  of  the  pain  pathways 
involved  and  the  best  tech- 
nique of  interruption.  Pre- 
requisite is  a thorough 
knowledge  of  anatomy  and 
physiologv. 

6.  The  physician  performing 
the  block  should  have  ex- 
perience with  nerve  block- 
ing procedures.  This  is  of 
more  importance  when  the 
block  is  done  for  diagnostic 
and  prognostic  purposes 
than  when  used  for  anes- 
thesia only.  It  is  of  prime 
importance  to  locate  the  in- 
volved nerve  or  nerves  pre- 
cisely. This  is  done  by  elicit- 
ing paresthesia,  by  check- 
ing placement  of  the  needle 
under  x-ray  or  fluoroscopy 
control  and  injecting  small 
amounts  of  solutions.  Dur- 
ing and  after  interruption 
of  nerve  pathways,  it  is  es- 
sential to  assess  the  results 
as  objectively  as  possible. 

In  evaluating  long  term  results, 
the  following  information  was 
found  useful  by  our  pain  clinic 
group  as  indicative  of  improve- 
ment: 


1.  Decreased  pain  signals  with 
increased  daily  activities 
(increased  up  time). 

2.  Changes  in  local  signs:  re- 
duction in  swelling,  correc- 
tion of  neurologic  and  pos- 
tural defects  and  increase  in 
local  mobility. 

3.  Decreased  intake  of  drugs. 

4.  Increased  sleeping  capabil- 
ity. 

5.  Improvement  in  family  and 
social  relationships. 

We  learned  that  nerve  blocks 
are  valuable  for  diagnosis,  prog- 
nosis and  therapy.  Also,  block  is 
an  excellent  tool  for  evaluating 
pain  behavior  of  the  patient. 
Through  close  physician-patient 
relationship  established  during 
the  study,  the  physician  can  dis- 
cover the  factors  that  play  a role 
as  positive  and  regative  pain 
reinforcers. 
techniques 

Any  peripheral  nerve,  whether 
cranial,  spinal  or  autonomic  can 
be  approached  with  a needle  and 
its  function  suspended. 

1.  Local  infdtrations  are  often 
used  in  treating  musculo- 
skeletal disorders  like  ten- 
dinitis, epicondylitis  and 
periarthritis  and  all  forms 
of  muscle  spasms  with  trig- 
ger zones  (local  anesthetics 
with  hydrocortisone).* 

2.  Block  of  cranial  and  spinal 
nerves  is  indicated  in  the 
management  of  neuralgias, 
such  as  trigeminal,  glosso- 
pharyngeal and  postherpe- 
tic segmental  neuralgia,  in: 

a.  Mapping  out  the  pain 
pathways. 

b.  Through  subsequent 
blocks,  giving  the  pa- 
tient lasting  pain  relief 

c.  Helping  predict  the  ef- 
fects of  neurosurgery  and 
in  affording  the  patient 
opportunity  to  experi- 
ence the  numbness  and 
other  effects  following 


rhizotomy  and  neurect- 
omy. 

3.  Sympathetic  blocks  may  be 
used  as  diagnostic  and  ther- 
apeutic measures  in  peri- 
pheral vascular  disease,  re- 
flex sympathetic  dystroph- 
ies and  in  visceral  pain. To- 
gether with  somatic  blocks 
(intercostal  and  paraverte- 
bral blocks)  sympathetic 
blocks  (for  example,  block- 
ing the  splanchnic  nerves 
or  the  celiac  ganglia)  can 
be  used  to  determine  from 
what  structures  the  pain 
arises.  We  have  used  re- 
peated lumbar  sympathetic 
blocks  in  patients  with 
chronic  back  pain  with  or 
without  neurological  defi- 
cit, and  were  able  to  im- 
prove them  considerably. 
Results  were  probably  due 
to  long  lasting  chemical  in- 
terruption of  C fibers  or  to 
local  reduction  of  irritation 
with  edema  following  the 
increase  in  circulation  after 
sympathetic  blockade. 

4.  Peripheral  blocks  are  useful 
techniques  in  managing  se- 
vere pain  of  the  trunk  and 
lower  extremity.  By  insert- 
ing a catheter  for  contin- 
uous injection,  duration  of 
the  block  can  be  extended. 

5.  Subarachnoid  and  epidural 
blocks  are  also  of  definite 
value  in  managing  intract- 
able pain.  With  neurolytic 
agents,  such  as  alcohol  or 
phenol,  prolonged  effect, 
from  weeks  to  months  and 
sometimes  years,  can  be 
accomplished.  We  have 
found  neurolvtic  subarach- 
noid block  especially  use- 
ful in  cancer  pain,  pains 
caused  by  segmental  post- 
herpetic neuralgia  in  the 
thoracic  region,  and  in  the 
management  of  flexor  and 
adductor  spasticity  in  the 
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lower  extremity  in  para- 
plegic patients.®-i2  These 
individuals  often  are  made 
miserable  from  sudden  on- 
set of  spasms  triggered  by 
such  stimuli  as  noise,  touch, 
or  an  attempt  to  mo\  e them. 


These  spasms  can  be  accom- 
panied by  severe,  aching 
pain  and  by  bladder  incon- 
tinence. If  such  spastic  con- 
ditions can  be  converted 
into  a flaccid  paralysis, 
nursing  will  be  much  easier. 


the  patient  will  be  more 
willing  to  mo\  e about  and 
there  is  a chance  to  correct 
deformities. 

Dept,  of  Anesthesiology 
U.  ofW.  School  of  Medicine 
(98105) 
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Pain  in  the  Extremities 

JOHN  J.  BONICA,  AA.  D.,  Seattle,  Washington 


Pain  in  one  or  more  of  the 
extremities  may  be  a mani- 
festation of  neurologic,  muscu- 
loskeletal, or  peripheral  vascular 
disease,  or  it  may  be  a referred 
phenomenon  of  visceral  disease. 
Pain  is  a predominant  symptom 
of  causalgia  and  other  reflex 
sympathetic  dystrophies,  a major 
pain  svndrome  almost  exclu- 
siveK'  limited  to  the  extremities. 
pain  of  neurogenic  origin 
( neuralgia) 

Neurologic  disorders  involving 
the  extremities  are  manifested 
bv  neuralgia  or  pain  in  the  dis- 
tribution of  a nerve,  associated 
with  sensorv  deficits,  reflex 
changes  or  muscle  dvsfunction, 
or  all  three.  These  signs  and  sym- 
ptoms facilitate  differentiation 
of  these  disorders  from  other 
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causes  of  pain.  Distribution  of 
the  pain  depends  on  the  site  of 
lesion  and  may  be  diffuse,  with 
lesions  of  the  central  nervous 
svstem,  segmental  with  root  dis- 
orders or  peripheral,  invoKing 
one  or  more  ner\  es  or  a plexus. 

Etiology.  Neuralgia  is  a symp- 
tomatic expression  of  mechani- 
cal, inflammatorv,  toxic,  meta- 
bolic, or  neoplastic  disorder. 
Mechanical  causes  include  com- 
pression by  a herniated  ruptured 
intervertebral  disk,  osteophytes, 
fracture,  abscess,  tumor,  fibro- 
sitis,  or  avulsion  consequent  to 
injurv.  Inflammatorv  neuralgias 
include  herpes  zoster.  Neuralgia 
of  the  extremitv  mav  be  a local 
manifestation  of  such  svstemic 
diseases  as  measles,  smallpox, 
diphtheria,  generalized  toxicity 
or  metabolic  deficiencies. 

Treatment  consists  of  removal 
of  the  cause  by  medical,  ortho- 
pedic or  surgical  means.  Nerve 


block  is  useful  in  diagnosis  and 
for  temporarv  relief  of  pain. 
Since  prolonged  interruption 
with  neurosurgical  procedure  or 
neurolvtic  blocks  is  associated 
with  severe  dysfunction,  it  is 
rarelv  indicated. 
causalgia  and  other  reflex 
sympathetic  dystrophy 

Causalgia  is  manifested  by 
severe,  continuous,  burning  pain 
and  hypalgesia  and  hyperesthe- 
sia not  in  the  distribution  of  a 
nerve,  and  is  associated  with 
vasomotor,  sudomotor,  and  tro- 
phic changes. 

Etiology.  Major  causalgia  is 
usuallv  due  to  incomplete  sev- 
erence  of  a major  peripheral 
nerve  such  as  the  median,  radial, 
ulnar,  sciatic  or  femoral,  or  of 
the  brachial  or  sacral  plexus. 
Other  reflex  dystrophies  are  us- 
ually caused  by  injury,  visceral 
disease,  or  manifestation  of  or- 
thopedic problems. 
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Treatment.  Interruption  of  the 
regional  sympathetic  nerve  sup- 
ply with  cervicothoracic  or  lum- 
bar sympathetic  block  is  the 
primary  treatment.  A series  of 
sympathetic  blocks  during  the 
early  phases  of  the  disease  pro- 
duces complete  and  permanent 
relief  of  pain  and  disappearance 
of  symptomatology. 
posfamputation  pain 

Following  amputation,  pain 
may  develop  in  the  phantom 
limb,  or  the  stump,  or  both.  The 
pain  may  be  lancinating  or  burn- 
ing in  nature  or  may  be  felt  as 
an  extremely  uncomfortable  posi- 
tion of  the  phantom  extremity. 

Treatment.  Diagnostic  and 
prognostic  blocks  are  useful. 
Neurosurgical  and  orthopedic 
management  are  often  effective, 
and  psychotherapy  is  essential 
in  chronic  cases. 
pain  of  musculoskeletal  origin 

Pain  of  musculoskeletal  origin 
is  usually  deep,  dull,  aching  in 
nature,  localized  or  diffuse,  ag- 
gravated by  motion  of  the  af- 
fected part,  and  often  associated 
with  muscle  spasm,  tenderness 
and  occasional  vasomotor  phe- 
nomena. 

Etiologic  factors  include  dis- 


s T 

Pain  is  a late  manifestation  of 
malignancies.  This  is  most 
unfortunate,  because  lack  of  warn- 
ing signal  to  the  patient  leads  to 
delay  in  diagnosis,  which  fre- 
quently is  done  so  late  as  to  pre- 
clude surgical  attack. 

When  pain  strikes,  it  usually 
develops  into  severe,  boring, 
relentless,  agonizing  suffering, 
which  soon  demoralizes  the  vic- 
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ease  of  joints,  tendons,  bursae,  or 
muscles.  Myofascial  syndromes 
are  especially  important  because 
of  their  frequency  and  because 
they  are  often  misdiagnosed  and 
mistreated.  There  is  usually  a trig- 
ger area  in  the  affected  muscle. 
Muscle  spasm,  tenderness  and 
limitation  of  motion  are  often 
present. 

Treatment  consists  of  ortho- 
pedic management,  infiltration 
with  local  anesthetics  and  corti- 
coids,  and  physical  therapy. 
peripheral  vascular  disease 

Peripheral  vascular  disease  is 
usually  characterized  bv  aching, 
burning  pain,  vasomotor  and  su- 
domotor  changes,  and  eventually 
trophic  changes. 

Etiologic  factors  include  vaso- 
spastic functional  disease,  such 
as  Raynaud’s  disease  and  phe- 
nomenon, frostbite,  scleroderma, 
arteriospasm,  and  vasospastic 
organic  diseases,  such  as  sudden 
arterial  occlusion  from  embolism, 
trauma,  thrombosis,  ligation,  or 
from  thromboangiitis  obliterans 
and  acute  thrombophlebitis. 

Treatment.  Sympathetic  nerve 
blocks  and  epidural  block  are 
useful  in  differential  diagnosis 
and  in  treatment  of  the  acute  dis- 

Cancer  Pain 

FANO  BRENA,  M.D.,  Seattle,  Wash! 

tim  and  brings  rapid  physical 
and  mental  deterioration.  Relief 
of  pain  is  consequently  of  pri- 
mary importance  in  management 
of  the  cancer  patient. 

I.  Pain  Pathways: 

Two  different  sets  of  fibers 
are  supposed  to  transmit  im- 
pulses initiated  at  the  peri- 
pheral pain  receptors. 

A.  The  A-delta,  small  mye- 
linated, fast-conducting 
fibers  follow  the  sensory 
pathways  in  the  peripheral 


orders,  and  may  also  be  useful  as 
a prognostic  tool  prior  to  sym- 
pathectomy. Surgery  and  anti- 
coagulation therapy  are  indi- 
cated in  embolism  and  throm- 
bosis. 

referred  pain  and  its  origin 

Referred  pain  consists  of  dull, 
aching  pain  in  certain  parts  of 
the  extremity  not  associated  with 
sensory,  reflex  or  motor  changes, 
and  not  influenced  by  movement 
of  the  extremitv. 

Etiologic  factors  include  an- 
gina pectoris,  myocardial  infarc- 
tion, aneurysm  of  the  aorta,  and 
pleural-pulmonary  disease  which 
produce  pain  in  the  upper  ex- 
tremitv, and  diseases  of  the  ur- 
inary tract  and  pelvic  viscera  for 
pain  in  the  lower  extremitv. 

Dept,  of  Anesthesiology 
U.  ofW.  School  of  Medicine 
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somatic  nerves  and  the 
posterior  spinal  roots.  The 
discrete,  epicritic  impulses 
transmitted  along  these 
fibers  are  felt  as  well- 
localized,  sharp,  bright 
and  pricking  pain. 

B.  The  C -fibers,  unmyelinat- 
ed, slow-conducting,  fol- 
low the  vessels  and  the 
sympathetic  pathways, 
reaching  the  posterior 
roots  via  the  sympathetic 
ganglia  and  the  rami  corn- 
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municantes.  They  trans- 
mit protopathic,  crude 
sensations  which  are  per- 
ceived as  dull,  aching, 
poorly-localized  pain. 

II.  Mechanisms  of  Pain: 

Compression  of  nerve 
roots,  nerve  trunks  and 
plexuses  causes  continu- 
ous, sharp  neuralgic-type 
of  pain,  well-localized  in 
its  segmental  or  peripher- 
al distribution.  Root  pain 
is  mainly  produced  bv 
metastatic  lesions  of  the 
spine. 

B.  Infiltration  of  nerves  and 
blood  vessels  by  tumor 
cells  is  a common  me- 
chanism of  pain  associated 
with  carcinoma  of  the 
breast,  and  cancer  of  the 
uterus  and  uterine  cer- 
vix. 

C.  Obstruction  of  a viscus 
by  tumors  of  the  gastro- 
intestinal tract,  and  of 
urinary'  and  biliary  tracts 
produces  true  visceral 
pain  and  referred  pain 
following  inflammation  of 
the  overK'ing  parietal  per- 
itoneum. 

D.  Occlusion  of  blood  ves- 
sels, resulting  from  pres- 
sure exerted  bv  the  tumor 
mav  cause  pain,  either 
due  to  venous  engorge- 
ment or  to  local  tissue 
ischemia  caused  by  arter- 
ial obstruction,  or  both. 

E.  Inf  animation,  infection, 
swelling  and  necrosis  are 
common  complications  of 
malignancies,  capable  of 
causing  excruciating  pain 
when  sensitive  structures 
are  involved. 

III.  Principles  of  the  Manage- 
ment of  Cancer  Pain: 
Management  of  cancer  pain 
is  a complex  task  requiring 
a well-coordinated  effort 
by  physicians  of  various  dis- 


ciplines in  order  to  attack 

the  problem  at  all  levels  of 

the  pain  experience: 

A.  Psychological  Support. 
Analysis  of  the  pain  behav- 
ior in  the  patient  with  can- 
cer shows  that  the  reflex, 
autonomic  responses 
are  remarkably  low  com- 
pared to  the  amount  of 
noxious  stimulation  pre- 
sent. The  verbalization 
of  complaints  is  often  an 
outlet  for  a complexity  of 
emotions  associated  with 
wearisome  apprehension, 
fear  of  death,  worries  for 
the  family  in  its  affective 
and  economic  implica- 
tions. Consequently,  psy- 
chological support  is  of 
the  utmost  importance. 
If  the  patient  can  look  to 
his  managing  physician 
as  a friend,  with  true  sym- 
pathetic understanding 
(reassuring  and  encourag- 
ing, yet  avoiding  false 
hopes  and  over-optimism, 
constantly  seeking  to  im- 
prove his  welfare),  then 
his  peace  of  mind  will  be 
greatly  increased.  Psy- 
chological support  should 
also  be  extended  to  the 
other  members  of  the  fam- 
ily, in  order  to  avoid  rein- 
forcement of  worry  and 
apprehension  in  the  pa- 
tient and  further  stimu- 
lation of  affects. 

B.  Radical  surgery  should 
be  performed  to  remove 
the  primary  tumor  as  soon 
as  diagnosis  is  made.  If 
this  is  not  possible,  palli- 
tative  surgery  should  be 
attempted  in  order  to  re- 
lieve obstructions,  treat 
infections,  and  remove 
necrotic  tissue. 

C.  Radiation  therapy  and 
chemotherapy  should  be 
attempted  in  order  to  re- 


duce the  size  of  the  tu- 
mor, and  decrease  the 
rate  of  its  growth. 

D.  Neurosurgical  procedures 
and  nerve  blocks  can  be 
useful  to  interrupt  the  pain 
pathways  at  different  lev- 
els of  the  spinal  cord,  or  at 
the  level  of  higher  brain 
structures.  Cancer  pain 
involving  the  face  is  ef- 
fectively managed  by- 
blocking  one  of  the  major 
branches  of  the  trigeminal 
nerve  or  the  gasserian 
ganglion,  occasionally 
supplemented  by  blocking 
the  upper  two  or  three 
cer\  ical  nerves. 

For  pain  in  the  chest  and 
trunk,  subarachnoid  block 
is  quite  effective.  With 
local  anesthetic  it  can  be 
used  as  a diagnostic  pro- 
cedure to  determine  the 
spinal  level  at  which  a 
neurosurgical  operation 
should  be  performed. 
With  neurolytic  agents 
(alcohol  or  phenol)  it  can 
be  used  for  permanent 
blockade  of  the  pain  path- 
ways in  those  cases  of  ter- 
minal malignancies  in 
which  neurosurgery  is 
contraindicated. 

Subarachnoid  alcohol 
block  may  also  be  used 
for  pain  in  the  lower  ex- 
tremity and  in  the  pelvis, 
but  there  are  risks  of  in- 
volving the  nerves  to  the 
bladder,  lower  bowel  and 
legs.  These  disabling  com- 
plications, which  must  be 
carefully  avoided  in  youn- 
ger people  still  active, 
appear  to  be  of  less  con- 
cern in  the  elderly  who 
are  often  more  willing  to 
pay  the  price  of  being 
disabled  in  order  to  get 
long  lasting  relief  of  pain 
and  discomfort. 
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E.  Drug  Medication:  Clini- 
cally, the  most  coinmonlv 
employed  method  in  man- 
aging cancer  pain  in- 
voK  es  the  use  of  narcotic 
and  hypnotic  drugs  to  re- 
duce the  perception  and 
modify  the  eyaluation  of 
the  sensory  input.  When 
persistent  pain  is  mild  and 
arises  from  integumental 
structures  (neuralgias,  my- 
algias, headache),  non- 
narcotic analgesics,  such 
as  a c e t y 1 - s a 1 i c y 1 i c - a c i d , 
are  (juite  effectiye  for  their 
ability  to  raise  the  thresh- 
old of  pain  perception  and 
perhaps  to  block  some 
peripheral  chemorecep- 
tors.  When  cancer  pain 
becomes  seyere  and  per- 
sistant the  proper  use  of 
narcotic  drugs  is  of  great 
benefit  to  supplement  any 


other  form  of  pain  therapy. 
Addiction  is  of  no  clinical 
importance  in  old  patients 
with  terminal  malignancy. 
For  eyery  individual  who 
must  be  on  a narcotic  re- 
gimen in  the  face  of  in- 
tractable pain,  there  is 
some  opiate,  opiate  equi- 
valent or  substitute,  that 
is  superior  to  any  of  the 
others.  Their  supremacy 
depends  upon  complex 
qualities  besides  anal- 
gesia. The  final  criterion, 
in  any  case,  is  which  of 
the  drugs  best  satisfies 
the  patient.  His  reaction 
to  the  drug  represents  a 
composite  of  analgesia, 
pleasant  modification  of 
mood,  relaxation  from  fear 
and  anxiety,  and  freedom 
from  unpleasant  side- 
effects.  In  narcotic  drug 


therapy  it  is  essential, 
therefore,  to  plan  a sys- 
tematic search  for  the 
most  suitable  drug.  This 
is  best  accomplished  by 
the  rotation  system  of  ad- 
ministering a different 
narcotic  eyery  48  hours 
and  then  haying  the  pa- 
tient decide  which  is  the 
most  effectiye.  It  should 
be  stressed  here  that  nar- 
cotics infrequently  do  not 
abolish  pain,  but  merely 
make  it  more  bearable 
and  acceptable;  therefore, 
their  use  should  always  be 
restricted  within  the 
framework  of  total  man- 
agement of  pain. 
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The  Pain- Prone  Patient 

S T E F A N O B R E N A,  M.  D.,  Seattle,  Washington 

From  a clinical  standpoint,  pain  can  be  conceptualized  as  a set  of 
voluntary  and  autonomous  responses  to  noxious  stimulation  from 
organic  disease. 

In  the  pain-prone  patient  the  pain  behavior  is  it}  excess  of  any 
re  cog  n i zab  I e disease . 


The  phenomenon  of  pain  has 
been  defined  and  describ- 
ed in  many  ways  by  many 
people  throughout  the  centuries. 
Philosophers,  priests,  sociolo- 
gists, psychologists  and  biologists 
haye  all  considered  human  pain 
from  their  own  cultural  points  of 
yiew  and  haye  tried  to  giye  an 
interpretation  of  it. 

Dr.  Brena  is  an  Assistant  Professor  and 
chief.  Division  of  Dolonology,  Department 
of  Anesthesiology.  University  of  Washington 
School  of  Medicine. 


Two  hundred  years  ago,  the 
German  philosopher,  E.  Kant, 
at  the  eonelusion  of  his  eritieal 
analysis  of  human  knowledge, 
stated  that  man  eannot  know 
reality,  but  he  ean  only  know 
the  manifestations  of  reality  as 
they  are  pereeiyed  through  the 
senses  and  processed  by  the 
work  of  the  mind.  This  statement 
holds  perfectly  true  for  the  pain 
experience.  The  only  hurt  we 
can  really  know  is  the  one  that 


we  personally  feel.  We  cannot 
perceiye  the  pain  of  our  fellow 
men,  but  only  eyaluate  the  pain 
indicators  they  manifest  at  the 
time  of  suffering.  In  other  words, 
the  indiyidual  experience  of  pain 
is  not  directly  communicable;  it 
can  only  be  signaled  through 
some  kind  of  behavioral  acti- 
yity.i^^ 

From  the  perspectiye  of  a dis- 
ease model,  upon  which  the 
practice  of  medicine  is  based. 
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Fig,  1 


pain  is  usually  seen  as  a symp- 
tom of  disease  or  injury.  We  can, 
however,  conceptualize  the  phe- 
nomenon of  pain  as  sets  of  re- 
sponses to  noxious  stimulation 
and  categorize  them  as  in  the 
following  Model  of  Pain,  Figure  1. 

The  responses  set  in  motion 
by  the  noxious  stimulation  after 
it  has  been  perceived  and  eval- 
uated, per  se,  may  be  considered 
a stimulus  capable  of  triggering 
further  rebound  phenomena  on 
both  respondent  and  operant 
levels.  Up  to  a certain  individual 
threshold  these  behavioral 
activities  can  be  considered  a 
compensatory  reaction  to  the 
noxious  stimulation  preserving 
optimal  levels  of  homeostatic 
functioning.^  When  noxious 
stimulation  is  decreased,  either 
because  the  original  disease  has 
been  removed  or  has  become 
static,  the  pain  behavior  is  ex- 
pected to  be  reduced  and  even- 
tually to  disappear  completely. 

In  the  pain-prone  individual 
a split  seems  to  exist  between 
the  organic  disease  that  has  trig- 
gered the  noxious  stimulation 
and  the  pain  behavior.  While 
the  former  is  likely  to  heal  in 
time,  or  at  least  to  become  static, 
the  pain  behavior  keeps  increas- 
ing in  excess  of  anv'  known  and 
detectable  disease,  with  a pro- 
gressive, sometimes  intractable, 
psychosomatic  deterioration. 

The  personality  of  the  pain- 
prone  patient  is  poorlv  under- 
stood. He  is  likely  to  respond 
with  high-frequency  bodily  re- 
actions to  the  stresses  of  life.  He 
is  the  familiar  muscular  and 
vascular  reactor,  or  may  also  be 
the  visceral  reactor  with  irritable 
bowel.  Engel,  describing  pain- 
prone  patients,  suggests  that 
some  of  the  following  features 
are  common  findings  in  these 
unfortunate  chronic  sufferers; 
1.  Prominent  guilt  feelings  to  be 
relieved  by  the  suffering.  2.  A 


family  history  of  violence  with 
irrational  punishments  and  re- 
wards during  childhood.  3.  A 
personal  historv’  of  repeated 
failures,  defeats,  and  inabilitv 
to  tolerate  success,  with  a ten- 
dency to  solicit  pain  through  re- 
peated injuries,  multiple  oper- 
ations and  painful  medical 
examinations.  4.  Repressed 
anger  and  hostility  toward 
others.  5.  Real,  impending,  or  im- 
agined loss  of  another  person.^ 

This  complexity  of  feelings 
can  be  viewed  as  a psychic- 
threat  in  the  same  way  that  an 
external  injury  is  a physical 
threat.  The  psychic  threat  is 
another  kind  of  noxious  stimu- 
lation acting  through  the  inte- 
grative control  mechanisms, 
and  possibly  distorting  the  eval- 
uation of  the  sensorv’  input. 

Haugen  has  made  an  interest- 
ing remark  concerning  patients 
who  suffer  from  chronic  abdom- 
inal pain:  he  correlates  anxiety 
states  with  overactivity  in  the 
sympathetic  system  and  the 
formation  of  excessiv  e adhesions 
following  surgery.®  Although  his 
remarks  are  according  to  his 
own  experience,  I too  have  ob- 


served a large  number  of  pain- 
prone  patients  showing  prob- 
lems of  excessive  scar-tissue 
formation  and  painful  scars  fol- 
lowing surger)'  either  in  tlie  ab- 
dominal cavitv'  or  in  the  spinal 
canal. 

An  abnormal  inter-reaction 
between  the  psyche  and  the 
soma  with  somatic  hv'per-reacti- 
vity  seems  to  be  the  main  char- 
acteristic of  the  pain-prone  pa- 
tient. Up  to  a certain  point,  this 
abnormality  is  not  manifested  in 
any  actual  pain  behavior  but, 
when  an  injury  strikes,  including 
surgery,  or  even  following  envi- 
ronmental changes,  some  inhibi- 
tory capability  seems  to  be  lost 
and  the  patient  engages  himself 
in  behavior  patterns  that  are 
poorly  related  to  objective,  phy- 
siological findings.  At  this  point, 
he  is  likely  to  develop  into  a 
chronic  sufferer,  in  whom  little 
organic  source  of  stimulus  can 
be  found  to  correlate  with  his 
urgent  pain  signals  and  his  con- 
tinuous request  for  relief.  Multi- 
ple iatrogenic  diseases  and 
drug  addiction  can  follow  these 
repeated,  sometimes  dramatic, 
requests. 
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I Analysis  of  the  pain  behavior 
! in  the  chronic  sufferer  shows 
I two  different  patterns  of  re- 
I sponses; 

1.  Operant,  voluntary  behav- 

ior is  predominant,  with  high 
N’erbalization  and  imagery  of 
complaints.  Expressions  such  as, 
“it  hurts  like  hell  fire,”  “I  feel 
like  a knife  stabbing  in  my 
back,”  “a  thousand  worms  down 
in  my  legs,”  etc.,  are  quite  com- 
mon. Periods  of  activity  and  rest 
are  upset,  a large  variety  of 
drugs  is  taken  daily,  and  secon- 
dary gains  may  have  been 
achieved  because  of  pain  com- 
plaints. An  insidious  cycle  of 
sickness  is  often  set  up  by  such 
behavior:  pain  complaints— > 

learned  sick  habits— ^distorted 
motivations  and  affects^more 
complaints  to  maintain  and  rein- 
force the  sick  behavior.^  An  ex- 
ample of  this  sick  behavior  is 
often  seen  in  patients  with  chro- 
ic  low  back  pain,  where  a 
known,  static,  vertebral  lesion 
with  little  or  no  neurologic  defi- 
cit leads  to  progressive  person- 
ality deterioration,  with  general- 
ized sickness  and  disabilitv. 

2.  Respondent,  autonomous 
behavior  is  predominant,  with 
sustained  reflex  vascular,  viscer- 
al and  muscular  spasms.  Cardio- 
vascular, gastrointestinal,  and 
respiratory  functions  are  also  in- 


volved in  rebound  phenomena, 
leading  to  a progressive  dysfunc- 
tional disease,  which  increases 
noxious  stimulation,  thus  further 
triggering  behavioral  pain  re- 
sponses. The  end  of  this  vicious 
cycle  is  again  generalized  sick- 
ness, dystrophic  lesions  and 
disability. 

Perhaps  the  best  known  ex- 
ample of  excessive  respondent 
behavior  to  an  organic  injury  is 
reflex  sympathetic  dystrophy, 
where  a dysfunctional  disease 
set  up  by  the  original  noxious 
stimulation  perpetuates  pain  and 
disease  long  after  the  injury  has 
been  healed. 

In  the  experience  of  the  Pain 
Clinic,  the  following  common 
factors  have  been  found  useful 
to  pinpoint  patients  prone  to 
pain  and  chronic  suffering: 

Normal  Pain  Parameters 


1.  Pain  behavior  is  consistent 
with  recognizable  disease. 

2.  Relatively  stable  psycho- 
somatic state  despite  continu- 
ing disease. 

3.  Pain  behavior  is  responsive  to 
diagnostic  and  therapeutic 


measures,  is  consistent  with 
objective  evidence  and  can  be 
reproduced  from  time  to  time. 

4.  MMPI  is  usuallv  in  normal 
range. 

Chronic  Suffering  Parameters 


1.  Pain  behavior  is  not  consis- 
tent with  recognizable  dis- 
ease. 

2.  Despite  unchanging  disease, 
pro  gr  ess  i ve  psychosomatic- 
deterioration  and  multiple 
disabilities. 

3.  Pain  behavior  is  responsive  to 
diagnostic  and  therapeutic- 
measures  in  some  bizarre 
ways,  not  consistent  with  ob- 
jective evidence,  and  cannot 
be  reproduced  from  time  to 
time. 

4.  MMPI  shows  evidence  of 
conversion  reactions  and 
somatization. 

Dept,  of  Anesthesiology 
U.  ofW.  School  of  Medicine 
(98105) 
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Critical  Evaluation  and  the 
Neurosurgical  Treatment  of  Pain 

A.  BASIL  H A R R I S,  M.  D.,  Seattle,  Washington 


Pain  might  he  called  a per- 
ceived warning  of  tissue  des- 
uction followed  by  efforts  at 
escape  or  avoidance.  Inasmuch 
as  this  perception  exists  to  the 
sufferer  individually,  pain  inten- 
sities and  qualities  are  interpret- 
ed under  diverse  influences. 
These  influences  vary  from  eth- 
nic background  and  parental 
conditioning  to  the  anxieties  of 
the  moment.  Whenever  a pa- 
tient presents  with  pain,  any  or 
all  conditions  and  influences 
may  be  operant.  It  is  the  patient 
evaluation  and  selection  that  be- 
come important  in  treatment,  as 
much  as  the  method.  According- 
ly, one  must  be  cognizant  that 
it  is  the  neurotic,  chronically 


Dr.  Harris  is  Assistant  Professor  of  the 
Department  of  Neurological  Surgery  at  the 
University  of  Washington  School  of  Medi- 
cine. 


Critical  evaluation  in  patient 
selection  is  of  utmost  importance 
to  the  neurological  surgeon  in 
treating  pain.  For  malignant 
pain  the  most  common  operation 
is  cordotomy.  The  best  re.sults 
from  neurosurgical  operations 
are  obtained  when  untimely  de- 
lay is  avoided  and  the  definitive 
procedure  accomplished  as  early 
as  it  is  recognized  that  a patient 
has  intractable  pain. 


ill-appearing  patient  with  rein- 
forcement from  friends,  family, 
and  anxieties  who  professes 
great  pain  but  has  little.  A 
Spartan,  stoic  individual,  on  the 
other  hand,  must  have  his  re- 
marks magnified  to  put  his  pain 
in  perspective.  After  critical 
evaluation  the  neurosurgeon 
must  weigh  these  various  as- 
pects to  decide  upon  a course. 
Those  patients  who  need  only 
supportive  treatment  are  render- 
ed as  much  a disservice  lyv  un- 
necessary procedures  of  any 
kind  as  are  legitimate  ones  who 
would  benefit  from  surgery  if 
neglected.  In  essence,  one  must 
discriminate  in  his  treatment, 
always  being  mindful  of  the  mal- 
ingerer, the  psychotic,  and  the 
drug  addict.  Major  pain  prob- 
lems difficult  to  treat  are  those 
that  one  has  to  be  on  the  alert 
for.  Some  of  these  are:  psycho- 
genic pain,  phantom  limb  pain. 


causalgia,  atypical  facial  pain, 
and  post-herpetic  neuralgia. 
Another  way  of  classifying  the 
pain  problems  might  be  malig- 
nant versus  non-malignant  pain. 
In  general,  when  dealing  with 
pain  of  malignant  etiology,  one 
can  be  more  sure  of  its  patholo- 
gic basis.  As  a result,  treatment  is 
often  much  more  successful.  You 
will  note  that  the  preceeding  list 
of  difficult  problems  lies  in  the 
category  of  non-malignant  pain. 

In  malignancies,  pain  treat- 
ment depends  mainly  upon  two 
factors,  the  level  of  involvement 
and  the  logically  expected  sur- 
vival of  the  patient.  Clearly,  if 
he  has  but  two  or  three  months 
to  sur\'ive,  the  consequences  of 
a surgical  procedure  and  hospit- 
alization mav  outweigh  any 
benefits  to  be  derived  from  pain 
surgery.  On  the  other  hand, 
where  patients  can  be  expected 
to  survive  for  reasonably  longer 
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periods,  the  merits  of  pain  sur- 
gery may  be  outstanding.  In 
general,  the  longer  the  survival 
expectation,  the  more  effort  one 
puts  toward  selective  pain  sur- 
gery. The  expectation  of  activity 
in  individual  cases  must  also  be 
considered.  The  type  of  pro- 
cedure chosen  should  permit 
continued  capability,  if  the  pa- 
tient is  walking,  has  good  con- 
trol of  bladder  and  bowel,  and 
has  no  threat  to  these  functions. 

For  these  reasons,  in  malig- 
nant conditions,  the  highest  sen- 
sory level  that  gives  the  least 
motor  or  bladder  and  bowel  loss 
is  often  the  most  desirable  one. 

Perhaps  the  most  common 
procedure  performed  by  neuro- 
surgeons for  pain  is  diskectomy, 
either  lumbar  or  cervical. 
However,  diskogenic  pain  is  not 
so  much  the  object  of  this  presen- 
tation as  are  the  more  refractory 
types.  It  is  likely  that  the  more 
common  pain  relief  procedure 
performed  today  is  cordotomy. 
V'arious  types  of  operations  have 
been  employed  for  both  malig- 
nant and  non-malignant  disease. 
Some  of  these  consist  of  resections 
of  neuromas,  sympathectomy , rhi- 
zotomy, cordotomy,  tractotomy, 
cingulumotomy,  and  leukotomy. 
pain  due  to  malignancy 

Once  it  has  been  determined 
that  he  might  be  a candidate  for 
a pain  operation,  the  patient 
himself  must  be  desirous  of  any 
proposed  procedure.  It  should 
also  be  clear  that,  without  sur- 
gery, he  only  is  escaping  pain 
relief  by  narcotics  to  become 
immobilized  in  order  to  gain 
any  respite  at  all.  In  such  cases, 
pain  can  be  considered  intract- 
able. 

A dose  of  a narcotic,  such  as 
morphine,  gives  maximum  pain 
relief  in  about  one  hour.  There- 
after, relief  drops  off  to  60  per- 
cent at  3/2  hours,  so  that  some 
time  between  1 and  3/2  hours  af- 


ter administration  of  such  a 
drug,  the  patient  is  pain  free 
under  the  usual  conditions. ^ Af- 
ter about  3/2  hours,  the  pain  re- 
lief drops  to  considerably  less 
and  by  6 hours,  is  completely 
ineffective. 

During  the  maximum  time  of 
pain  relief,  the  patient  loses 
a certain  amount  of  time  due  to 
drowsiness  or  sleepiness.  Dis- 
counting this  time  when  the  pa- 
tient is  either  sleepy  or  drowsy 
and  times  when  he  might  be 
having  pain,  one  is  left  with  an 
individual  who  has  only  a small 
segment  of  useful  time  during 
which  the  narcotic  is  effective, 
that  is  when  he  is  neither  sleepy 
nor  drowsy  yet  pain  free.  For 
this  reason,  the  continued  use  of 
narcotics  over  long  periods  of 
time  may  be  undesirable  in  pa- 
tients who  have  several  years  to 
live  in  spite  of  extensive  car- 
cinoma. 

For  some  time  it  was  thought 
that  patients  who  became  add- 
dicted  to  narcotics,  in  an  at- 
tempt to  relieve  cancer  pain, 
could  not  be  removed  from  the 
narcotics  and  that  pain  opera- 
tions might  be  contraindicated 
in  this  group.  However,  there 
is  abundant  evidence  that  those 
patients  who  are  afforded  relief 
from  their  unrelenting  pain  by 
surgical  procedures  can  usually 
be  removed  from  narcotics  with- 
out withdrawal  symptoms  al- 
most immediately  after  recovery 
from  surgery.  The  reasons  for 
this  are  not  entirely  clear  but 
may  possibly  be  related  to  al- 
terations in  autonomic  function 
concomitant  with  pain  pathway 
interruption. 

At  one  institution,  cordotomy 
was  done  most  frequently  for 
women  suffering  from  carcinoma 
of  the  cervix.  Other  patients,  in 
order  of  frequency,  were  those 
with  carcinoma  of  the  rectum 
and  sigmoid,  and  those  with 


lung  cancer .3  High  cervical  cor- 
dotomy, thoracic  cordotomy, 
rhizotomy,  and  tractotomy,  have 
been  operations  more  commonly 
employed  for  pain  of  maligna- 
cies. 

The  disadvantages  of  cordo- 
tomy in  the  thoracic  region  are 
motor  weakness  and  poor  blad- 
der function  but  it  does  certainly 
provide  adequate  pain  relief. 
High  in  the  cervical  region,  at 
Cl-2,  when  the  spinal  thalamic 
tract  is  sectioned,  there  is  less 
motor  weakness  and  bladder 
function  is  usually  preserved.® 
For  this  reason,  I consider  it 
superior  to  cordotomy  at  lower 
levels.  Since  Mullan  started  per- 
cutaneous techniques  for  cordo- 
tomy in  1963,  Rosomoff,  and 
Lin  have  described  modifications 
that  are  more  widely  used  at  pre- 
sent.‘‘“'^  In  a series  of  188  cor- 
dotomies done  on  110  patients, 
an  82  percent  incidence  of  good 
pain  relief  was  obtained  by  the 
percutaneous  technique.  How- 
ever, this  tvpe  of  cordotomy  may 
also  have  its  drawbacks.  There 
is  little  experience  with  this 
technique  of  percutaneous  cor- 
dotomy with  other  than  malig- 
nant etiologies  for  pain.  Refine- 
ments in  the  technique  are  un- 
der continuing  investigation.® 

For  pain  arising  from  involve- 
ment of  structures  as  high  as  the 
brachial  plexus  in  the  Pancoast 
type  of  tumor,  cordotomy  may 
be  effective.  In  those  patients 
whose  upper  extremity  is  use- 
less, an  extensive  posterior 
rhizotomy  of  the  cervical  roots 
is  very  effective.  When  the  ex- 
tremity is  useful  however,  it 
should  not  be  denervated  com- 
pletely by  posterior  rhizotomy. 
In  this  case,  it  may  be  beneficial 
to  perform  a tractotomy  in  the 
medulla. 

For  pain  that  arises  from  tu- 
mors involving  the  jaw  and 
neck,  medullary  tractotomy  is 
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often  of  help  in  relief.  For  ex- 
tensive in\  ohement,  rhizotomy 
of  the  roots  of  the  trigeminal 
ner\e,  the  nervus  intermedius, 
glossopharyngeal  and  part  of 
the  vagus  as  well  as  the  upper 
three  cervical  posterior  roots,  is 
effective  in  relieving  pain. 

In  pain  due  to  malignancy, 
where  narcotics  have  been 
necessitated  in  large  doses  prior 
to  a neurosurgical  procedure,  it 
has  been  the  experience  of  most 
that  once  the  pain  is  conquered, 
the  patient  may  be  removed 
from  narcotics  without  marked 
withdrawal  effects.  It  is  likely 
that  those  patients  in  whom 
there  has  been  prolongation  of 
unrelenting  pain,  any  procedure 
has  less  chance  for  relief  than 
when  it  is  done  earlier.  In  other 
words,  it  mitigates  against  ob- 
taining an  excellent  result  when 
one  delays  for  many  months  be- 
fore some  definitive  procedure 
is  considered.  This,  I am  sure, 
has  contributed  significantly  to 
some  of  the  reported  failures 
with  interruption  of  the  spinal 
thalamic  tract  as  well  as  other 
procedures. 
non-malignant 
etiology  of  pain 

In  non-malignant  causes  for 
pain  syndromes  there  are  some 
conditions  amenable  to  neuro- 
surgical operations  and  some  in 
which  operations  should  be 
avoided.  Some  of  the  specific 
conditions  amenable  to  neuro- 
surgeon may  see  a patient  with 
pain  are:  psychogenic,  atypical 
facial,  phantom  limb,  post- 
herpetic neuralgia,  tic  duolou- 
reux,  arachnoiditis,  neuralgia  of 
other  cranial  nerves  such  as  the 
glossopharyngeal  and  nervus 
intermedius,  thalamic  pain  snv- 
drome,  neuroma,  entrapment 
syndromes  of  the  ulnar  nerve 
at  the  elbow,  the  median  nerve 
in  the  carpal  tunnel  and  pain 
due  to  ruptured  discs. 


Hysterical  pain  denotes  that 
pain  for  which  no  physical  lesion 
is  present.  Generally  it  can  be 
called  regional  pain  because  of 
the  tendency  to  involve  regions 
in  contradistinction  to  anatomic 
innervation  patterns.  About  75 
percent  of  patients  having  this 
type  of  pain  obtain  relief  as 
they  overcome  their  situational 
difficulties.  The  remainder  wash 
back  and  forth,  in  and  out  of 
pain,  on  the  tides  of  their  life’s 
situations.  The  neurosurgeon 
must  be  on  the  alert  constantly 
for  this  type  of  pain  patient  in 
order  to  direct  him  to  the  neuro- 
psychiatric setting  which  he 
needs. 

Psychogenic  etiology  of  pain 
is  sometimes  used  interchange- 
ably with  hysterical  pain  but  for 
purposes  of  this  discussion,  the 
two  are  separated.  When  pa- 
tients with  real  pain  haye  mark- 
ed psychological  effects,  dener- 
vation of  the  painful  part  may 
not  complete  the  job.  If  then, 
psychological  effects  are  mani- 
fested as  depression,  cingulum- 
otomy  or  leukotomy  may  be 
necessary.  Cingulumotomy  has 
been  done  successfully  for  in- 
tractable pain  in:  1.  Malignan- 
cies with  emotional  disturb- 
ances. 2.  Other  organic  disease 
and  emotional  disturbances.  3. 
Psychogenic  disorder.®  This  pro- 
cedure is  similar  to  leukotomy 
which,  when  done  stereotactical- 
ly  today,  does  not  have  as  many 
undesirable  side  effects  as  it  did  in 
the  past.  The  disrepute  into  which 
these  types  of  psychosurgery  have 
fallen  in  the  past  is  not  justified. 
When  this  tvpe  of  surger\-  first 
began  to  be  performed,  the 
tribulations  were  due  to:  I.  Poor 
patient  selection.  2.  Extensive 
surgery  resulting  in  more  per- 
sonality' changes.  In  one  series, 
two-thirds  of  the  patients  care- 
fully selected  had  good  results 
in  operations  for  depressive  dis- 


orders and  the  elderly  patients 
did  better  than  the  younger 
ones.i® 

Before  performing  either  of 
these  operations,  one  must  make 
the  most  careful  inquiry  into 
psychopathic  or  neurotic  ten- 
dencies that  might  be  increased 
by  frontal  lobe  damage.  Pre- 
existing aggression,  ruthless- 
ness, and  egoism  can  be  activat- 
ed by  operation.il 

The  painful  phantom  limb, 
post-herpetic  neuralgia,  and 
causalgia  represent  a group  of 
syndromes  that  may  be  exceed- 
ingly difficult  to  treat.  Phantom 
limb  pain  is  present  in  innumer- 
able amputees,  and  may  be  pre- 
sent in  all,  at  least  transiently. 
Due  to  multiple  factors,  this  tvpe 
of  pain  ingrains  itself  within  the 
pain  appreciation  centers  of  the 
nervous  system.  W'hen  well  es- 
tablished, it  becomes  very 
hard  to  erase.  Generally,  there 
is  a co-existent  problem  of  drug 
addiction.  Addicted  patients 
usually  refuse  treatment.  Of  the 
procedures  available,  most  have 
been  tried.  The  lowest  level  at 
which  one  might  expect  success 
in  pain  relief  is  cordotomy  and 
from  there  the  progression 
would  be  rostral  in  the  interrup- 
tion of  pain  pathways  in  the  nerv- 
ous system.  Preventive  measures 
are  sometimes  effective  when  the 
patient  is  encouraged  to  increase 
sensory  input  from  his  stump  by 
stimulation,  such  as  vigorous 
rubbing.  This  sort  of  increased 
sensory  input  is  sometimes  bene- 
ficial in  causalgia  patients  also. 
Gausalgia  is  seen  less  commonly 
than  when  it  was  first  observed 
bv  Weir  Mitchell  at  the  time  of 
the  Givil  War.  The  final  explana- 
tion for  this  entity  remains  ob- 
scure. It  follows  trauma  to 
nerves,  the  most  common  of 
which  is  the  median  nerve.  The 
second  most  commonly  involved 
nerve  is  the  sciatic.  V’arious 
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1 


ji  types  of  peripheral  nerve  pro- 
t.  cedures  have  been  unsuccessful. 

Sympathectomy  of  the  involved 
I region  has  sometimes  been  bene- 
! ficial.  Cordotomy  has  been  more 
r successful. 

I Post-herpetic  neuralgia  can 
I be  one  of  the  most  agonizing 

(pain  syndromes  seen.  There  are 
few,  if  any,  treatments,  neuro- 
I surgical  or  otherwise,  that  have 
) not  been  tried  in  effort  to  eradi- 
i cate  it.  When  it  involves  the 
I cranial  nerves  it  becomes  harder 
j to  treat  than  when  it  involves 
I lower  ner\es.  A few  reports 
( have  extolled  the  virtue  of  rhiz- 
* otomy  but  they  have  not  been 
widely  substantiated.  General- 
, ly,  the  lowest  level  of  lesion  in 
I the  nervous  system  that  may  be 
effective  in  alleviating  this  con- 
dition  is  interruption  of  the 
1 1 spinal  thalamic  tract  by  cordo- 

i tomy.  If  this  is  not  successful, 
1 1 more  rostral  procedures  will  be 
necessary  for  control. 

In  patients  with  tic  doulour- 
I eux  and  neuralgias  of  the  other 

cranial  nerves  that  are  not  of  a 
I post-herpetic  etiology,  certain 

; drugs  such  as  diphenylhvdan- 

toin  and  carbamazepine  may 
be  effective  in  initial  treatment. 
In  some  cases  they  continue  to 
be  effective.  In  other  instances, 

I however,  pain  becomes  refrac- 

I tory.  W’hen  the  fifth  nerve  is  the 

I one  of  involvement,  the  patient 

may  obtain  temporary  relief  by 
; injection  of  anesthetics  and 

J small  amounts  of  alcohol  into 

the  supra  or  infra-orbital  for- 
amena  where  the  branches  of 
the  nerve  are  easily  trapped. 
Some  have  injected  the  gasser- 
ian ganglion  itself  with  various 
agents.  The  margin  of  safety 
seems  to  depend  somewhat  upon 
the  experience  of  the  person  do- 
ing the  injection,  but  to  a greater 
degree,  upon  the  configuration 
of  the  dural  and  cerebrospinal 
fluid  investment  of  the  gasser- 


ian ganglion  itself.  Since  this  is 
somewhat  erratic,  installation  of 
alcohol  ma\'  lead  to  grave  prob- 
lems. In  those  cases  of  tic  dou- 
loureux which  are  refractory  to 
other  treatments  as  revealed  in 
their  neurosurgical  work-up 
and  evaluation,  operation  is  per- 
formed. Either  compression  of 
the  ganglion  or  posterior  root 
differential  section  is  effective 
in  alleviating  the  pain. 

In  glossopharyngeal  neural- 
gia, a similar  course  of  trial  on 
medication  is  worthwhile  since 
this  may  be  all  that  is  necessary. 
The  diagnosis  is  not  difficult  to 
make.  The  trigger  zone  is  identi- 
fied by  stimulation  of  the  pos- 
terior third  of  the  tongue  or  the 
tonsillar  fossa.  Cocaine  applied 
to  the  trigger  area  abolishes  the 
pain  temporarily.  This  affords 
the  patient  the  sensory  exper- 
ience that  sectioning  of  the 
ninth  nerve  would  lead  to.  This 
is  similar  to  blocks  of  the  supra 
and  infraorbital  nerves  in  trige- 
minal neuralgia  giving  the  pa- 
tient experience  in  what  sen- 
sory loss  to  the  face  on  a per- 
manent basis  w'ould  be  like 
when  the  posterior  root  of  the 
fifth  nerve  is  sectioned. 

Atypical  facial  pain  is  a non- 
episodic  painful  syndrome  of  ob- 
scure origin  whose  treatment  is 
not  surgical.  This  condition  is 
mentioned  only  to  emphasize 
that  the  diagnosis  must  always 
be  kept  in  mind.  Patients  with 
atypical  facial  pain  wax  and 
wane,  in  and  out  of  pain  on  their 
emotional  status.  They  tend  to 
be  helped  by  treatment,  no  diff- 
erence what  it  is,  for  a time,  and 
then  comes  the  return  of  pain  re- 
gardless of  the  treatment  except- 
ing the  neuro-psychiatric  ap- 
proach. One  must  be  cautious  in 
making  this  diagnosis,  however, 
lest  some  rare  condition  such  as 
neuralgia  of  the  nervus  inter- 
medius  be  overlooked  and  lest 


some  underlying  disease,  such  as 
carcinoma  or  other  growths  in 
the  sinuses,  not  be  discovered. 
In  other  words,  this  should  be  a 
diagnosis  of  exclusion. 

Other  non-malignant  condit- 
ions that  are  amenable  to  neuro- 
surgical treatment  are  such  en- 
tities as  ulnar  nerve  entrapment 
at  the  elbow;  median  nerve  en- 
trapment in  the  carpel  tunnel; 
and  disc  herniation  of  the  lum- 
bar, thoracic  and  cervical  spine. 
Relief  of  these  conditions  is  ob- 
tained by  release  of  pressure  on 
the  respective  nerxes  and  is 
simply  dependent  upon  the  cor- 
rect diagnosis  being  made.  A 
high  degree  of  success  is  obtain- 
ed when  a careful  surgical  pro- 
cedure is  performed  and  the 
patient  so  worked  up  that  the 
diagnosis  is  reasonably  certain. 

When  distal  procedures  for 
interruption  of  pain  pathways 
are  ineffective  or  when  the  prob- 
lem exists  primarily  at  the  thala- 
mic lev'el,  lesions  may  be  made 
in  the  thalamus  for  relief  These 
operations  are  designed  to  alter 
the  sensation  of  pain  on  the 
highest  level.  The  thalamic  pain 
syndrome  may  be  alleviated  bv 
lesions  in  the  inter-laminar 
nuclei  which  is  thought  to  serve 
as  a feedback  to  the  ventral  pos- 
terior lateral  nucleus  (\’PL). 
Lesions  made  in  thalamus  for 
primarx'  pain  appreciation  loss 
are  being  carried  out  in  many 
institutions.  Several  areas  of 
thalamus  are  under  investiga- 
tion for  appropriate  lesion  sites. 
Pain  relief  xvithout  sensorx’  dis- 
turbance has  been  reported  fol- 
loxving  creation  of  thalamic 

lesions. 12 
summary 

Soon  after  the  onset  of  pain,  if 
operation  is  to  be  done,  it  may 
be  much  more  effective  than 
later  xvhen  the  pattern  is  indelib- 
ly stamped  in  the  neurocircuitrv 
for  pain  perception.  Critical 
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evaluation  and  selection  of 
patients  are  the  most  important 
factors  in  the  neurological  ap- 
proach, since  it  is  necessary  to  de- 
termine which  patients  should 
be  operated  and  which  not. 

Some  indications  for  neuro- 
surgical intervention  in  malig- 
nancy are:  1.  Pain  should  be  in- 
tractable. 2.  The  patient  should 
desire  that  surgery  be  done  for 
relief.  3.  The  general  life  expect- 
ancy prediction  is  greater  than  3 
months  based  on  clinical  and 
radiological  evidence.  4.  The 
level  of  analgesia  within  reason- 


able expectation  can  be  attained 
above  the  level  of  pain.  5.  There 
is  no  involvement  of  the  opera- 
tive site  by  the  malignancy. 
6.  There , are  no  intra-cranial 
metastases. 

In  non-malignant  conditions 
some  of  the  indications  are:  1. 
The  pain  is  intractable.  2.  Drug 
addiction  is  not  a problem.  3. 
The  patient  is  willing  to  follow 
through  with  subsequent  pro- 
cedures if  failures  occur.  4.  Con- 
ditions that  cannot  be  relieved 
are  ruled  out. 

Regional  anesthetic  blocks 


may  be  of  value  to  the  neuro- 
logical surgeon:  1.  To  see  if  pain 
relief  occurs.  2.  To  demonstrate 
to  the  patient  what  anesthesia  of 
a part  or  an  area  would  be  like  if 
some  operation  should  be  per- 
formed. 3.  As  a temporizing 
measure  when  life  expectancy 
is  cut  short  by  malignancy.  4.  In 
assessing  the  value  or  inade- 
quacy of  other  nerve  block  or 
resection  procedures. 

(Dept,  of  Neurological  Surgery 
U.  ofW.  School  of  Medicine 
(98105) 
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Operant  Conditioning  as  a Treatment 
Method  in  Management 
of  Selected  Chronic  Pain  Problems 

WILBERT  E.  F O R D Y C E,  P h.  D.,  Seattle,  Washington 


Essence  of  operant  conditioning  is  association  of  rewarding  events,  or  situations, 
with  non-pain  behavior  and  disassociation  of  treatment  activities  from  occurrence 
of  pain.  As  an  example,  medication  is  not  given  on  basis  of  pain  experienced  by 
the  patient,  but  on  time  basis.  Operant  conditioning  differs  from  other  methods 
by  using  activities  that  bear  on  pain  behavior,  or  the  reverse,  after  the  behavior, 
rather  than  before.  Special  skill  is  required. 


* More  detailed  descriptions  of  the  program  may  be  found  in  references  2,  3,  4 in  the 
bibliography. 

**The  operant  program  has  evolved  by  the  cooperative  efforts  of  the  Physical  Medicine 
& Rehabilitation  staff.  Particular  recognition  should  go  to:  Rosemarian  Berni,  R.N., 
Barbara  J.  DeLateur,  M.D.,  Roy  S.  Fowler,  Jr.,  Ph.D.,  Justus  F.  Lehmann,  M.D., 
Densley  H.  Palmer,  Ph.D.,  Mary  E.  Snook,  R.P.T.,  Walter  C.  Stolov,  M.D.,  Roberta 
B.  Trieschmann,  Ph.D.,  Susanne  M.  Witt,  R.N.,  and  Marilyn  B.  Wittmeyer,  O.T.R. 

Dr.  Fordyce  is  from  the  Department  of  Physical  Medicine  and  Rehabilitation,  Univer- 
sity of  Washington,  School  of  Medicine. 


This  paper  provides  a brief 
overview  of  the  applica- 
tion of  operant  conditioning 
methods  to  certain  problems  of 
chronic  clinical  pain.”  The 
methods  sketched  here  have 
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^ i been  developed  over  several 
b'  years  of  effort.®**  Considerable 
time  has  been  spent  in  staff  pre- 
paration. The  reader  is  cautioned 
I j that  attempts  to  apply  the  meth- 
< ' ods,  based  onlv  on  the  outline 
presented  here,  are  likely,  at 
best,  to  lead  to  ineffectual  results. 

Operant  (striated  muscle,  vol- 
untary) behavior  is  strengthened 
(increased)  or  weakened  (de- 
creased) by  events  that  foUotc 
it.  Whereas  respondent  (reflex, 
smooth  muscle)  behavior  is  con- 
trolled by  its  antecedents  (pre- 
ceding stimuli),  operant  behavior 
is  controlled  by  its  consequences 
(positive  and  negative  rein- 
forcers). Using  operant  methods 
requires  careful  analysis  of  the 
behavior  to  be  changed. 

Analysis  of  the  complex  be- 
havior associated  with  many 
problems  of  chronic  clinical  pain 
shows  that,  in  addition  to  the 
reflex  or  smooth  muscle  mediated 
components,  many  facets  of  the 
problem  involve  striated  muscle 
behaviors  (e.g.,  splinting,  grim- 
acing, taking  medication,  moan- 
ing, verbalizing  pain,  reclining- 
because-it-hurts).  This  is  not  to 
say  that  those  kinds  of  “pain 
behavior”  are  expressed  volun- 
tarily by  the  pain  patient,  but 
only  that  they  may  he  influenced 
(i.e.,  changed)  by  controlling 
their  consequences.  The  basic 
point  also  illustrates  how  many 
chronic  pain  problems  can,  in 
part  — and  sometimes  very  sub- 
stantially — assume  the  charac- 
teristics of  habits  or  learned  be- 
havior. That  is,  as  clinical  pain 
occurs  — and  recurs  repeatedly 
in  problems  of  chronicity  — in 
the  presence  of  environmental 
consequences  favorable  to 
.strengthening  striated  muscle 
behavior,  those  consequences 
may  serve  to  maintain  or 
strengthen  the  pain  behavior, 
even  after  the  initial  disease  pro- 


ducing the  pain  has  been  re- 
solved. 

The  operant  program  in  pain 
management  works  better  where 
medical  evaluation  indicates 
more  pain  behavior  than  identi- 
fiable disease  appears  to  warrant 
and  where  careful  behavior  anal- 
ysis of  the  situation  identifies: 

1.  A systematic  relationship  be- 
tween pain  behavior  and  con- 
sequences favorable  to  learning; 

2.  Availability  of  and  control 
over  reinforcers  (consequences) 
effective  with  that  person  in  the 
treatment  setting;  and  3.  Access 
to  and  cooperation  of  key  rein- 
forcing agents  in  the  non-treat- 
ment environment  — usually  the 
spouse. 

The  operant  program  entails 
three  major  strategies.  One  is  to 
reduce  pain  behavior  by  with- 
drawing reinforcers  (e.g.,  letting 
medication  — a positive  conse- 
quence — not  be  contingent  upon 
pain  behavior  but  be  delivered 
contingent  upon  passage  of  a 
fixed  time  interval;  letting  M.D. 
and  R.N.  attention  be  minimal 
in  response  to  pain  behavior). 

A second,  concomitant  strategy 
is  to  attach  such  favorable  con- 
sequences as  rest,  attention,  and 
praise  to  behaviors  incompatible 
with  pain  behavior.  These  first 
two  steps  require,  in  the  present 
state  of  the  art,  intensive  obser- 
vation and  monitoring  of  the 
process  by  a behavior  analysis 
specialist  (usually  an  appropri- 
ately trained  psychologist)  and 
carefully  prepared  staff,  in  an  in- 
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patient  setting.  The  third  major 
strategy  is  to  work  with  the  fam- 
ily in  modifying  and  training 
their  consequence  behavior  to 
the  pain  patient  in  the  general 
direction  of  withdrawing  rein- 
forcers to  pain  behavior  and 
attaching  reinforcers  to  well 
behavior.  Patients  and  their 
spouses  are  given  detailed  de- 
scription of  the  program  before 
being  accepted  for  treatment. 

It  is  important  to  recognize 
that  this  approach  avoids  what 
we  consider  the  pitfalls  of  con- 
sidering the  pain  patient  who 
displays  somewhat  more  pain 
behavior  than  is  expected  from 
observable  organic  disease  as 
having  a personality  problem. 
Treatment  programs  directed 
toward  changing  the  patient’s 
personality  or  dealing  with  his 
personality  problems  in  relation- 
ship to  problems  of  chronic  pain 
have  not  proven  very  effective, 
primarily  in  our  view  beoause 
they  have  been  looking  in  the 
wrong  place  for  the  problem. 
The  operant  program  works  di- 
rectly with  the  relationship  be- 
tween overt  patient  behavior  and 
environmental  consequences.  It 
proves  helpful  with  patients 
showing  the  systematic  relation- 
ship between  pain  behavior  and 
environmental  reinforcers  on 
which  the  treatment  program 
can  exercise  effective  influence. 

Dept,  of  Physical  Medicine 
and  Rehabilitation 
U.  ofW.  School  of  Medicine 
(98105) 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


I 

a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  \A/ithout  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  vA^hich  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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ROBERT  P.  PARKER,  M.D. 


PRESIDENT 

Washington  State  Medical  Association 
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An  Invitation  To  The  Annual  Meeting 


Come  to  Spokane,  the  Camelot  of  the  Inland  Empire.  No 
meeting  through  the  year  holds  more  importance 
Washington  physicians  than  the  annual  meeting  of  the  WSMA. 
For  scientific  interest  each  specialty  has  contributed  to  bring 
outstanding  speakers  such  as  Edmund  Burke(pediatrics);  Max 
Sadove  (anesthesiology);  Thomas  Petty  (medicine);  William 
Blaisdell  (surgery);  Richard  Walters  (neurology);  and  Blaine 
McLaughlin  (psychiatry). 

Come  talk  to  Robert  Van  Citters,  new  Dean  of  the  University 
of  Washington  School  of  Medicine,  and  hear  about  the  new  cur- 
riculum and  the  changes  ahead  that  will  affect  us  all.  The  popular 
Round  Table  Discussion  Groups  will  be  held  again  and  the  latest 
audiovisual  techniques  of  post-graduate  education  will  be  dem- 
onstrated by  the  Regional  Medical  Program. 

Here  will  be  your  opportunity  to  contribute  to  discussions  of 
the  major  medical  issues  of  the  day.  Peer  review,  re-licensure, 
changes  in  emergency  medical  care,  medical  assistants,  family 
practice,  and  the  delivery  and  cost  of  medical  care  will  be  thor- 
oughly discussed  before  decisions  are  made — decisions  that 
affect  us  all. 

For  our  wives,  the  Auxiliary  under  Mrs.  John  Vaughn  has  a fine 
program  of  important  activities.  This  excellent  organization  re- 
cently won  a national  award  for  their  work  in  helping  pass  the 
Implied  Consent  Law. 

The  annual  golf  tournament  will  be  played  at  the  Spokane 
Country  Club  where  several  holes  have  been  changed  to  present 
a real  challenge  on  a championship  course.  This  year  for  the  first 
time,  a tennis  tournament  for  both  men  and  women  will  be  held  at 
the  Spokane  Racquet  Club  where  six  courts  have  recently  been 
resurfaced  to  compare  with  the  very  best. 

For  what  promises  to  be  four  memorable  days,  I invite  all  to 
come  to  Spokane  September  20  to  23,  1970  to  the  Eighty-first 
Meeting  of  your  State  Medical  Association. 
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GUEST  SCIENTIFIC  SPEAKERS 


F.  WILLIAM  BLAISDELL,  M.D. 

San  Francisco,  California 

Chief  of  The  Surgical  Services, 
Professor  of  Surgery,  University 
of  California,  School  of  Medicine 

TUESDAY  AFTERNOON 
GEN"ERAL  SCIENTIFIC  SESSION 

Panel  on  Acute  Respiratory  Dis- 
tress Syndromes 
Shock  Lung  Syndrome 

WEDN"ESDAY  MORNTNG 
SURGERY  SCIENTIFIC  SESSION 

Management  of  Liver  Trauma 


A.J.  DUVALL,  III,  M.D. 

Minneapolis,  Minnesota 

Department  of  Otolaryngology 
Mayo  Memorial  Building 

WEDN'ESDAY  MORNING 
ENT  SCIENTIFIC  SESSION 

Mediastinoscopy 
The  Management  of  Maxillo- 
Facial-Injuries 

Panel  Discussion  on  Common 
ENT  Procedures  in  the  G.P.’s 
Offce 


EDMUND  C.  BURKE,  M.D. 

Rochester,  Minnesota 

Assistant  Professor,  Mayo  Foun- 
dation, University  of  Minnesota 

MONDAY  AFTERNOON 

GENERAL  PRACTICE  SCIENTIFIC 

SESSION 

Urinary  Tract  Infections  in  Chil- 
dren 

Chronic  Glomerulonephritis  in 
Children 


BLAINE  E.  MCLAUGHLIN,  M.D. 

Grand  Forks,  North  Dakota 

Professor,  Department  of  Psychia- 
trv.  University  of  North  Dakota 
School  of  Medicine 

MONT»AY  MORNING 

GENERAL  PRACTICE  SCIENTIFIC 

SESSION 

Recognition,  Management  and 
Chemotherapy  of  Anxiety  and 
Depression 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUNT)  TABLE  DISCUSSIONS 

Pharmacological  Agents  and 
Their  Application  in  The  Treat- 
ment of  Emotional  Problems 
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1970  ANNUAL  MEETING 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 


T.L.  PETTY,  M.D. 

Denver,  Colorado 

Associate  Professor  of  Medicine 
University  of  Colorado  Medical 
Center 

TUESDAY  AFTERNOON 
GENERAL  SCIENTIFIC  SESSION 

Management  of  Respiratory 
Failure 

Panel  on  Acute  Respiratory  Dis- 
tress Syndromes 


ALBERT  D.  RUEDEMANN,  JR., 
M.D. 

Detroit,  Michigan 

Associate  Professor  of  Ophthal- 
mology, Wayne  State  University 
School  of  Medicine 

MONDAY  MORNING 
EYE  SCIENTIFIC  SESSION 

General  Medical  Problems  in  Cat- 
aract Surgery 

Clinical  Value  of  the  Electrore- 
tinogram 

TUESDAY  MORNING 
EYE  SCIENTIFIC  SESSION 

Diagnosis  and  Treatment  of  Vert- 
ical Muscle  Imbalance 


MAX  S.  SADOVE,  M.D. 

Chicago,  Illinois 

Professor  and  Head,  Department 
of  Anesthesiology,  University  of 
Illinois  Research  and  Educational 
Hospitals 

TUESDAY  AFTERNOON 
GENERAL  SCIENTIFIC  SESSION 

Anesthetic  Management  of  Pa- 
tients with  Respiratory  Disease 
Panel  Discussion,  Acute  Respira- 
tory Distress  Syndromes;  Com- 
plications of  Aspiration 

WEDNESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 

Management  of  Acute  Drug  Over- 
dosage 


RUSSELL  L.  ROUGHER,  M.D. 

Whittier,  California 

Assistant  Clinical  Professor  of 
Medicine,  University  of  Southern 
California 

MONDAY  MORNING 

GENERAL  PRACTICE  SCIENTIFIC 

SESSION 

Neurological  Complications  of 
Diabetes 

INTERNAL  MEDICINE  SCIENTIFIC 
SESSION 

The  Value  of  Management  of  a 
Stable  Diabetic 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUND  TABLE  DISCUSSIONS 

Diabetes — New  Concepts  in  its 
Management 
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SEPTEMBER  20-23,  DAVENPORT  HOTEL, 
SPOKANE,  WASHINGTON 


RICHARD  D.  WALTER,  M.D. 

Los  Angeles,  California 

Professor  of  Medicine,  Division 
of  Neurologv,  The  Center  for 
the  Health  Sciences,  University 
of  California 

MONDAY  MORNING 

GENERAL  PRACTICE  SCIENTIFIC 

SESSION 

Differential  Diagnosis  of  the 
Headache — Yours  or  the  Patient’s 
Management  of  the  Stroke  Patient 

TUESDAY  MORNING 
GENERAL  SCIENTIFIC  SESSION 
ROUND  TABLE  DISCUSSIONS 

Differential  Diagnosis  and  Treat- 
ment 


SPECIAL  HOUSE  OF  DELEGATES 
GUEST  SPEAKER 

LAWRENCE  L.  WEED,  M.D. 

Burlington,  Vermont 

Professor  of  Medicine 
The  University  of  X'ennont 

SUNDAY  AFTERNOON 
HOUSE  OF  DELEGATES 

Quality  Control  in  Medicine 


A DESK  COPY  OF  THE  GENERAL  AND 
SCIENTIFIC  PROGRAM  MAY  BE  OBTAINED 
BY  WRITING  TO  THE  WSMA  CENTRAL 
OFFICE,  444  N.E.  RAVENNA  BOULEVARD, 
SEATTLE,  98115.  WSMA  MEMBERS  NEED 
NOT  WRITE  AS  THE  PROGRAM  WILL  BE 
MAILED  TO  ALL  MEMBERS. 
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SCIENTIFIC  EXHIBITS 


Hiatal  Hernia  and  Reflux 

M.J.  Gottschall,  M.D.  and  T.A.  Driscoll,  M.D.,  Spokane 

A radiographic  display  illustrating  the  etiology  and  diagnosis  of  hiatal  hernia  and  reflux 
with  special  emphasis  on  the  importance  of  the  distal  esophageal  vestibule.  Classification 
of  the  various  types  of  hiatal  hernia  with  the  methods  of  demonstrating  hernia  and  reflux 
will  he  shown  with  appropriate  radiographic  examples.  There  will  he  a continuous  16mm 
cine  of  the  harium-opacified  esophagus  demonstrating  esophageal  motility,  hiatal  hernia 
and  reflux. 


Rehabilitation  Techniques  in  Arthritis 

Donald  R.  Silverman,  M.  D.,  Seattle 

This  display  will  use  35  mm  color  slides  to  illustrate  and  explain  the  use  of  rehabilita- 
tion techniques  in  the  management  of  arthritic  patients.  Three  kev  areas  will  he  stressed; 
(1)  Physical  therapy  for  strengthening,  for  improvement  and  maintenance  of  joint  range  of 
motion,  and  for  prevention  of  contractures.  (2)  Ambulation  aids  to  reduce  pain  and  stress 
on  pathologic  lower  extremity  joints.  (3)  Occupational  therapy,  simple  hand  splints,  instruc- 
tion on  performing  activities  of  daily  living — eating,  grooming,  dressing,  toileting — and 
assistive  devices  to  simplify  these  tasks. 


Gastroesophageal  Reflux  and  Pulmonary  Disease 

Waverly  J.  Ellsworth^  M.D.,  R.P.  Grunwald,  M.D.,  and  J.C.  Bonvallet,  M.D.,  Spokane 
Chronic  pulmonary  disease  and  asthmatic  like  bronchitis  are  often  serious  and  pro- 
gressive conditions  that  not  only  are  of  concern  to  the  patient,  hut  frequently  defy  adequate 
diagnosis  and  treatment  by  the  physician.  In  recent  years,  a number  of  these  patients  have 
been  found  to  have  a diaphragmatic  hernia  and  significant  gastroesophageal  reflux.  It  has 
been  theorized  these  two  are  related.  Correction  of  the  diaphragmatic  hernia  and  prevention 
of  esophageal  reflux  using  the  Belsey  repair  has  resulted  in  relief  of  symptoms  and  has  pre- 
vented progression  of  the  pulmonary  problems  in  many  such  cases.  Recognition  of  this 
problem  and  proper  treatment  is,  therefore,  extremely  important. 


The  Use  of  Arterial  and  Venous  Catheters  in  Newborn  Infants 

Roger  Shannon,  M.D.,  Channing  Bowen,  M.D.,  and  Michael  A.  Donlan,  M.D.,  Spokane 

The  use  of  catheters  placed  through  the  umbilical  arterv  and  vein,  when  used  with  ap- 
propriate radiologic  monitoring  and  with  an  awareness  of  the  complications  that  might  oc- 
cur can  be  of  significant  help  in  caring  for  the  premature  or  ill  infant.  Indications  for  the  use 
of  the  catheters,  complications  arising  from  their  use,  and  benefits,  are  demonstrated. 


A New  Medical  Curriculum  at  the  University  of  Washington 

Thomas  E.  Morgan,  M.D.  and  August  G.  Swanson,  M.D.,  Seattle 

In  response  to  recognized  needs  of  medicine  and  society,  the  University  of  Washington 
School  of  Medicine  has  introduced  a new  curriculum  for  the  education  of  several  types  of 
physicians.  Rate  of  learning  depends  on  the  student’s  ability,  previous  education,  and  career 
goals.  Specialized  education  is  now  directed  during  medical  school  toward  careers  in  family 
medicine,  clinical  specialties,  behavioral  specialties  and  medical  science.  New  technicjues 
in  instruction  will  be  demonstrated  including  self-instruction  units,  syllabi  and  television- 
assisted  instruction  in  interviewing  and  physical  diagnosis. 
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Medical  Treatment  of  Hydrocephalus 

David  B.  Shurtleff,  M.D.  and  Patricia  W.  Hayden,  M.D.,  Seattle 
This  exhibit  presents  a method  for  continuous  monitoring  of  ventricular  fluid  pressure 
which  is  being  used  to  study  physiological  variations  of  interest  to  the  clinician  doing 
diagnostic  CSF  taps  and  to  measure  effects  of  various  chemicals  on  Pcsf'"  in  hydrocephalic 
patients.  Examples  of  tracings  and  graphs  derived  from  analysis  of  continuous  data  from  25 
patients  are  chosen  to  illustrate  cardiorespiratory,  sinusoidal,  hourlv  and  daily  variations  in 
Clinical  trials  with  isosorbide,  an  oral  osmotic  agent  to  reduce  ventricular  fluid  pres- 
sure, are  summarized  for  the  first  45  patients  studied. 


Automated  Medical  Histories 

Stephen  R.  Yarnall,  M.D.,  Paul  Samuelson,  M.D.  and  Jay  S.  Wakefield,  M.D.,  Seattle 

Automation  of  certain  routine  parts  of  the  medical  history  promises  to  save  physician 
time  and  produce  more  complete,  problem-oriented  medical  records.  At  this  exhibit,  physi- 
cians may  try  out  an  operating  automated  medical  history  system,  examining  its  “medical 
logic”  and  discussing  results  of  evaluation  of  actual  implementation  in  the  State  of  Washing- 
ton, including  randomly  selected  clinic  patients  at  the  University  Hospital. 


Carpal  Tunnel  Syndrome  — A Diagnostic  Dilemma? 

Robert  E.  Stack,  M.D.,  and  James  B.  MacLean,  M.D.,  Seattle 

This  exhibit  deals  mainly  with  the  differential  diagnosis  of  carpal  tunnel  syndrome. 
Starting  in  the  neck  and  working  down  the  arm,  and  by  using  small  photographs  of  x-rays  to 
diagram  the  area  involved,  charts  will  discuss  the  differential  diagnosis  between  cervical 
lesions,  thoracic  outlet  syndrome,  etc.,  as  differentiated  from  carpal  tunnel  syndrome.  Photo- 
graphs will  be  used  to  diagram  the  causes,  appearance,  and  operative  findings  in  patients 
who  do  have  carpal  tunnel  syndrome. 


New  Concepts  in  Sympathetics  of  Cervical  Spinal  Cord 
and  Discopathy  of  Cervical  Spine 

T.  Ghavamian,  M.D.,  Olympia,  in  Association  with  the  Orthopedic 
Department  of  the  University  of  Washington 

The  exhibit  will  show  the  actual  source  of  neck  and  shoulder  pain,  and  migraine  head- 
ache and  their  relation  to  discopathy  and  neck  injuries.  The  study  is  based  on  a new  physio- 
anatomical  concept  in  svmpathetics  of  cervical  spine  and  head,  including  its  application  in 
treatment  of  these  clinical  problems. 


Treatment  of  Venous  Disease  of  the  Leg 

R.N.  Kleaveland,  M.D.,  and  G.  Andros,  M.D.,  Spokane 

The  exhibit  demonstrates  the  normal  venous  system,  varicose  veins  and  the  post  phle- 
bitic  syndrome  anatomically  and  physiologically,  with  indicated  therapy  for  these  condi- 
tions. 


Aorto-lliac  Occlusive  Disease 

John  Sonneland,  M.D.  and  Edward  Rockwell,  M.D.,  Spokane 

This  exhibit  illustrates,  step-wise,  the  simple  measures  necessary  in  the  office  diagnosis 
of  aorto-iliac  occlusive  disease.  Furthermore,  the  exhibit  will  demonstrate  that  the  treat- 
ment of  the  disease  must  be  varied  on  the  basis  of  aortographic  and  operative  findings. 
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The  Artificial  Gut 

H.  Aguirre,  M.D.,  C.R.  Blagg,  M.D.,  and  J.  J.  Cole,  M.O.,  Seattle 

The  only  obstacle  to  longterm  parenteral  nutrition  has  been  the  problem  of  maintaining 
access  to  the  circulation.  This  exhibit  describes  three  routes  of  access  to  the  circulation  for 
use  in  differing  clinical  circumstances,  and  three  infusion  systems  that  can  be  used  with  any 
of  the  access  routes.  By  these  means,  longterm  parenteral  nutrition  in  the  home  by  the 
patient  with  chronic  gastrointestinal  disease  becomes  as  feasible  as  longterm  maintenance 
dialysis  in  the  home  by  the  patient  with  chronic  renal  disease. 


RMP  Demonstrations  At  Spokane 

The  Washington/Alaska  Regional  Medical  Pro- 
gram Support  Unit  is  presenting  a special  advance 
television  program  for  the  WSMA  session  in  Spo- 
kane. Ojfice  Management  of  Chronic  Emphysema 
featuring  Arthur  Craig,  Spokane,  and  Thomas 
Sheehy,  Jr.,  Seattle,  will  be  repeated  three  times 
during  the  day,  Tuesday,  September  22,  running  at 
7:30  a.m.,  4:00  p.m.  and  10:00  p.m.  The  second 
series  will  be  presented  Wednesday,  September  23, 
at  7:30  a.m.  and  4:00  p.m.  Subject  will  be  Diagno- 
sis Please,  an  evaluation  of  a patient  with  a systolic 
murmur,  presented  by  Richard  D.  Judge,  University 
of  Michigan  School  of  Medicine.  Telecasts  can  be 
viewed  in  Spokane,  on  Channel  7.  The  same  series  of 
programs  will  be  statewide  beginning  September  29 
on  your  educational  channel. 

The  Washington/Alaska  Regional  Medical  Pro- 
gram Exhibit  will  be  held  in  the  Executive  room  of 
the  Davenport  Hotel,  Spokane  Monday,  Tuesday, 
9 a.m.  to  5 p.m.  and  Wednesday,  9 a.m.  to  12  noon. 
Exhibit  Chairmen:  Donal  R.  Sparkman,  and 

John  N.  Lein. 

Physicians  may  preview  the  latest  audio-visual 
continuing  education  programs  prepared  at  the  re- 
quest of  Washington  physicians  by  the  Regional 
Medical  Program  Support  Unit,  in  cooperation  with 
Seattle  medical-surgical  specialists.  These  produc- 
tions are  available  to  all  physicians  in  the  State 
through  their  local  Continuing  Education  Coordina- 
tor or  from  the  Support  Unit.  Programs,  which  are 
viewed  in  portable,  desk-top  projectors,  include: 
Diagnosis  and  Treatment  of  Diabetic  Ketoacidosis, 
Cytological  Examination  in  Cervical  Cancer,  Basic 
Pathophysiology  of  Stroke,  New  Techniques  in 
Peritoneal  Dialysis,  and  Recognition  and  Treatment 
of  Arrhythmias.  Also  included  in  the  exhibit  will  be 
graphic  descriptions  of  other  services  available  to 
physicians  through  the  RMP’s  various  activities  in 
heart,  cancer,  stroke,  community  health  services  and 
developmental  programs. 
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Oregon  Medical  Association-^^M  S.W.  park  PIACE,  Portland,  Oregon  97205 
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N 


PRESIDENT  ^soel  B.  Rawls,  M.D.,  Astoria 

SECY-TREAS.  Ldwretice  M.  Lowell,  M.D.,  Portland 
EXECUTIVE  SECY.  Mr.  Robert  O.  Bissell,  Portland 

Annual  Meeting,  October  7-11,  1970,  Hilton,  Portland 


Nominating  Committee  Submits 
Names  for  Election 

A nominating  committee  selected  bv  the  Oregon 
Medieal  Association  House  of  Delegates  last  April 
has  submitted  its  recommendations  for  candidates 
for  election  this  fall.  Committee  members  are:  Louis 
DeFrank,  Eugene;  Bill  B.  Ferguson,  Hillsboro;  Ed- 
ward McLean,  Oregon  Citv;  Harold  T.  Osterud, 
Portland;  and  Dale  C.  Reynolds,  Portland. 

-\11  eligible  OMA  members  will  have  an  opportu- 
nity to  cast  their  vote  for  Association  President- 
Elect,  \’ice-President,  and  Secretary-Treasurer  bv 
mail  this  year.  A change  in  the  OMA  bylaws, 
approved  bv  the  House  of  Delegates  this  spring 
allows  a mail  ballot.  Previouslv,  general  officers  had 
been  elected  at  an  annual  business  meeting,  held  in 
conjunetion  with  the  Oregon  Medical  Association’s 
Annual  Session.  Onlv  voting  members  of  the  Associ- 
ation who  happened  to  be  attending  the  Annual 
Session  were  eligible  to  eleet. 

Nominated  bv  the  Committee  were:  Augustus 
M.  Tanaka,  Ontario,  for  President-Elect;  Joseph  H. 
Eustennan,  Alban\-  and  E.  I.  Silk,  Pendleton  for 
\’ice-President;  and  Donald  F.  Kellv  Portland  for 
Secretary -Treasurer. 

The  Committee  also  nominated  as  follows  for 
officers  of  the  House  of  Delegates  to  be  elected  b\’ 
the  House  at  its  meeting  in  conjunction  with  the 
OM.\  Annual  Session  at  the  Portland  Hilton,  October 
7-11:  Louis  O.  Machlan,  Jr.,  Portland,  for  Speaker; 
F.  Douglas  Dav,  Portland  and  Rov  A.  Payne, 
-Milwaukie  for  Vice-Speaker;  Glenn  M.  Gordon, 
Eugene  and  Blair  J.  Henningsgaard,  Astoria  for  Dele- 
gate to  AMA;  Daniel  K.  Billmever,  Oregon  Citv  and 
John  T.  Weisel,  Medford,  for  Alternate  Delegate  to 


AMA;  and  R.  Wavne  Espersen,  Roseburg  and  J. 
Richard  Raines,  Portland  for  Publications  Committee. 

Drs.  Maehlan,  Henningsgaard,  Billmever  and  Es- 
persen are  incumbents  in  their  respective  positions. 

Associations  96th  Annual  Session 
to  Meet 

OMA  .'Annual  Session  Committee  Chairman,  Rov 
•\.  Pavne,  has  disclosed  that  a complete  scientifie 
program  for  the  Association’s  96th  Annual  Session  will 
appear  in  the  September  issue  of  northwest  medi- 
cine. The  1970  meeting  will  be  held  at  the  Portland 
Hilton  Hotel,  October  7-11. 

Dr.  Pavne  also  noted  that  the  scientific  portion  of 
the  Annual  Session  will  feature  a greatly  expanded 
special^-  program.  .\t  present,  programs  in  anesthe- 
siology, general  practice,  internal  medicine,  patholo- 
g\’,  pediatrics,  psychiatry,  radiolog\’,  and  surgery 
will  be  presented  Saturday  afternoon,  October  10. 
In  addition,  two  medicosocial  symposiums  are  sche- 
duled. The  Committee  on  Emironmental  Pollution 
will  sponsor  a half-da\-  program  devoted  to  the 
problems  of  air  pollution  on  Friday  morning,  October  9. 
The  Preventi\e  Medicine  Section  will  produce  a 
program  relating  to  the  problems  of  population  and 
population  control.  Featured  speaker  for  the  pro- 
gram, to  be  presented  Saturda\'  afternoon  .is  Oregon 
Senator,  Robert  W.  Packwood. 

General  scientific  programs,  featuring  Sommer 
Memorial  Lecturers  and  local  presentations  of  ge- 
eral  interest  will  be  held  Thursday  afternoon.  Friday 
afternoon,  and  Saturday  morning. 

The  House  of  Delegates  will  meet  W'ednesday 

continued  on  page  595 
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(continuous  release  form) 


diethylpropion  hydrochloride) 

MDrks  on  the  appetite 
iot  on  the ‘nerves’ 


yVhen  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite- patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Confroiodications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  In  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  os  Insomnia,  nervousness,  dizziness,  anxiety. 


and  iitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vosculor  effects  reported  Include  ones  such  as  tachycardia,  precordial  pain, 
orrhythmio,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECO  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastroinfestinol  effects  such  as  diarrhea, 
constipation,  nauseo,  vomiting,  ond  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  and  leukopenia.  A voriety  of  miscelloneous  adverse 
reoctlons  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole.  In  midmorning  (lO  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  an  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  ^.oos.  / ,/70  / u.s  patent  ho  a.ooi.sto 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


I 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  suilote  260  mg,,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diobetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances accur.  Dosage:  One  tablet  upan  retiring.  Where  necessary, 
dosage  may  be  increased  ta  one  tablet  following  the  evening  meol 
ond  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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evening  and  Sunday  morning,  October  7 and  11 
respectively.  Installation  of  officers  and  an  installa- 
tion banquet  open  to  members  and  their  wives  and 
guests  will  be  held  Saturday  evening. 

Members  planning  to  attend  and  requiring  lodging 
are  urged  to  make  their  reservations  early,  especially 
if  they  plan  to  stay  at  the  Hilton. 

Woman’s  Auxiliary  Names  President 


MRS.  G.  PRENTISS  LEE 


Mrs.  G.  Prentiss  Lee,  Portland,  was  elected  Presi- 
dent-Elect of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  at  the  Auxiliary’s  Annual  Meet- 
ing held  in  Chicago  June  21-25.  Mrs.  Lee  will  assume 
duties  as  President  of  the  87,000  member  organiza- 
tion next  summer  at  the  Auxiliary’s  1971  Annual 
Meeting  in  Atlantic  City. 

Mrs.  Lee  has  served  as  WA/AMA  First  Vice- 
President  during  the  past  year.  Prior  to  that  time 
she  had  been  Northwest  Regional  Vice-President. 
Mrs.  Lee  is  a past  president  of  the  Multnomah 
County  Medical  Society  and  Oregon  Medical  Asso- 
ciation Auxiliaries. 

Mrs.  Merle  Pennington,  Sherwood,  Oregon,  was 
selected  to  serve  as  WA/AMA  National  Legislative 
Chairman. 

OMA  Board  of  Trustees  Meet 

The  Oregon  Medical  Association’s  Board  of  Trust- 
ees met  at  Association  Headquarters  for  a regular 
monthly  Board  Meeting  on  May  2,  1970.  The 
Board  of  Trustees  took  the  following  action: 

1.  Approved  changes  in  membership  or  dues  sta- 
tus as  follows; 

To  life  membership;  Edward  A.  Lebold,  Salem. 

To  Associate  Member  Emeritus;  Florence  A. 

Brown,  Portland. 

To  Active  Member  Emeritus;  Jessie  L.  Brodie, 


Clackamas; 

John  W.  Brand,  Portland. 

For  waiver  of  dues  requests;  C.  Louise  Clancy 
Paul  B.  Myers,  Portland. 

2.  Moved  to  postpone  action  on  the  recommenda- 
tion of  the  Medical  Fees  Advisory  Committee  to  the 
Workmen’s  Advisory  Board  pending  the  hearing  of 
the  “usual  and  customary  fees”  by  the  Workmen’s 
Compensation  Board. 

3.  Authorized  the  Council  on  Medical  Education 
to  receive  the  services  of  a full  time  clerical  secretary. 

4.  Approvedan  AMA  proposal  to  send  film  clips  to 
Oregon  media  in  rebuttal  of  the  recent  CBS  telecasts 
relating  to  health  care  services  in  America. 

5.  Moved  to  commend  the  Woman’s  Auxiliarv  for 
its  work  in  preparing  a health  careers  and  educational 
opportunities  reference  chart  for  high  school  coun- 
selors. 

6.  Adopted  recommendations  in  the  report  of  the 
Committee  on  Physician  Recruitment  which  read: 

A.  That  the  OMA  with  the  cooperation  of  the 
Oregon  State  Board  of  Medical  Examiners,  Uni- 
versity of  Oregon  Medical  School,  and  other 
appropriate  bodies  initiate  an  active  and  aggres- 
sive program  of  recruitment  of  gifted  black  and 
other  minority  students  from  secondary  school; 
and 

B.  That  the  OMA  recognize  that  active  re- 
cruitment and  educational  programs  for  such 
students  must  be  backed  with  scholarship  funds, 
and  that  provisions  be  made  for  supplementary 
education  where  necessary;  and 

C.  That  the  State  System  of  Higher  Education 
consider  financial  resources  to  help  bring  such 
a program  into  being  and  that  the  OMA  explore 
the  feasability  of  providing  one  or  more  scholar- 
ships. 

7.  Adopted  recommendations  in  the  report  of  the 
Committee  on  Annual  Session  which  read: 

A.  That  the  OMA  hold  its  annual  meeting  in 
1971  at  the  Portland  Hilton  Hotel  October  13-17, 
1971. 

B.  That  Trustees  and  Officers  remind  their  con- 
stituents of  the  1970  meeting  and  urge  their 
attendance. 

8.  Adopted  recommendations  in  the  report  of  the 
Committee  on  Public  Policy  which  read; 

A.  That,  in  efforts  to  reorganize  state  govern- 
ment and  create  a statutory  Division  of  Health 
Affairs  with  the  Department  of  Human  Re- 
sources, the  OMA  strongly  support  a statutory 
provision  requiring  that  the  Commissioner  of 
the  Division  of  Health  Affairs  be  appointed 
with  the  advice  and  consent  of  the  Board  of 
Health;  and 

B.  That  any  administrative  organization  or  re- 
organization within  the  Department  of  Human 
Resources  following  the  creation  of  the  Depart- 
ment by  the  Legislature  be  made  in  compliance 
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with  ORS  Chapter  183  (Uniform  Requirements 
for  Adoption  of  Administrative  Procedures  and 
Rules  of  State  Agencies). 

9.  V’oted  to  accept  the  informational  report  of  the 
Committee  on  Traffic  Safety  relating  to  establishing 
a curriculum  for  the  proposed  seminar  to  train -phy- 
sicians to  act  as  expert  witnesses  in  drunk  driving 
cases. 

Max  H.  Parrott  Elected 


MAX  H.  PARROTT,  M.D. 


Former  Oregon  Medical  Association  President, 
Max  H.  Parrott,  was  elected  Chairman  of  the  Board 
of  Trustees  of  the  American  Medical  Association 
following  the  close  of  the  119th  Annual  Meeting  of 
AMA  in  Chicago  this  June. 

Dr.  Parrott  is  the  first  Northwest  physician  to 
attain  chainnanship  of  the  12-man  board  of  AMA. 
He  has  been  a Trustee  since  1966,  and  was  a six- 
term  delegate  from  Oregon  prior  to  his  election  to 
the  Board. 

The  Portland  obstetrician  served  as  Oregon  Medi- 
cal Association  President  in  1960-61.  He  was  instru- 
mental in  the  organization  of  the  Oregon  Medical 


Political  Action  Committee,  and  served  as  its  first 
chairman.  Prior  to  his  election  to  the  Board  of 
Trustees,  Dr.  Parrott  was  a member  of  the  AMA 
Council  on  Legislative  Activities. 

Dr.  Parrott  succeeds  Burtis  E.  Montgomerx’,  Harris- 
burg, Illinois,  as  Chairman  of  the  Board.  Other 
board  officers  elected  were  John  R.  Kemodle,  Bur- 
lington, North  Carolina,  Vice-Chairman;  and  C.  A. 
Hoffman,  Huntington,  West  \’irginia,  Secretary- 
Treasurer. 


New  Licentiates  Attend  Luncheon 

Officers  and  members  of  the  Oregon  Medical 
Association’s  Public  Relations  Committee  plaved  host 
to  the  largest  contingent  of  newlv  licensed  physi- 
cians ever  to  attend  the  quarterly  New  Licentiates 
Luncheon  on  July  11.  More  than  80  lieentiates, 
husbands  and  wives,  and  OMA  members  attended 
the  luncheon. 

The  traditional  social  gathering  follows  the  close 
of  final  licensure  examinations  administered  bv  the 
Oregon  State  Board  of  Medical  Examiners  approxi- 
mately every  three  months.  The  new  licentiate 
luncheon  is  a continuing  project  of  the  OMA 
Public  Relations  Committee. 

Tyra  T.  Hutchens 
to  Head  Study 

Tvra  T.  Hutchens,  University  of  Oregon  Medical 
School  department  of  clinical  pathology,  chairman, 
will  coordinate  initial  studies  and  implement  a con- 
tinuing quality  control  program  in  nuclear  medicine. 
He  is  presently  chairman  of  the  College  of  American 
Pathologists  subcommittee  on  nuclear  medicine  stan- 
dards and  a member  of  tbe  Association’s  board 
of  governors. 
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NOEL  B.  RAWLS,  M.D. 


Schizophrenic  Governments  Cause 
Schizophrenic  People 


Never  in  the  history  of  this  country  has  its 
government,  its  institutions,  and  its  people 
been  so  disorganized.  Many  experts  from  a variety 
of  disciplines  are  arguing  about  this  astounding  socie- 
tal disarray.  While  I don’t  claim  to  be  an  expert,  I 
think  I have  reached  a conclusion  that  is  at  least  as 
valid  as  those  of  some  of  the  students  of  this 
phenomenon. 

I call  it  Rawls  Rule.  My  new  axiom  states  that, 
“Schizophrenic  governments  cause  schizophrenic 
people.”  I’m  so  sure  my  rule  has  axiomatic  qualities. 
I’d  like  to  see  legislation  passed  that  would  require 
income  tax  forms  stamped  with  the  legend,  “Caution, 
this  government  may  be  hazardous  to  your  mental 
health.”  Here  are  some  examples  that  demonstrate 
this  illness  as  well  as  my  rule: 

The  government  becomes  critical  of  its  citizens 
because  many  live  beyond  their  means,  then  points 
with  cautious  satisfaction  to  a budget  which  will 
only  be  a couple  of  billion  in  the  red. 

The  government  establishes  or  continues  its  own 
inflationary  policies  (there  will  be  a surcharge  on  the 
surcharge  before  there  is  no  surcharge)  and  can’t 
understand  why  medical  costs  are  going  up. 

Our  legislators  give  themselves  pay  increases  that 
are  incredible  and,  before  the  memory  dims,  the 
government  begins  to  mutter  about  wage  and  price 
controls  to  cure  inflation. 

Our  elected  representatives  promote  quality  medi- 


cal care  for  everyone  and  then  want  to  include 
chiropractors  under  Medicare. 

Medicare  freezes  doctor  fees  because  the  program 
is  costing  too  much,  and  when  costs  continue  to  rise, 
the  government  screams  doctors  are  charging  too 
much.  Meanwhile  back  at  the  office,  the  doctor’s  cost 
of  doing  business  continues  to  rise,  partially  because 
he  is  obliged  to  join  the  rest  of  the  nation’s  citizens 
in  paying  for  administrative  costs  for  Part  B Medicare, 
which  exceeded  budget  by  48  percent  in  1968  and  43 
percent  in  1969. 

Government-sponsored  health  insurance  programs 
continue  to  be  fiscal  folly,  primarily  because  recip- 
ients have  created  an  insatiable  demand  for  care 
which  the  system  can’t  meet,  just  as  doctors  pre- 
dicted. Government  then  says  we  should  have  more 
doctors.  Eureeka!  Then  it  economizes  by  halving 
medical  student  loan  funds. 

With  the  health  service  system  in  a chaotic  condi- 
tion, largely  because  of  inflation,  and  a complete 
disregard  for  the  predictably  drastic  increase  in  utili- 
zation of  existing  government  health  care  programs, 
our  leaders  are  now  proposing  to  extend  health  care 
insurance  to  a few  more  people  . . . like  everybody. 

Just  as  government  schizophrenia  threatens  our 
national  health  care  mechanism,  it  threatens  every- 
one. In  fact,  a good  many  of  the  people  in  the  country 
and  most  institutions  seem  to  be  infected. 

Our  kids  don’t  buy  government  hypocrisy,  so  they 
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demonstrate  their  confusion  by  attacking  the  system, 
whatever  that  is.  Their  solution  is  either  to  withdraw 
or  knock  it  down  and  start  over  again.  That  would  be 
alright,  except  they  don’t  have  any  answers  either, 
but  they  know  they  want  a gentle  world  where 
everyone  is  free  to  do  his  own  thing.  That’s  a pretty 
good  idea,  but  a little  hard  to  rationalize  when  those 
of  us  who  have  views  or  represent  institutions  to 
which  our  children  are  opposed  are  at  best  pigs  and 
at  worst  dodging  Molotov  cocktails. 

Then  there  are  the  corporations  who  adhere  to 
the  principle  of  planned  obsolescence  as  opposed  to 
providing  a quality  product  at  a price  that  somewhat 
approximates  its  worth;  or  labor  union  leaders  who 
press  for  wage  levels  that  are  out  of  the  ball  park  in 
relation  to  their  workers  productivity,  all  in  the  name 
of  inflation.  Then  union  members  will  be  able  to 


purchase  goods  and  services  that  are  priced  higher 
and  higher,  due,  to  no  small  extent,  to  unreasonable 
wage  levels. 

The  examples  are  endless  and  pretty  depressive.  It 
seems  to  me  that  the  only  way  our  present  national 
condition  can  be  salvaged  is  for  the  government  to 
begin  to  act  rationally  with  balanced  budgets  and 
reasonable  proposals,  and  for  elected  officials  to  quit 
promising  the  American  people  what  they  cannot 
deliver. 

If  our  government  is  willing  to  do  this,  I think  my 
Rule  can  be  changed  slightly  and  it  will  read  much 
better;  “Responsible  governments  produce  reasonable 
people  and  institutions.” 


FOR  AND  AGAINST 

Americans  have  long  been  ambiguous  in  their  attitudes  toward  and  treatment  of  big 
businesses.  They  have  patronized  them,  else  they  would  not  have  become  big  businesses. 
Those  who  live  in  towns  or  cities  where  corporations  are  headquartered  take  pride  in 
their  edifices  and  the  number  employed  is  often  a local  boast.  Men  seek  employment 
with  large  corporations,  for  they  observe  that  pay  is  better  and  jobs  more  secure.  Yet, 
Americans  often  bestow  their  vote  on  those  who  claim  that  they  will  bring  the  corpora- 
tions to  heel,  who  describe  them  as  irresponsible  leviathans  which  must  be  regulated  and 
controled,  who  engage  in  antibusiness  demagoguery.  A double  standard  of  behavior 
when  applied  to  economic  and  political  realms  appears  to  be  involved. 

Clarence  B.  Carson,  Atlanta,  Georgia, 
in  the  Freeman,  July  1970 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  93115 

PRESIDENT  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  J.  Wolfred  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  20-23,  1970,  Spokane 


Phillips  to  Direct 
Family  Practice  Division 


THEODORE  JAY  PHILLIPS,  M.D. 


Theodore  J.  Phillips,  formerly  a general  practi- 
tioner at  Sitka  and  currently  a member  of  the 
faculty  of  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  has  been  named  to  head 
the  recently  established  Division  of  Family  Practice 
at  the  University  of  Washington  School  of  Medicine. 
He  will  be  in  charge  of  further  development  of  the 
family  practice  pathway  made  available  in  the  new 
curriculum  adopted  at  UWSM  in  1968.  Dr.  Phillips 
will  concentrate,  during  his  first  year  in  Seattle,  on 
the  undergraduate  educational  program,  turning 
later  to  setting  up  standards  for  residency  training. 
He  assumes  the  position  September  1,  1970. 


State  Heart  Association 
Holds  Symposium 

Washington  State  Heart  Association’s  Annual  Sym- 
posium, October  30-31,  will  be  held  in  the  Olympic 
Hotel  and  not  at  the  University  of  Washington 
as  previously. 

Topics  will  be:  Medical  Problems  in  Itensive 
Care  Units;  Newer  Approaches  in  Thrombolysis 
and  Anticoagulation,  and  What’s  New  in  Cardio- 
vascular Disease. 

Guest  speakers  will  be:  Madison  Spach,  Duke 
University;  Stephen  M.  Ayers,  St.  Vincent’s  Hospital, 
New  York;  Sol  Sherry,  Temple  University;  Laurence 
A.  Harker,  University  of  Washington;  Charles  G. 
Rob,  University  of  Rochester;  James  E.  Dalen, 
Peter  Bent  Brigham  Hospital,  and  Elliot  Rapaport, 
Universitv  of  California  Medical  School. 

Symposium  chairman  is  Robert  D.  Conn  of  the 
U.  of  W.  Roundtable  discussions,  classroom-type 
sessions  and  a luncheon  will  be  features  of  this 
year’s  symposium.  A nurse  symposium  on  coronary 
care  also  is  planned  for  Saturday. 

Washington  Physicians 
Participate 

Merritt  H.  Stiles,  Spokane,  and  William  D.  Nor- 
wood, Richland,  will  speak  at  the  American  Medical 
Association’s  30th  Congress  on  Occupational  Health 
September  30-October  1,  1970  at  the  Century  Plaza 
Hotel  in  Los  Angeles. 

Dr.  Stiles  will  speak  on  Injury  Control  in  Skiing 
and  Snowmobiling,  Dr.  Norwood’s  lecture  will  be 
on  Preparation  and  Care  of  Radiation  Casualties. 

The  Congress  program  is  acceptable  for  12/2  AAGP 
credits. 
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ROBERT  P.  PARKER,  M.D. 


How  Would  You  Like  To  Be  A Lobbyist? 


In  the  last  special  session  of  the  Legislature  that 
was  to  consider  only  fiscal  problems,  of  600 
bills  introduced,  100  had  to  do  with  health  care. 
Our  Olympia  office  does  a fine  job  in  presenting 
our  viewpoint  when  these  bills  are  considered,  and 
through  the  excellent  efforts  of  AMPAC  in  helping 
elect  responsible  legislators,  we  have  a respected 
opinion  in  medical  matters.  The  addition  of  Ken 
Roberts  representing  WPS  has  been  a great  help, 
and  yet  in  the  upcoming  regular  session,  the  sheer 
volume  of  health  legislation  means  we  can  take  a shot 
at  only  the  most  vital  bills.  The  fact  is  we  spend  over 
50  percent  of  our  effort  defeating  harmful  legislation, 
leaving  very  little  time  to  push  our  own  positive 
proposals. 

If  we  could  explain  our  vital  needs  in  the  area  of 
malpractice,  how  eliminating  the  Basic  Science  Law 
would  bring  more  physicians  to  Washington,  the 
efforts  we  feel  are  needed  in  drug  and  alcohol  treat- 
ment, the  need  to  update  the  Medical  Practice  Act, 
the  legislation  that  is  necessary  to  strengthen  com- 
prehensive health,  the  urgent  needs  of  our  Medical 
School,  not  only  in  graduating  more  physicians  but 
in  improving  family  practice,  to  explain  our  program 
in  improving  emergency  medical  care,  the  need  to 
properly  finance  the  Medicaid  Program,  and  to  just 
be  available  to  explain  the  costs  of  good  medical 
care,  if  we  could  do  all  of  these  things,  — we  can. 


Face  to  face  a knowledgeable  physician  is  highly 
respected  by  legislators,  particularly  from  his  own 
district.  Twelve  volunteer  doctors  from  throughout 
the  State  would  be  asked  to  give  up  one  week  apiece 
during  the  session.  A week  prior  to  arrival  he  would 
be  given  a rundown  on  all  important  health  bills 
pending.  Arrivang  Monday,  our  Olympia  office  would 
have  him  scheduled  to  see  his  own  senator  and 
representatives,  he  would  meet  and  talk  with  other 
legislators,  and  be  given  an  opportunity  to  testify 
before  committees  considering  health  legislation. 
This,  in  effect,  would  ser\n  to  quadruple  our  legis- 
lative effort  and  increase  our  chances  for  success 
many  times.  We  are  fortunate  in  our  State  to  have 
twelve  times  twelve  the  number  of  doctors  w'ho 
could  represent  us  very  well  at  this  level.  The  WSMA 
House  of  Delegates  will  be  asked  in  September  to  de- 
cide if  this  program  should  be  given  a chance.  It’s 
another  Washington  innovation  — another  expres- 
sion of  Washington  pride.  Are  you  with  it? 
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IDAHO 


Idaho  Medical  Association-^oy  west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  William  R.  Tregoning,  M.D.,  Boise 

SECRETARY  /.  Gordon  Dairies,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armaud  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


The  Sun  Valley  Meeting 


The  sun  of  Sun  Valley  was  never  brighter  than 
for  the  seventy-eighth  annual  meeting  of  Idaho 
Medical  Association,  July  1-4.  And  the  Opera  House 
was  never  closer  to  being  filled  at  an  Idaho  meeting. 
For  the  first  time,  Idaho  Medical  Association  and 
Idaho  State  Bar  Association  scheduled  meetings  at 
the  same  dates,  at  Sun  Valley,  and  held  combined 
sessions  for  two  days.  Benefit  accrued  to  both  asso- 
ciations. Misunderstandings  and  complaints  were 
expressed  freely.  It  was  immediately  apparent  that 
most  of  them  could  be  eliminated  by  open  discussion 
such  as  provided  at  this  meeting,  and  the  exercise  of 
more  courtesy  by  both  professions.  At  conclusion  of 
the  combined  program,  it  was  generally  agreed  that 
the  dialogue  established  would  be  given  opportunity 
to  continue.  The  result  will  be  much  better  under- 


standing of  each  other’s  problems  by  lawyers  and 
physicians. 

Edward  H.  Hamacher,  of  Spokane,  who  holds 
doctorate  degrees  in  medicine  and  in  law,  was  the 
first  speaker.  He  explained  the  fundamental  difference 
between  medicine  and  law:  the  physician  needs  ob- 
jectively observed  proof  before  he  accepts  any  state- 
ment as  true,  while  the  lawyer  accepts  truth  as  indi- 
cated by  the  preponderance  of  evidence.  In  establish- 
ing better  attornev-physician  relationships,  common 
sense  and  professional  courtesy  will  solve  or  reduce 
most  of  the  problems. 

Dr.  Hamacher  will  prepare  a short  series  of  edi- 
torials, based  on  his  address  at  Sun  Valley,  to  be 
published  in  later  issues  of  this  journal. 

David  M.  Harney,  LL.B,  of  Los  Angeles,  a plain- 
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Talented  entertainers  from  Coeur  d'Alene — Mrs.  W.  Wray 
VN'ilson  and  friend. 


tiff s attorney  specializing  in  malpractice  suits,  cited 
several  cases  demonstrating  a varietv  of  errors  on 
the  part  of  physicians  involved  in  litigation.  He  recog- 
nizes a crisis  in  malpractice  litigation  but  believes 
the  cause  is  real  malpractice,  not  the  activitv  of  attor- 
ney's taking  such  suits  to  court.  He  suggests  that  the 
solution  to  the  problem  is  to  get  rid  of  the  physicians 
whose  actions  invite  legal  attack.  He  gave  examples 
of  physicians,  presumably  incompetent,  who  are 
still  practicing  in  California.  He  stated  flatly  that 
the  California  Medical  Association  does  not  want 
anything  done  to  bad  practitioners. 

Mr.  Louis  F.  Racine,  |r.,  of  Pocatello  discussed 
privileged  communication,  giving  lucid  explanation 
of  when  the  statute  applies  and  when  it  does  not. 
Privilege  requires  statute,  as  the  principle  is  not 
recognized  in  common  law.  Idaho  adopted  a statute 
on  privilege  in  1967. 

A delightful  exchange  of  barbed  comment  was 
presented  bv  Gus  Rosenheim,  of  Boise,  and  Mr. 
Carl  P.  Burke,  also  of  Boise.  Both  took  full  advantage 
of  the  titles  assigned:  “What  Irks  Me  About  Lawyers” 
and  “What  Irks  Me  About  Doctors.” 

Program  for  the  seeond  dav  of  the  combined  meet- 
ings was  divided  into  four  group  discussions.  These 
were  informal,  with  speakers  and  audience  exchang- 
ing viewpoints  on  most  of  the  subjects.  These  discus- 
sions provided  the  best  opportunity  of  the  meeting 
for  exchange  of  views  and  opinions,  within  the  discus- 
sion groups  but  were  not  reported  back  to  the  gen- 
eral session.  Subjects  were:  Pretrial  Discovery  of 
Medical  Evidence;  Preparation  of  the  Medical  Wit- 
ness; Informed  Consent  — What  it  is  and  \Miv;  Pro- 
fessional Coqyorations  of  Idaho;  Disability  Evalu- 


ation; and  Legal  and  Medical  Evaluation  of  Injuries. 

Also  on  the  second  day  of  the  meeting,  Walter 
C.  Bornemeier,  President  of  the  American  Medical 
Association  read  the  featured  address  on  “The  Future 
of  Medical  Education.” 

Subject  at  the  Medical  Association  meeting  on  the 
forenoon  of  the  third  day,  was  malpractice.  Mr.  Ber- 
nard Hirsh,  Director  of  the  Office  of  General  Coun- 
sel of  AM  A presented  a report  based  on  a recent  sur- 
vey of  opinion,  conducted  by  the  AMA  Committee 
on  Professional  Liability-.  According  to  his  report,  the 
malpractice  situation  is  not  as  serious  as  it  has  been 
painted.  Malpractice  litigation  is  not  neyv  and  it  has 
not  increased  as  much  as  might  be  thought.  There 
are  a feyv  areas  in  yvhich  there  has  been  increase, 
both  in  numbers  of  suits  filed  and  in  amounts  of 
ayvards.  The  number  of  suits  filed  in  Pennsylvania  has 
increased  until  noyv  the  situation  resembles  that  in 


Above.  Mrs.  Emory  Soule.  Mrs.  E.  R.  W.  Fox.  A.  Curtis 
Jones.  Jr..  E.  R.  yv.  Fox.  Mrs.  Gordon  Daines.  Martha  Jones. 

Below.  Mr.  and  Mrs.  Bernard  Hirsh.  Chicago.  Mr.  Hirsh  is  Dir- 
ector of  the  Office  of  General  Counsel.  American  Medical  Associa- 
tion. 
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Early  breakfast.  The  house  of  Delegates  meets  at  7:00  a.  m.  and  has  business  out  of  the  way  before  the 
scientific  program  starts.  Angular  distortion  of  the  photograph  is  created  by  use  of  two  views. 


California  and  New  York.  The  number  of  malpractice 
suits  increases  as  the  population  increases.  Mal- 
practice litigation  can  be  expected  to  increase  in 
Idaho,  as  well  as  in  other  states.  To  some  extent, 
Mr.  Hirsh  agrees  with  Mr.  Harney.  He  suggests  that 
a physician  doing  work  for  which  he  is  not  qualified 
should  be  approached  quietly  by  his  peers  and  dis- 
couraged from  continuing. 

The  Federal  Government  may  be  expected  to 
demand  quality  control.  The  Government  now  pays 
a greater  proportion  of  the  bill  for  medical  care  than 
ever  before  and  will  have  increasing  concern  over 
the  quality  received. 

Mr.  Hirsh  dispelled  some  misconceptions  about 
the  number  of  lawyers  engaged  in  malpractice  work. 
Probably  less  than  4 percent  of  the  legal  profession 
is  involved.  Lawyers  do  not  usually  select  the  spe- 
cialty but  tend  to  drift  into  it  after  having  success 
in  one  or  two  minor  suits.  Contingency  fees  need  not 
be  condemned  as  a cause  of  much  litigation  since 
they  provide  the  only  means  by  which  some  indivi- 
duals can  press  a justified  suit.  In  general,  lawyers 
are  not  interested  in  malpractice  cases  since  they 
have  much  greater  opportunity  to  profit  from  suits 
arising  from  injuries  in  automobile  collisions. 

Mr.  Hirsh  also  spent  some  time  discussing  in- 
formed consent,  a relatively  new  basis  for  suit.  Basis 
of  claims  under  lack  of  consent  is  that  the  party  re- 
sumably  injured  can  say  that  the  procedure  would 
not  have  been  permitted  had  he  known  that  such  a 
result  might  occur.  As  yet,  there  seem  to  be  no  clearly 
defined  limits  to  the  information  that  must  be  pro- 
vided if  the  physician  is  to  escape  the  hazard  of  an 
attack  under  the  informed  consent  mechanism. 

He  deprecates  the  frequently  heard  comment  that 
the  malpractice  situation  causes  physicians  to  order 
many  x-ray  studies  and  laboratory  tests  considered 
unnecessary.  The  fact  that  a suit  is  brought  on  the 
basis  of  failure  to  have  such  examinations  indicates 
clearly  that  the  film  or  test  was  really  not  “un- 
necessary.” 

The  American  Medical  Association  has  developed 
a number  of  medico-legal  forms  designed  to  record 
the  fact  that  all  precautions  have  been  taken  and  that 
any  proposed  procedure  has  been  agreed  to  on  the 
basis  of  information  supplied.  They  are  available  to 
any  physician  on  request.  These  forms  should  be 
used  in  the  physician’s  office,  not  at  the  hospital, 
since  questions  need  to  be  answered  and  the  ad- 


mitting clerk  cannot  answer  the  questions  that  should 
be  addressed  to  the  physician. 

AMA  is  now  working  on  audio-visual  materials 
that  will  save  physicians  a great  deal  of  time  in  ex- 
plaining facts  about  medical  care  and  health  services 
supplied  by  hospitals  and  hospital  personnel.  Address 
of  the  American  Medical  Association  is  535  North 
Dearborn  Street,  Chicago  60610. 

Ernest  B.  Howard,  Executive  Vice-President  of 
AMA  was  not  able  to  attend  the  meeting  as  had  been 
planned.  Wesley  W.  Hall,  who  was  named  Presi- 
dent-Elect at  the  AMA  meeting  in  Chicago  just  a 
week  before  the  Idaho  meeting,  was  at  Sun  Valley 
during  the  entire  session.  With  only  a moment’s 
notice,  he  was  asked  to  take  Dr.  Howard’s  place  on 
the  Saturday  morning  program.  He  responded  with 
an  informal  but  eloquent  presentation  of  some  of  the 
principles  he  believes  important.  Dynamic  leadership 
is  in  store  for  the  American  Medical  Association  when 
Dr.  Hall  is  installed  as  President  for  1971-1972. 
house  of  delegates 

Other  than  officers  and  delegates,  few  members  of 
medical  associations  display  interest  in  association 
affairs,  hence  miss  the  significance  of  decisions  that 
have  profound  influence  on  the  future  of  medical 
practice.  Idaho’s  House  of  Delegates,  meeting  at 
Sun  Valley,  made  such  decisions,  two  illustrating  the 
principle  very  well.  The  Delegates  adopted  a report 
of  the  Education  Committee  recomending  support  of 
the  Idaho  State  Board  of  Education  in  developing 
community  based  medical  education  in  Idaho.  They 
also  adopted  a resolution  endorsing  the  MEDEX 
program  and  all  others  designed  to  assist  in  develop- 
ment of  physicians’  assistants.  The  activities  generated 
by  adoption  of  these  two  measures  will  have  pro- 
found influence  on  the  practice  of  medicine  in  Idaho. 
The  plan  to  educate  medical  students  in  Idaho  will 
not  set  up  a medical  school  but  will  use  existing  in- 
stitutions of  higher  education.  It  will  admit  many  of 
the  well  qualified  Idaho  students  not  now  able  to 
gain  admission  to  medical  school.  Since  both  educa- 
tion and  most  of  the  subsequent  training  will  be  con- 
ducted in  Idaho  the  plan  will  assure  a much  better 
supply  of  physicians  for  Idaho  than  any  other  yet 
devised. 

The  MEDEX  program  of  training  Navy  hospital 
corpsmen  and  Army  medics  to  become  physicians’ 
assistants,  has  already  shown  itself  capable  of  im- 
proving medical  care  in  rural  areas.  There  are  some 
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Officers  and  Councilors;  William  R.  Tregoning,  John  M.  Ayers; 
center,  James  R.  Kircher,  Mr.  Armand  Bird,  John  E.  Comstock; 
below,  E.  R.  W.  Fox,  George  W.  Warner,  Joseph  B.  Marcusen. 


19  or  20  other  programs  for  training  assistants.  Physi- 
cians using  such  trained  assistants  are  finding  them- 
selves relieved  of  the  heaviest  pressure  thus  having 
more  time  for  problem  solving  and  for  communicating 
more  effectively  with  patients. 

A resolution  directing  establishment  of  a peer 
review  committee  in  each  component  society,  also 
will  have  much  influence  on  the  practice  of  medi- 
cine, and  is  in  line  with  moves  by  most  of  the  other 
state  medical  associations. 

The  Association  Bylaws  were  revised  extensively 
when  the  House  adopted  report  of  the  Bylaws  Com- 
mittee with  only  minor  changes  suggested  by  the 
Reference  Committee  on  Insurance,  Medical  Affairs 
and  Welfare. 

A resolution  brought  in  by  the  Officers  and  Coun- 
cilors would  have  raised  dues  to  $200  per  year.  This 
was  amended  to  read  $150  and  was  adopted. 


Considerable  discussion  was  aroused  by  two  reso- 
lutions proposing  change  of  place  for  the  annual 
meetings  of  the  Association.  One,  considered  too 
specific,  was  rejected.  The  other  was  amended  and 
adopted.  It  provides  that  the  Officers  and  Councilors 
plan  to  hold  the  annual  meetings  at  convention 
centers  in  various  parts  of  the  State  but  that  the  plans 
be  approved  by  the  House  at  least  two  years  prior  to 
the  proposed  meeting.  This  guarantees  that  the  Asso- 
ciation will  meet  at  Sun  Valley  in  1971  and  1972  and 
at  such  other  dates  as  proposed  by  the  Officers  and 
Councilors,  subject  to  approval  by  the  House. 

A resolution  calling  for  establishment  of  a public 
relations  program,  with  provision  of  funds  to  support 
it,  was  recommended  for  adoption  by  the  reference 
committee  but  was  rejected  by  the  House. 

The  House  adopted  a resolution  expressing  need 
for  physicians  on  hospital  governing  boards  and  urg- 
ing repeal  of  statutes  preventing  physician  member- 
ship on  boards  of  some  Idaho  hospitals. 

A resolution  seeking  to  terminate  activity  of  a 
specific  cult  was  modified  to  put  the  Association  on 
record  as  opposing  all  forms  of  quackerv.  As  adopted 
it  reads,  in  part,  “RESOLVED,  that  the  Officers  and 
Councilors  of  the  Idaho  Medical  Association  be 
directed  to  take  appropriate  action  by  coordinating 
an  intensive  public  education  program  against  quack- 
ery and  particularly  directed  to  legislators  and  candi- 
dates for  election,  that  they  may  be  thoroughly  in- 
formed regarding  facts.” 

As  in  many  other  states,  the  Idaho  Legislature 
will  have  before  it  a proposal  to  repeal  laws  restricting 
performance  of  abortion  by  physicians.  A bill  to  do 
so  has  been  prepared  by  the  Criminal  Code  Com- 
mittee of  the  Idaho  Legislative  Council.  The  House 
adopted  a resolution  supporting  this  legislation  but 
adding  a resolve  to  the  effect  that  IMA  does  not 
approve  abortion  as  a method  of  birth  control. 

The  House  also  recommends  legislation  creating 
a State  Medical  Examiner’s  Office,  with  funding  for 
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At  Trail  Creek,  top,  Alexander  Barclay,  Jr.,  Wesley,  W.  Hall,  President-elect,  AMA,  Mrs.  Hall;  center, 
Donald  K.  Worden,  H.  Don  Moseley,  Mrs.  Wesley  Hall;  below,  Mr.  Bernard  Hirsh,  Mr.  Armand  L.  Bird.  Mrs. 
Bird;  right,  the  Trail  Creek  Hokey-Pokey,  and  others. 


adequate  conduct  of  its  activities.  The  State  Medical 
Examiner  would  be  required  to  cooperate  with  all 
law  enforcement  agencies  of  state  and  local  juris- 
dictions. 

Further  concern  over  medical  activities  of  the 
state  was  expressed  when  the  House  adopted  a resolu- 
tion prepared  by  the  reference  committee  to  rein- 


force part  of  the  report  from  the  Legislative  Com- 
mittee: “RESOLVED  that  the  House  of  Delegates 
go  on  record  as  supporting  the  concept  of  the  ‘Certi- 
ficate of  Need  Bill’  to  avoid  duplication  of  expensive 
medical  facilities.” 

Further  report  of  activities  at  the  Sun  Valley  meet- 
ing will  be  found  in  the  Newsletter. 
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At  the  Annual  Banquet  — top,  still  playing  tricks  on  each 
other,  Don  Worden  makes  presentation  of  a Mickey  Mouse 
watch  to  Toastmaster  Barclay.  The  real  thing  came  later  when 
Dr.  Barclay  received  an  Acutron  in  recognition  of  his  many 
years  and  many  services  devoted  to  Idaho  Medical  Association; 
center,  the  President's  Plaque  to  retiring  President,  John  Ayers; 
below,  the  real  thing  — W.  R.  Tregoning  presents  the  watch. 
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Officers  and  Councilors  'Meet 

Physician  members  of  the  Boards  of  Directors  of 
the  South  Idaho  Medical  Service  Bureau,  Inc., 
and  the  North  Idaho  Medical  Service  Bureau,  Inc., 
met  with  the  Officers  and  Councilors  of  the  Idaho 
Medical  Association  in  Boise,  May  23  in  a con- 
ference called  to  discuss  the  proposed  merger  of 
the  two  bureaus. 

The  conference  unanimously  adopted  a motion 
approving  plans  to  proceed  with  the  merger  of 
the  two  bureaus  into  one  statewide  Blue  Shield 
Plan  at  the  earliest  possible  time.  A second  motion 
was  adopted  calling  for  the  IMA  to  invite  the 
Membership  Technical  Committee  of  National  Blue 
Shield  Commission  to  come  to  Idaho  to  study 
operations  of  both  bureaus  and  to  assist  in  the 
merger. 

Officers  and  Councilors  at  the  meeting  included 
President  John  M.  Ayers,  President-Elect  William 
R.  Tregoning,  Secretary -Treasurer  J.  Gordon  Daines; 
Councilor  John  E.  Comstock,  Councilor  E.  R.  W. 
Fox,  Councilor  J.  B.  Marcusen,  Councilor  George 
W.  Warner,  AMA  Delegate  Donald  K.  Worden, 
and  AMA  Alternate  Delegate  A.  Curtis  Jones.  Past- 
President  O.  D.  Hoffman,  Rexburg,  was  excused. 

Representing  the  South  Idaho  Medical  Service 
Bureau  were  President  Asael  Tall,  Rigby;  Vice- 
President  David  C.  Miller,  Pocatello;  Secretary- 
Treasurer  Maurice  E.  Scheel,  Wendell,  and  Board 
Members  P.  Blair  Ellsworth,  Idaho  Falls;  Glenn 
E.  Talboy,  Boise;  Allen  Tigert,  Soda  Springs;  Reuben 
C.  Matson,  Jerome,  and  H.  Kent  Staheli,  Pocatello. 

Representing  the  North  Idaho  Medical  Service 
Bureau  were  President  O.  V.  Baumann,  Lewiston; 
Vice-President  J.  Burton  Britzmann,  Moscow,  and 
Board  Members  John  E.  Rockwell,  Grangeville; 
Robert  L.  Olson,  and  David  W.  Heusinkveld,  both 
of  Lewiston. 

The  membership  will  be  kept  informed  of  develop- 
ments. 


Committees  Meet 

The  Medical  Education  Sub-Committee  of  the 
Idaho  State  Board  of  Education  hosted  a meeting 
in  Boise,  June  I at  which  time  W.  Donald  Weston, 
East  Lansing,  Associate  Professor  of  Psychiatry  and 
Human  Development,  College  of  Human  Medicine, 
Michigan  State  University,  discussed  a proposal 
for  community  based  medical  education,  of  which 
he  is  a co-author.  Dr.  Weston  had  previously  pre- 
sented the  proposal  at  a meeting  in  Cheyenne,  on 
March  25,  which  was  attended  by  representatives 
of  the  Idaho  Medical  Association  and  Dr.  Roger 


O.  Egeberg,  Assistant  Secretary,  Health  and  Scien- 
tific Affairs,  U.  S.  Department  of  Health,  Educa- 
tion and  Welfare. 

Attending  the  meeting  were  President  John  M. 
Ayers,  President-Elect  William  R.  Tregoning,  George 
E.  Brown,  Jr.,  Twin  Falls;  Vice-Chairman  of  the 
Association’s  Medical  Education  Committee;  John 
W.  Swartley,  Boise,  a member  of  the  State  Board 
of  Education;  Miles  E.  Thomas,  Boise;  William  P. 
Marineau,  Moscow;  David  M.  Barton,  Boise;  E.  V. 
Simison,  Pocatello;  John  M.  McKain,  Twin  Falls; 
Robert  S.  McKean,  Roy  J.  Ellsworth,  Fred  O. 
Graeber,  Maurice  M.  Burkholder,  and  Executive 
Secretary  Mr.  Armand  L.  Bird,  all  of  Boise. 

The  Medicine  and  Religion  Committee  met  in 
Boise,  May  23,  1970.  Attending  were  Chairman 
Bernard  L.  Kreilkamp,  Twin  Falls;  Wilbur  H.  Lyon, 
Coeur  d’Alene;  Bernard  P.  Strouth,  Boise,  and  J. 
Robert  Mangum,  Nampa.  Unable  to  attend  were 
Aldon  Tall,  Rigby,  and  George  T.  Cox,  Pocatello. 


Board  of  Medicine  Section 

The  Board  of  Medicine  met  in  Boise,  July  13-15, 
1970  for  the  purpose  of  conducting  board  business  in- 
cluding licensure  of  physicians  to  practice  medicine 
and  surgery  and  osteopathic  medicine  and  surgery, 
and  the  registration  of  physical  therapists  and  other 
matters. 

Members  of  the  Board  are;  Robert  E.  Lloyd, 
Boise,  Chairman;  Orland  B.  Scott,  Kellogg,  Vice- 
Chairman;  G.  Curtis  Waid,  Idaho  Falls;  Dan  E. 
Stipe,  Lewiston;  Fred  H.  Helpenstell,  Nampa;  Ben 
E.  Katz,  Twin  Falls,  and  Arthur  S.  Cudmore,  Boise, 
Mr.  Warner  C.  Mills,  Commissioner  of  Law  En- 
forcement. 

Temporary  licenses  were  granted  in  June  to: 

Robert  G.  Mitchell,  Salt  Lake  City.  Graduate 
University  of  Washington  School  of  Medicine,  Seattle, 
Washington,  June  14,  1958.  Internship  Philadelphia 
General  Hospital,  Philadelphia,  Pennsylvania,  1959. 
Residency  Universitv  of  Utah  Affiliated  Hospitals. 
Granted  TL-447,  June  2,  1970.  RADIOLOGY. 

John  J.  Mohr,  Boise.  Graduate  University  of 
Iowa  College  of  Medicine,  Iowa  City,  Iowa,  June 
1964.  Internship  Emanuel  Hospital,  Portland,  Or- 
gon,  1965.  Granted  TL-448,  June  2,  1970.  GEN- 
ERAL PRACTICE. 

Applications  for  renewal  of  licenses  to  practice 
medicine  and  surgery  for  1970-71  have  been  mailed 
to  all  physicians.  A total  of  1,068  physicians  and  55 
osteopaths  are  registered  with  the  State  Board  of 
Medicine.  The  renewal  fee  is  $20.00. 
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CONTINI 

Complied  by  Washington/Alaska  Regional  Medical  Program,  Oregon  Regional  Mediil 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

PRECEPTORSHIPS: 
HEART  DISEASE, 
CANCER,  STROKE, 
AND  OTHER 
FIELDS 

Practicing  Physicians 

WashingtonyAlaska  Regional 
Medical  Program;  Division 
of  Continuing  Medical 
Education,  University  of 
Washington  School 
of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma 

Physicians 

INTENSIVE 
CORONARY  CARE 
SYMPOSIUM 

John  R.  Blackmon,  M.D.;  Harold  A. 
Braun,  M.D.;  Vasil  P.  Czorny,  M.D.; 
Gerald  A.  Diettert,  M.D.;  James  E. 
Gouaux,  M.D. ; Lillian  LaCroix,  R.N.; 
Walter  J.  Lewis,  M.D. ; John  A. 
Murray,  M.D. ; E.  W.  Pfeiffer,  Ph.D.; 
Richard  D.  Weber,  M.D.;  Stephen  R. 
Yarnall,  M.D. 

WICHE  Mountain  States  Regional 
Medical  Program  in  cooperation 
with  the  Division  of  Cardiology, 
University  of  Washington 
School  of  Medicine 

St.  Patrick  Hospital 
and  University 
of  Montana, 
Missoula,  Montana 

General 
Practitioners 
AAGP  Credit 
33  hours 

URINARY  TRACT 
DISEASE:  MEDICAL 
AND  SURGICAL 
MANAGEMENT 

Roy  Correa,  Jr.,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic, 
Seattle 

General 

Practitioners, 

specialists 

REGIONAL  MEDICAL 
COMPUTER 
SERVICES 
CONFERENCE 

Speakers  active  in 
development  of 
computer  services 

WashingtonyAlaska 
Regional  Medical 
Program 

Eames  Theater, 
Pacific  Science 
Center,  Seattle 

Physicians 
and  other 
health  care 
professionals 

RESOLUTION  OR 
REVOLUTION: 

A SYMPOSIUM 

Representatives  from  the 
fields  of  medicine, 
social  work 
and  education 

Division  of  Continuing  Medical 
Education,  University  of  Wash- 
ington School  of  Medicine; 
Social  Service  Departments, 
University  Hospital  and 
Harborview  Medical  Center 

Health  Sciences 
Auditorium, 

University  of  Washington 
School  of  Medicine 

Physicians 
and  other 
health  care 
professionals 

DERMATOLOGY: 
A PRACTICAL 
APPROACH  TO 
COMMON 
DISORDERS 

Robert  E.  Kellum,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason 
Medical  Center 

The  Mason  Clinic 

General 

Practitioners, 

part-time 

specialists 

CORONARY 
CARE  UNIT 

Stephen  Yarnall,  M.D., 
Werner  Samson,  M.D., 
Co-Directors 

University  of  Washington 
School  of  Medicine; 
Washington/ Alaska 
Regional  Medical  Program 

University  Hospital, 
Seattle 

Physicians 
AAGP  Credit 
35  hours 

CHRONIC 
' OBSTRUCTIVE 
PULMONARY 
DISEASE, 

PART  I: 

DIFFERENTIAL 
DIAGNOSIS 
OF  EMPHYSEMA 

Arthur  B.  Craig,  M.D.; 
Thomas  F.  Sheehy,  Jr.,  M.D. 

Washing!  on/Alaska 
Regional  Medical 
Program 

Channels: 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily 

for 

Physicians 

CHRONIC 

OBSTRUCTIVE 

PULMONARY 

DISEASE, 

PART  II: 
OFFICE 

MANAGEMENT 
OF  CHRONIC 
EMPHYSEMA 

Arthur  B.  Craig,  M.D.; 
Thomas  F.  Sheehy,  Jr.,  M.D. 

Washing!  on/Alaska 
Regional  Medical 
Program 

Channels: 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily 

for 

Physicians 

CHRONIC 

OBSTRUCTIVE 

PULMONARY 

DISEASE, 

PART  HI: 

RESPIRATORY 

FAILURE 

Arthur  B.  Craig,  M.D.; 
Thomas  F.  Sheehy,  Jr.,  M.D. 

Washing!  on/Alaska 
Regional  Medical 
Program 

Channels: 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily 

for 

Physicians 

CHRONIC 

OBSTRUCTIVE 

PULMONARY 

DISEASE: 

DISCUSSION 

SESSION 

Arthur  B.  Craig,  M.D.; 
Thomas  F.  Sheehy,  Jr.,  M.D. 

Washington/Alaska 
Regional  Medical 
Program 

Channels: 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily 

for 

Physicians 

MEDICAL  TELEVISION 
PROGRAM 
(SUBJECT 
TO  BE 

ANNOUNCED) 

Washington/ Alaska 
Regional  Medical 
Program 

Channels: 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily 

for 

Physicians 
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)CAL  EDUCATION 

S^es  Regional  Medical  Program. 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be  individually 
arranged 

No  fee 

Postgraduate  Preceptorships  Project 
Washington/Alaska  Regional 
Medical  Program, 

530  “U”  District  Building, 

Seattle  98105 

22 

Four  and 
one-half  days 

September  13-17 
September  13 

Session:  7:00  p.m. 

September  14-17 

Session:  8:30  a.m.  - 5:00  p.m. 

$25 

Harold  A.  Braun,  M.D. 
WICHE  Mountain  States 
Regional  Medical  Program 
500  West  Broadway, 
Missoula,  Montana  59801 

No  limit 

Two  days 

September  17,  18 
September  17 

Registration:  8:30  a.m. 
Session:  9:00  a.m.  - 4:30  p.m. 
September  18 

Session:  9:00  a.m.-4:30  p.m. 

$25 

Division  of  Continuing 
Medical  Education 
Virginia  Mason  Medical  Center 
1 1 1 1 Terry  Avenue, 

Seattle  98101 

No  limit 

Two  days 

October  1,  2 

Sessions:  9:00  a.m.  - 5:00  p.m. 

$25 

Jay  S.  Wakefield,  Medical  Computer 
Services  Project  Coordinator, 

Washington/ Alaska  Regional  Medical  Program 
238  “U”  District  Building, 

Seattle  98105 

60 

Two  days 

October  8,  9 
October  8 

Registration:  8:15  a.m. 
Session:  9:00  a.m.  - 5:00  p.m. 
October  9 

Session:  9:30  a.m.  - 5:30  p.m. 

$20 

Division  of  Continuing 
Medical  Education 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

30 

One  and 
one-half  days 

October  23,  24 
October  23 

Registration:  8:30  a.m 
Session:  9:00  a.m.  - 4:30  p.m. 
October  24 

$25 

Division  of  Continuing 
Medical  Education, 

Virginia  Mason  Medical  Center 
1 1 1 1 Terry  Avenue, 

Seattle  98101 

Session:  9:00  a.m.  - 12  noon 


21  Four  days  October  26-29  $75  Pre-registration  required. 

Contact  Stephen  Yarnall,  M.D., 
Assistant  Professor,  Cardiology, 
103  Health  Sciences  Annex  2, 
University  of  Washington  School 
of  Medicine,  Seattle  98105 


25  minutes  September  29,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 


25  minutes  October  6,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 


25  minutes  October  13,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 


One  hour  October  20,  7:35  a.m.; 

Session  will  be  taped  and 
replayed  at  the  close  of 
broadcast  day  between 
10:00  p.m.  and  10:30  p.m. 


25  minutes  October  27,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 
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Reference  Committee  J 


Histon-  was  made  at  Chicago,  when  for  the  first 
time,  the  American  xMedical  Association  provided 
access  to  deliberations  of  its  House  of  Delegates  for 
individuals  and  groups  not  part  of  the  Association. 
This  was  a remarkable  concession.  Access  was  provided 
by  precisely  the  same  mechanism  made  av'ailable  to 
members  of  the  Association,  whose  remarks  are  in- 
vited and  welcomed  by  reference  committees.  A ref- 
erence committee  was  appointed  to  hear  remarks 
from  anyone  who  wished  to  speak,  with  inv  itation  ex- 
tended to  protest  groups  and  individuals  given  the 
general  designation  of  “consumers.” 

The  experiment  failed  to  produce  any  rational  con- 
tribution leading  to  better  medical  care  but  it  did  put 
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the  Association  on  record  as  being  concerned  about 
medical  care  for  all  citizens.  A good  result  was  the 
realization  by  representatives  of  the  news  media,  that 
the  American  Medical  Association  is  concerned,  is 
anxious  to  listen  and  wall  present  to  the  House  of 
Delegates  anything  reasonable  in  the  way  of  sug- 
gestions for  improvement. 

What  developed  before  Reference  Committee  J 
was  not  an  orderly  presentation  of  testimony  on  needs 
and  methods  of  meeting  them,  but  a shouting  match, 
including  some  foul  language,  that  provided  an  excel- 
lent view  of  the  way  protest  groups  are  organized, 
trained,  and  directed.  It  was  not  a discussion.  It  was 

continued  on  page  613 
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General  News  continued  from  page  610 

a theatrical  performance  with  a motley  cast  of  obese, 
unhappy  housewives,  bushy-haired,  bearded  males, 
a few  intense  pseudo  intellectuals,  a few  Marxists 
claiming  to  be  physicians  and  representatives  of  an 
organization  of  homosexuals.  The  cast  had  been  well 
coached,  apparently  by  no  more  than  two,  possiblv 
three,  dynamic,  intelligent,  ruthless  leaders. 

The  hearing  was  opened  in  a meeting  room  on  the 
sixth  floor  of  the  Palmer  House,  one  hour  before  the 
scheduled  meeting  of  the  House  of  Delegates  in  the 
Grand  Ball  Room  on  the  fourth  floor.  In  view  of  pos- 
sible interference,  the  meeting  of  the  House  was 
transferred  to  the  Red  Laquer  Room,  where  access 
was  limited  to  one  door,  readily  protected.  Attendance 
was  limited  to  delegates,  alternate  delegates,  certain 
officers  of  state  associations,  the  senior  executives  of 
state  associations  and  a few  members  of  AMA  Staff. 
The  security  measures  were  effective. 

Malcolm  C.  Todd,  of  Long  Beach  was  Chairman  of 
Reference  Committee  J.  He  opened  the  meeting  with 
an  announcement  of  the  purposes  of  the  hearing  and 
the  rules  to  be  followed,  allowing  adequate  time  for 
everyone  who  had  registered  a request  to  address  the 
committee.  The  waiting  mob  listened  quietly,  in  the 
front  of  the  room,  where  they  had  taken  their  positions. 

Dr.  Todd’s  call  for  the  first  speaker  on  his  list  was 
the  cue  being  awaited  by  the  group  in  the  front  rows. 
They  rose  with  shouts  for  election  of  a chairman  - and 
took  over  the  meeting.  A chairman  was  nominated, 
elected  and  installed  at  the  lectern  by  the  shouting 
and  fist  waving  crowd,  now  milling  about  the  stage, 
the  lectern  and  the  front  rows  of  seats.  There  was  no 
violence  but  much  noise  and  obviously  well  directed 
disorder. 

A speaker  was  recognized  by  the  newly  elected 
chairman  and  he  read  off  a long  list  of  demands  on 
the  AMA,  most  of  the  items  worded  to  sound  like 
accusations.  Many  of  them  were  demands  for  actions 
that  had  long  since  been  taken  or  for  cessation  of  act- 
ions in  which  the  AMA  had  never  been  involved. 

At  conclusion  of  this  reading  there  was  an  immedi- 
ate call  for  adoption  and  it  was  done  by  loud  shouting 
from  the  front  of  the  room  obviously  in  more  decibels 
than  the  no  vote  from  the  rear  of  the  room.  'This  was 
followed  by  swift  appointment  of  a committee  of 
twenty  to  take  the  manifesto  to  the  House  of  Dele- 


gates with  demand  for  immediate  presentation  by  the 
“committee.”  The  committee  was  headed  by  one  of 
the  two  very  astute  and  very  cool  individuals  who  ap- 
peared to  be  the  directors  of  the  act. 

The  “committee”  was  unable  to  penetrate  the 
security  guard  at  the  Red  Laquer  Room. 

Remainder  of  the  afternoon  was  taken  up  with  a 
variety  of  complaints,  most  of  those  permitted  to 
speak  taking  much  more  than, the  five  minutes  pro- 
posed by  Dr.  Todd.  He  tried,  at  times,  to  call  for 
speakers  on  his  list  of  those  promised  an  opportunity 
to  speak  but  in  most  cases  his  announcements  were 
ignored.  Back  of  the  “chairman”  during  most  of  the 
session,  stood  a group  of  long-haired,  burly  individuals 
who  moved  in  at  times,  apparently  upon  command, 
to  surround  the  lectern.  They  were  effective.  Several 
of  the  speakers  called  by  Dr.  Todd  could  not  get  to 
the  microphone. 

During  the  proceedings  the  “chairman”  announced 
that  a press  conference  would  be  called  at  4:00  p.m. 
When  that  time  arrived.  Dr.  Todd  declared  the  hear- 
ing concluded  and  the  members  of  the  Reference 
Committee  J withdrew . 

A surprising  number  of  press  representatives  were 
present,  and  television  crews  had  been  present 
throughout  the  performance.  But  the  demonstrators 
lost  the  game.  Questions  from  the  reporters  indicated 
that  they  had  been  impressed  by  the  show  but  that 
the  impression  was  negative  as  far  as  the  “chairman” 
and  his  show'  were  concerned.  Dr.  Todd’s  obvious  at- 
tempt to  conduct  an  orderly  and  useful  meeting  and 
his  obvious  fairness  were  in  sharp  contrast  to  the  con- 
duct of  members  of  the  claque  and  their  leaders. 

When  Dr.  Todd  reported  to  the  House  in  the  cus- 
tomaiy  routine  of  making  reference  committee  reports, 
he  stated  that  the  session  had  been  “a  meaningful 
experience.” 

From  sideline  observation  about  the  only  meaning 
that  came  out  of  it  was  that  most  demonstrations  are 
probably  organized  along  the  same  lines  - one  or  two 
able,  ruthless  leaders  who  use  a group  of  malcontents 
to  their  own  purpose.  One  can  only  ponder  the  origin 
of  this  kind  of  leadership  and  the  source  of  funds  to 
keep  it  in  operation 

The  group  w'as  undoubtedly  the  winner  in  the  little 
drama  at  the  Palmer  House  but  there  is  no  question 
about  who  won  the  strategic  advantage.  The  press 
never  had  better  opportunity  to  see  AMA  in  its  true 
light. 
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AMA  To  Change  Slowly 


Delegations  meet  to  discuss  reference  committee  hearings  and  House  actions,  above,  the  Washington  Delega- 
tion, led  by  Robert  P.  Parker,  seated,  left  center.  Below,  the  Oregon  Delegation,  led  by  Noel  Rawls,  second 
from  right. 


After  dipping  a cautious  toe  into  the  water,  the 
AMA  House  of  Delegates,  meeting  at  Chicago  in 
June,  refused  to  plunge  further  into  the  unfamiliar 
pool  of  liberalism.  Some  willingness  to  make  changes 
was  in  evidence,  as  the  Delegates  accepted  much  of 
the  Himler  report,  and  adopted  a new  policy  on  abor- 
tion. But  when  it  came  time  to  elect  officers  they 
demonstrated  clearly  that  they  had  only  been  testing 
the  water.  They  chose  candidates  who  may  be  ex- 
pected to  lead  vigorously,  but  not  to  make  abrupt 
changes  in  direction.  Changes  are  coming  — obvious- 
ly. But  not  much  more  than  the  toe  is  likely  to  be 
exposed  for  a time. 

The  abortion  measure  produced  much  testimony 
in  reference  committee  and  some  oratory  on  the  floor. 
The  report  finally  adopted,  after  elimination  of  a 
clause  that  would  have  stated,  “No  physician  . . . 
(would  be)  ...  in  violation  of  the  policies  of  AMA 
as  long  as  his  practice  conforms  to  the  applicable 


state  or  federal  laws”  actually  made  very  little  change 
in  AMA  policy.  Newspaper  headlines  about  AMA 
approving  abortion  were  not  justified  by  what  the 
Delegates  adopted.  The  position  now  is  merely  that 
AMA  recognizes  abortion  as  a medical  procedure  and 
that  it  should  be  done  only  in  an  accredited  hospital, 
by  a duly  licensed  physician  and  only  after  consul- 
tation with  two  other  physicians  “chosen  because  of 
their  professional  competence.”  The  resolution  adds 
that  “no  one  shall  be  compelled  to  perform  any  act 
which  violates  his  good  medical  judgement.” 
planning  and  development 

One  of  the  longest  debates  of  the  meeting  involved 
creating  a body  for  long-range  planning  and  develop- 
ment. When  the  matter  was  settled,  a standing  com- 
mittee of  the  House  — the  Council  on  Long-Range 
Planning  and  Development  — had  been  created  and 
the  bylaws  had  been  changed  appropriately  to  accom- 
modate it. 
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The  council  will  have  nine  members.  Four  will  be 
appointed  by  the  Speaker  (two  from  the  House  and 
two  from  AMA  membership  at  large)  and  four  will 
be  appointed  by  the  Board  (two  members  of  the 
Board  and  two  from  AMA  membership  at  large). 
The  ninth  member  will  be  appointed  by  the  President 
of  SAM  A. 

The  House  also  acted  on  the  recommendations  of 
the  earlier  Committee  on  Planning  and  Development 
(Himler  committee).  Here  are  those  recommenda- 
tions as  adopted  by  the  House,  sometimes  after  ex- 
tensive revision: 

That  the  AMA  reafBrm,  as  a statement  of  the  prim- 
ary purpose  and  responsibility  of  the  Association  and 
the  medical  profession,  “the  promotion  of  the  art  and 
science  of  medicine  and  the  betterment  of  public 
health,”  and,  as  part  of  this  purpose,  apply  all  possible 
effort  to  make  medical  services  of  high  quality  avail- 
able to  all  individuals. 

That  the  Association  has  the  duty  to  guide  and 
assist  the  medical  profession  in  the  attainment  of 
this  objective. 

That  the  American  Medical  Association  recognize 
the  need  for  multiple  methods  of  delivering  medical 
services,  and  that  it  encourage  and  participate  in 
efforts  to  develop  them. 

That,  in  the  interest  of  attracting  the  most  highly 
qualified  candidates  to  the  field  of  medicine,  it  si- 
multaneously make  every  effort  to  maintain  and 
create  incentives  in  medical  practice.  Among  these 
incentives  are  a multiplicity  of  practice  options,  maxi- 
mum professional  independence  and  freedom  of 
choice  for  both  physicians  and  patients. 

Health  is  a state  of  physical  and  mental  well-being. 

That  the  AMA  expand  its  active  role  in  planning 
and  developing  programs  for  medical  care  in  all  of 
its  ramifications  and  that  it  encourage  and  assist  state 
and  county  medical  societies  to  do  the  same  at  their 
respective  levels. 

That,  clearly  recognizing  the  health  of  individuals 
has  many  aspects  other  than  medical  care,  such  as 
education,  housing,  environmental  control,  transpor- 
tation, civil  rights,  and  the  alleviation  of  poverty, 
the  American  Medical  Association  continue  to  show 
an  active,  innovative  and  constructive  interest  in 
these  non-medical  components  of  health  services. 

That  the  AMA  and  the  constituent  and  component 
medical  societies  seek  the  active  cooperation  of  all 
physicians,  both  as  individuals  and  as  members  of 
medical  staffs,  in  medical  service  projects  for  areas 
in  need  of  medical  services. 

That  the  AMA,  through  its  Council  on  Health 
Manpower,  in  conjunction  with  county  and  state 
medical  societies  and  other  professional,  education, 
and  lay  associations,  continue  to  explore  and  develop 
expedients  to  overcome  health  manpower  shortages. 

That  the  Association,  in  its  future  declarations  and 
activities  directed  toward  the  alleviation  of  shortages 
in  health  services  and  personnel,  underscore  the  fact 


that  these  shortages  are  not  due  merely  to  an  in- 
sufficient number  of  health  professionals  across-the- 
board,  and  emphasize  that  maldistribution  of  practi- 
tioners geographically,  by  profession,  and  by  special- 
ty is  an  equally  important  factor  in  depriving  commu- 
nities of  an  adequate  supply  and  spectrum  of  health 
services. 


Newly  elected  President,  Walter  C.  Bornemeier,  greets  Phan 
Van  Trien,  Member  of  the  Vietnam  Senate  and  Chairman  of  the 
Senate  Health  Committee. 


That  the  Association  publicize  the  reasons  for  the 
maldistribution,  as  outlined  in  this  section,  and 
stress  that  the  voluntary  correction  of  these  deficien- 
cies requires  public  cooperation  and  community 
action  in  addition  to  the  measures  taken  by  the  health 
professions. 

That  an  appropriate  Committee  of  the  AMA  imme- 
diately begin  to  formulate  a policy  on  physicians’ 
assistants,  particularly  with  regard  to  their  respon- 
sibilities, limitations  on  their  services,  and  supervision 
of  their  services  by  qualified  physicians. 

That  the  AMA  reaffirm  the  principle  that  the  basic 
responsibility  for  the  medical  care  of  patients  lies 
with  their  physicians  of  record  and  that  the  responsi- 
bility cannot  be  legally  or  morally  delegated. 

That  the  AMA  approve  in  principle  certification 
of  educational  programs  for  physicians’  assistants 
but  oppose  licensing  of  these  individuals  by  any 
state  agency. 

That  the  Association’s  Law  Division  upon  request 
assist  the  state  medical  societies  in  identifying  and 
avoiding  any  legal  hazards  that  may  accompany  the 
employment  of  physicians’  assistants. 

In  seeking  as  its  goal  the  highest  quality  and  avail- 
ability of  patient  care,  the  American  Medical  Associ- 
ation advocates  factual  investigation  and  objective 
experimentation  in  new  methods  of  delivery  of  health 
care,  while  still  maintaining  faith  and  trust  in  the 
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Oscar  A.  Swenson,  President  of  the  Montana  Medical  Associa- 
tion presented  Miss  Audra  Pambrun,  R.  N.  to  the  House  of 
Delegates.  Miss  Pambrun  is  a native  of  Browning,  Montana,  and 
a Blackfoot.  She  has  given  dedicated  service  to  her  people  and 
was  cited  for  "unselfish  and  unparalleled  contribution  in  pro- 
moting health  care  and  multiple  health  services  to  a forgotten 
people.” 

private  practice  of  medicine  and  pride  in  its  accom- 
plishments. 

That  the  Association,  in  appropriate  public  state- 
ments, emphasize  the  concept  that  differences  in  edu- 
cation, state  laws,  culture  and  income  levels  create 
problems  that  many  necessitate  different  systems  of 
delivering  medical  care  for  different  population 
groups  and  different  geographic  areas. 

Urge  state  medical  associations  to  establish  bureaus 
or  departments  of  economic  research,  development 
and  planning  to  study,  develop  and  disseminate 
data  concerning  the  economic  aspects  of  medical 
practice. 

Through  the  AMA’s  Departments  of  Survey  Re- 
search and  Economic  research,  continue  to  assist 
state  associations  in  collecting  such  data  and  to  act 
as  a clearinghouse  for  data  so  gathered. 

Encourage  state  medical  associations  to  designate 
representatives  to  deal  energetically  with  third  partv 
agencies  and  programs,  utilizing  the  concept  of  usual, 
customary  or  reasonable  charges. 

That  the  AMA  reiterate  its  support  of  sound,  exist- 
ing mechanisms,  such  as  public  grievance  and  adjudi- 
cation committees,  and  utilization  and  peer  review 
committees,  which  state  and  county  medical  societies 
have  found  to  be  most  appropriate  and  effective  for 
the  consideration  of  fees  and  the  costs  of  medical  and 
related  care. 

Endorse  the  principle  of  voluntary,  life-long  post- 
graduate study  for  all  physicians  and  continue  and 
accelerate  the  development  of  programs  and  incent- 
ives for  such  studv. 

continued  on  page  61 7 
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ill  l\  d 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Postgraduate  Course 
on  Vectorcardiography 

This  is  an  intensive  four-day  program  covering  the 
field  of  vectorcardiographv  and  related  areas. 
Major  emphasis  is  placed  on  theoretical  and 
practical  applications  of  the  technique  as  related 
to  the  patient’s  diagnostic  problems.  Half  of  the 
program  is  dedicated  to  individual  anaivsis  of 
the  routine  vectorcardiograms  bv  the  participants 
under  the  orientation  of  the  guest  and  local 
faculty.  This  program  is  intended  for  those  phy- 
sicians who  already  have  a basic  understanding 
of  electrocardiography  and  wish  a close  e.xposure 
to  the  values  and  limitations  of  vectorcardiographv. 

Registration  is  limited  to  a ma.xium  of  60. 

PROGRA.M  DIRECTOR: 

A.  Benchimol,  M.D..  F..\.C.C.,  Director. 
Institute  for  Cardiovascular  Diseases, 

Cood  Samaritan  Hospital,  Phoenix,  .\rizona. 

CUEST  FACULTY; 

Marvin  Dunn,  M.D.,  F.A.C.C.,  Paul  Hugenholtz, 
M.D.,  F.A.C.C..  and  Ronald  Selvester,,  .M.D., 
F.A.C.C. 

ADVANCE  REGISTRATION  REQUIRED 
For  Information,  Write: 

AMERICAN  COLLEGE  OF  CARDIOLOGY 

9650  Rockville  Pike  Bethesda,  Maryland  20014 
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AMA  continued  from  page  616 


Oregon’s  prize  winning  newspaper  articles  were  on  display  in  the  Oregon  room,  John  Tysell,  Eugene, 
Mr,  Theole,  one  of  the  authors,  Noel  Rawls,  Astoria, 


Arlo  Morrison  and  Eugene  Hoffman,  delegates  from  California, 
admire  a Washington  apple.  Generous  supply  of  apples  for  mem- 
bers of  the  House  was  provided  by  the  Washington  State  Apple 
Commission, 

That  the  AMA  encourage  and  assist  all  state  medi- 
cal associations  to  devise  programs  for  voluntary 
post-graduate  study  designed  to  maintain  medical 
education  at  the  optimum  level  with  the  primary  ob- 
jective of  assisting  the  physician  in  rendering  pro- 
fessional services  to  his  patients.  These  programs  of 
postgraduate  study  should  be  mindful  of  the  many 
demands  on  the  time  of  the  busv  physician,  and  his 
responsibilities  to  his  patients  and  his  practice,  and 
should  be  least  disruptive  to  the  provision  of  medical 
services. 

That  the  Association  obtain  information  from  each 


state  medical  society  as  to  whether  special  require- 
ments have  been  imposed  on  physicians  who  render 
services  to  patients  under  the  provisions  of  tax- 
supported  programs  and  obtain  the  specifics  of,  what 
those  requirements  are. 

That  in  those  states  where  the  health  or  welfare 
departments  have  imposed  special  requirements  on 
physicians  to  participate  in  their  programs,  the  medi- 
cal society  reject  those  requirements  and  that,  if 
the  need  for  such  regulation  can  be  demonstrated, 
the  state  medical  society,  education  department,  and 
health  department  cooperativelv  develop  standards 
to  be  incorporated  into  the  education  law  and  en- 
forced on  all  physicians  of  that  state,  thereby  elimi- 
nating double  standards  for  medical  practice  and  re- 
storing the  licensing  authority  to  the  proper  agency. 

The  AMA,  on  the  basis  of  the  data  received  from 
the  state  medical  societies,  1.  continue  to  identify 
the  services  that  comprise  good  medical  care;  2.  de- 
velop guidelines  that  state  and  countv  medical  so- 
cieties may  use  in  evaluating  needs  and  priorities  of 
medical  services  in  their  respective  areas,  and  3.  en- 
sure that  these  data  and  guidelines  are  widely  distri- 
buted and  publicized. 

That  the  present  structure  of  the  Association  be 
retained  and  that  it  be  strengthened  by  improvements 
and  modifications  in  its  function. 

That  on  implementation  of  the  program  for  organ- 
ization and  reorganization,  a planning  council  with 
appropriate  subcommittees  be  formed  for  the  pur- 
pose of  processing  data  and  formulating  policy 
recommendations  for  the  consideration  of  the  Board 
of  Trustees  and  the  House  of  Delegates. 
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National  award  winner  from  Eugene,  Mr.  Mike  Theole  accepts  the  plaque  from  Ernest  B.  Howard,  Execu- 
tive Vice-President,  AMA.  The  prize  winning  series,  by  Mr.  Theole,  Mr.  Jim  Boyd,  and  Mr.  Ted  Kyle, 
appeared  in  the  Eugene  Register-Guard. 


Don  Worden,  Idaho  Delegate,  also  enjoyed  a Washington 
apple. 


officers 

Wesley  W.  Hall,  of  Reno,  long  active  as  a delegate 
from  Nevada  and  as  a member  of  the  Board  of 
Trustees,  was  named  President-Elect.  He  will  be 
inaugurated  in  June,  1971.  H.  Thomas  McGuire, 
from  Delaware  was  elected  Vice-President.  The 
Speaker  and  Vice-Speaker,  Russell  B.  Roth,  Pennsyl- 
vania, and  J.  Frank  Walker,  Georgia,  were  re-elected 
by  acclamation.  New  members  of  the  Board  of 
Trustees  are  John  Rudd,  Ohio;  Richard  E.  Palmer, 
Virginia;  James  H.  Sammons,  Texas;  and  Kenneth 
C.  Sawyer,  Golorado.  At  a meeting  of  the  Board 
immediately  after  the  House  session.  Max  Parrott,  of 
Oregon,  was  named  Ghairman  of  the  Board. 
other  actions 

Many  of  the  decisions  made  at  Ghicago  will  in- 
fluence future  activities  of  state  and  county  medical 
organizations.  Most  of  them  have  been  reported 
elsewhere.  Those  of  special  interest  in  the  Northwest 
and  those  on  which  local  reports  have  been  requested, 
will  be  noted  in  future  issues  of  this  journal. 
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BOOK 


REVIEW 

Brain  Tumor  Scanning 
with  Radio-isotopes 

By  Louis  Bakay,  M.D.,  F.A.C.S.,  Professor  of  Surgery  (Neuro- 
surgery) and  Head  Division  of  Neurosurgery,  State  University 
of  New  York  at  Buffalo  Medical  School,  Buffalo,  New  York;  and 
David  M.  Klein,  M.D.,  F.A.C.S.,  Associate  Professor  of  Surgery 
(Neurosurgery)  Division  of  Neurosurgery,  State  University  of  New 
York  at  Buffalo  Medical  Schaol,  Buffalo,  New  York.  217  pp.  Ill- 
ustrated. Price  $19.50.  Charles  C Thomas,  Springfield,  III.  1969. 

This  book  is  comprised  of  three  parts: 

1.  Biological  principles 

2.  New  Scanning  techniques. 

3.  Clinical  results. 

The  physiology  and  pathophysiology  chapter  is 
vv'ell  worth  study,  especially  for  the  less  well-informed 
in  basic  brain  physiology. 

The  chapter  on  uptake  and  distribution  of  radio- 
active tracers  in  brain  tumor  and  the  brain  is  very  well 
discussed. 

The  chapter  on  electron  microscopic  evaluation 
is  of  interest,  but  will  be  useful  to  only  well-estab- 
lished laboratories  at  this  time. 

There  are  good  comparative  studies  on  various 


isotopes — Risa:  203  Hg  chlormerodin;  197  Hg  chlor- 
merodin;  99  MTc  pertechtinate  and  serum  albumin 
labeled  with  99  MTc  are  well  tabulated. 

The  chapter  on  new  positron  scanning  techniques 
holds  much  for  the  future  but  again  will  be  used  only 
in  especially  equipped  laboratories  and  personnel. 
Still  it  is  well  to  keep  abreast  of  the  progress  in  these 
studies. 

The  features  on  malignant  and  non-malignant  tu- 
mors, on  scanning,  should  be  good  reference  material. 

Brain  tumors,  not  only  neoplastic  but  other  lesions, 
are  well  covered  and  this  discussion  is  helpful  in 
differential  diagnosis. 

The  chapter  on  pediatric  scanning  was  very  en- 
lightening although  information  in  this  field  is  just 
beginning  to  be  of  interest  and  help. 

The  final  chapter,  on  radioactive  brain  scans  com- 
pared to  other  diagnostic  procedures,  points  to  the 
important  future  of  radioactive  medicine. 

I believe  this  to  be  a most  timely  book  as  the  pro- 
gress and  changes  and  advancement  in  radioactive 
medicine  will  be  rapid.  This  book  should  prepare  one 
for  the  future  advances  in  this  field. 

M.  W.  HEMMINGWAY,  M.D. 


Whenever  a new  discovery  is  reported  to  the  scientific  world,  they  say  first,  “It  is 
probably  not  true.”  Thereafter,  when  the  truth  of  the  new  proposition  has  been  demon- 
strated beyond  question,  they  say,  “Yes,  it  may  be  true,  but  it  is  not  important.”  Finally, 
when  sufficient  time  has  elapsed  to  fully  evidence  its  importance,  they  say,  “Yes,  surely 
it  is  important,  but  it  is  no  longer  new.” 

Michel  de  Montaigne  1533-1592 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at' the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
dote  of  issue.  Proof  is  not  shown.  Copy  of  ad  os  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


INTERNIST — Board  certified  or  eligible  to  join  8-man  multi- 

specialty group.  Located  on  the  beautiful,  non-polluted.  South- 
western Oregon  Coast  Salary  to  early  partnership.  Write  Manager, 
Bay  Clinic,  295  S.  10th  St.,  Coos  Bay,  Ore.  97420  Phone  (503) 
267-7091. 


RADIOLOGIST  WANTED  — $30,000  first  year — $40,000  third  year 
with  continued  increases.  Partnership  after  two  years  includes 
profit  sharing.  Liberal  fringe  benefits  including  excellent  retirement 
program.  Contact  Henry  H.  Kavitt.  M.D..  The  Permanente  Clinic. 
5055  N.  Greeley,  Portland,  Ore.  97217 


GENERAL  PRACTITIONER  WANTED—  Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6,000.  Contact  Mr 
Willard  Perry,  Administrator.  Forks  Community  Hospital,  Forks, 
W a..  98331.  Phone  374-62’' 1. 


COLLEGE  HEALTH  PHYSICIAN  — Position  open  immediately. 
Hospital  and  office  practice  with  full  individual  care  of  patient; 
12  months,  40  hour  week,  generous  fringe  benefits,  annual  incre- 
ment, no  medicare  or  medicaid,  competitive  salar>.  6,000  students 
Contact  William  D Fitzgerald,  M.D..  Director,  Student  Health 
Service,  University  of  Idaho.  Moscow,  Idaho  83843. 


OBSTETRICIAN-GYNECOLOGIST  — Board  certified  or  eligible. 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Department 
of  OB-Gyn.  The  Permanente  Clinic.  5055  N.  Greeley.  Portland, 
Ore.  9721''. 


INTERNIST  — Board  certified  or  eligible  for  active  275-bed 
GM&S  Hospital;  Medical  Service  133  beds.  7 internists,  excellent 
supporting  staff  Some  experience  in  supervision  of  pulmonary 
function  laboratory  or  participation  on  a pulmonary  disease 
service  desirable.  Nondiscrimination  in  employment.  Inquiries 
should  be  sent  to  Director  or  Chief  of  Staff  Veterans  Adminis- 
tration Hospital.  2615  E.  Clinton  Ave.,  Fresno,  Cal.  93703. 
Phone  (209)  227-2941,  ext.  215. 


GENERAL  PRACTITIONER  OR  INTERNIST  — For  Outpatient 
Service  at  this  275-bed  GM&S  Hospital.  Excellent  supporting 
■Staff  and  excellent  fringe  benefits.  Nondiscrimination  in  em- 
ployment. Inquiries  should  be  sent  to  Director  or  Chief  of  Stafl, 
Veterans  Administration  Hospital,  2615  E.  Clinton  Ave..  Fresno, 
Cal.  93703.  Phone  (209)  227-2941,  ext.  215. 


ADMITTING  PHYSICIAN  — Opportunity  available  in  busy  540-bed 
medical  and  surgical  VA  Hospital.  Regular  hours,  salary  depend- 
ent upon  qualifications  and  experience.  Contact  Chief  of  Staff. 
VA  Hospital.  Portland.  Ore.  97207.  Phone  (503)  222-9221,  ext.  388. 


PATHOLOGISTS,  RADIOLOGISTS  & ANESTHESIOLOGISTS  — 

Applications  are  being  accepted  for  80-bed  hospital  to  be  com- 
pleted by  late  1971,  in  fast  growing  suburb  of  Seattle.  Plans  are 
for  expansion  to  350  beds  Address  inquiries  to  Public  Hos- 
pital District  No.  2,  P.  O.  Box  576,  Kirkland,  Wa.  98033. 


EXCELLENT  OPPORTUNITY  FOR  2 GP'S  & OB /GYN  — Specialists 
in  the  Pacific  Northwest,  Auburn  & Kent.  Wa.  Twenty-year  old 
current  practice  waiting  for  immediate  take  over.  Furnished 
and  equipped  6-room  office  in  professional  complex.  All  records 
equipment  and  furnishings  to  be  turned  over  for  a very  minimal 
consideration  - no  cash  necessary.  Income  will  start  immedi- 
ately. Gross  income  has  ranged  up  to  $7,000  per  mo.,  could 
be  more  depending  on  endeavor.  One  mile  from  modern 
hospital.  Excellent  schools,  both  public  and  parochial.  Ready 
to  turn  the  entire  business  over.  Present  M.D.,  semi-retiring  - 
will  be  able  to  give  time  to  new  M.D.  Convenient  association 
with  board  surgeon.  Contact  H.C.  Shepard,  M.D.,  at  once  if 
interested,  716  12th  St..  S.E.  Auburn,  Wa.,  98002.  Phone  (206) 
TE  3-0560. 


ORTHOPEDIST  — The  95  physician  Permanente  Clinic  seeks  an 
additional  orthopedist.  Board  certified  or  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W.  Frink. 
M.D.,  The  Permanente  Clinic.  5055  N.  Greeley.  Portland,  Ore. 
9721'. 


TAKE  OVER  LONG  ESTABLISHED  HEAVY  EENT  PRACTICE— 

Opportunity  for  ophthalmologist  and  otolaryngologist  working 
together,  Down  town  Portland.  Ore.  Present  lease  for  one  more 
year.  Write  Box  8 — B,  Northwest  Medicine,  500  Wall  St.. 
Seattle,  W'a.  98121. 


OTOLARYNGOLOGIST—  For  95  man  clinic  servicing  the  Kaiser 
Health  Plan  of  Oregon.  Starting  income  $30,000;  substantial 
increases  for  10  years.  Insurance  benefits,  retirement  program. 
N.  W.  Frink,  M.D.,  The  Permanente  Clinic.  5055  N.  Greeley, 
Portland,  Ore.  97217. 


INTERNIST — For  a specialist  medical  group  associated  with  a 
prepaid  health  plan.  $24,800  if  board  eligible,  $26,000  if 
certified  Partnership  after  2 years,  if  mutually  satisfactory. 
A.  Hurtado,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland,  Ore.  97217 


GENERAL  PRACTICE  OPPORTUNITY  — To  practice  in  association 
with  1 other  physician  in  beautifully  situated  Cascade  town 
80  miles  east  of  Seattle  by  4-lane  super-highway.  New  clinic 
building  adjacent  to  17-bed  hospital.  Basic  salary,  office  per- 
sonnel provided  by  local  prepaid  medical  plan  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excellent 
climate,  schools,  and  recreational  opportunities  including  hunt- 
ing. fishing  and  skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle 
Elum  Beneficial  Association  Hospital,  Cle  Elum,  or  F.  j. 
Rogalski,  M.D.,  Cle  Elum.  W a.  98922. 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miies  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write.  J.L. 
Campiche.  M.D.,  12th  & Pacific,  Long  Beach.  Wa..  98631. 
Phone:  office  (206)  642-2700.  home  (>42-270!. 


SITUATION  WANTED 


FAMILY  PHYSICIAN—  30,  military  obligation  fulfilled,  com- 
pleting F.M.  residency  Sept.  1971,  seeking  appropriate  practice 
location  oy  association  in  suburban  or  rural  area  within  approx. 
100-mile  radius  of  Seattle.  Planning  visit  to  Washington  Sept.  1970 
Contact  W'.  B Howe,  M.D..  43  Lilac  Dr.,  Rochester.  N.Y.  14620. 


BOARD  CERTIFIED  PATHOLOGIST  — (AP&CP)  age  33.  seeks 
position.  Licensed  in  State  of  Washington.  Write  Box  IIB, 
Northwest  Medicine.  500  W'all  St.,  Seattle,  Wa.  98121. 
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REAL  ESTATE 


ARE  YOU  PLANNING  FOR  RETIREMENT  — Here  is  the  dream 
home  for  your  Golden  Years;  84  feet  of  salt  water  front  in  ex- 
cellent fishing  area,  less  than  one  hour  from  Seattle.  Lot  400 
feet  deep  to  County  road  gives  ample  room  for  gardening  and 
puttering.  Two  golf  courses  within  10  miles  and  4 miles  to 
yacht  club.  Cozy  3-bedroom  house,  has  two  baths,  with 
double  carport  at  back  door.  Second  house  with  3-bedrooms, 
ideal  for  visiting  children  and  grandchildren  or  can  be  rented 
for  more  than  enough  to  cover  your  taxes  and  insurance.  A 
delightful  place  to  live  for  only  $65,000.  Write  for  appointment 
and  more  details.  Box  9-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


AUTO  FINANCING 


PHYSICIANS  — You  cannot  afford  to  own  your  automobile. 
Why  buy  when  you  can  lease?  No  capital  tied — instant  write-off. 
Your  profession  is  your  credit  rating.  We  will  lease  you  any  make 
or  model.  Call  collect  (503)  938-3381  or  525-7140.  Pollard 
Leasing  Inc.,  Box  348,  Milton-Freewater  Ore.  97862. 


OFFICE  SPACE 


SPACE  FOR  LEASE — Will  build  medical  clinic  bldg.,  in 
Woodinville  Medical  Dental  Center.  Dental  Clinic  just  com- 
pleted. HU  6-2746  or  HU  6-4574. 


SPACE  AND  OPPORTUNITY  — Available  for  GP.  Double  office 
in  new  clinic  building,  Burien,  GP  of  15  yrs  in  area  seeking 
associate  to  share  premium  office  space.  Contact  Alan  L.  W. 
Gunsul,  M.D.,  216  S.W.  156th  St.,  Burien,  Wa.  98166 


OFFICE  FOR  RENT — Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician,  GP  or  internist.  Population  close  to  30,000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D.,  101  N.  E.  11th,  East  Wenatchee, 
Wa.  98801. 


PROFESSIONAL  OFFICES  FULLY  SERVICED  — Aurora  Village 
Medical  Center,  1151  N.  200th.  From  $5.00  per  sq.  ft.  Henry 
Broderick  Inc.,  Rod  Bindon,  (206)  MA  2-4350.  Seattle,  98104. 


CHOICE  SUITE  — Approximately  1,200  sq.  ft.  Summit  Ave.,  & 
Spring  St.,  Seattle.  Established  medical-dental  bldg.,  adequate 
parking.  Available  immediately.  For  details  phone  SH  6-5693. 


OFFICE  SPACE  AVAILABLE — For  internist  and  pediatrician  in 
well-located  medical  center.  Fastest  growing  area  in  Pacific 
Northwest.  Economy  and  climate  excellent.  Other  specialties 
represented.  May  participate  in  ownership  of  building  and 
ancillary  facilities.  Write  Box  22-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.,  98121. 


MEDICAL  SPACE  IN  MODERN  CLINIC  — For  lease  in  Milwaukie 
Oregon.  Parking.  For  information  call  (503)  654-6529  Milwaukie, 
Oregon. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  29 — Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — Annual 
Meeting,  October  7-11,  1970,  Hilton, 
Portland. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 

Idaho  Medical  Association — Annual 

Meeting,  June  30  — July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — Annual 
Meeting,  Bay  Shore  Inn,  Vancouver, 
B.C.,  Sept.  25-26,  1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  W’ash- 
ington  Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del  Webb’s 
Towne  House,  Phoenix,  Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971;  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information;  Eldon  E.  Smith,  M.D., 
2270  Kalakaua  Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson, 
Arizona 

Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 

OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  May  5-7,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Hodgson,  Port- 
land 

Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 


Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum,  Annual  Meeting,  October, 
1970,  Portland. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland. 

May,  Salishan,  Sept.,  Village  Green. 
Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd  Fri. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland.  Annual  .Meeting,  December 
7,  1970,  Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May,  Sept.-Nov.) 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 

WASHINGTON 
King  County  Academy  General  Practice 
4th  Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 

Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Seattle. 
Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 
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Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.)  Annual  Meeting  Sept. 
11,  12,  1970,  Washington  Athletic 

Club,  Seattle. 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sepb-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 

Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald.  Seattle 

Seattle  Surgical  Society  — 4tb  Mon. 
(Sept-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Pres.,  Edward  Johnston,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Place  of  Meeting,  an- 
nounced monthly. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club — 3rd  Tues.  (Sept. 
— May) 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow  D.O., 

Seattle 

Sec.,  Colleen  Faye  Richardson, 

M.A.,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting,  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr., 

Snohomish 

Sec.,  Paul  M.  Tueffers,  Seattle 

Washington  State  Radiological  Society 
— Quarterly,  Seattle 
Pres.,  Charles  Stevenson,  Spokane 
Sec.,  Leland  Burnett,  Seattle 

Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum 
Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesio- 
logist-Quarterly meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 
Annual  Meeting  Sept.  19,  1970. 

Pres.,  J.  Porter  Reed,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^ 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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Research  in  the  Service  of  Medicine 


anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the 
vulnerable  by  illness,  surgery,  prolonged 
induce  or  aggravate  symptoms,  disrupt  rr 
divert  energy  the  patient  needs  for  recove 
The  antianxiety  action  of  Librium®  (chlorc 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  \A/here 
anxiety  complicates  the  patient's  condition. 


Eh  I L A0£ I Ph  ( A 

*9  ' . 2 2^0  ^ T . 

Philadelphia  pa 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCI)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  ather 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction,-  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 


Each  tablet  contains: 

No.  0 

No.l 

No.  2 

Phenobarbital 

(Warning:  May  be  habitformirtg) 

8 mg. 

15  mg. 

30  mg. 

■ 

Belladonna  Extract 

8 mg. 

8 mg. 

8mg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urioation  or  flushing  and  dryriess  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obetruction  as  in  proetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  bab'l  form  «g) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 

V '■ 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg.  i 

(Aa-r>  ng  May  benao  t 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med'  is  the  Lemmon  brand  of  timed 
release  medication) 

Dosage:  One  T^’-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1(XX)  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disetise,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


0^9r9  LEMMON 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFDBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 


^ s 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
vueight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 


Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 


NOTC  The  high  thetf^iUic  index 
a/  TrecimUe  permits  its  administra- 
tiiM  in  salient  to  Tatimie 

smooth  eamete  spasm  promptly, 
■Wlb  wfe  dosage  asaclly  creates  a 
itirrapeulie  blmd  ieieL  dn  redttciog 
dosage  a/ttr  r<  (ie}^  irnglhening  the 
lime  /ifsnci/'iiajfc  ratlm  than  tessen- 
dng  'f&ammmedt’d  dose  is prejerabhii 

'1%-  prompt  Jinct  aaitoti  allosm  a 
t’lnuicMtfcss  of  /A*  firstsuggestim  of 
titum  of  symptfmi  ...  a ^uide  to  dose 
-ptsemg  and  to  -If  tirminiHg  uhen  Ire^k 
Mid  IS  amiphto:  A prescription  for 
tu-die  or  sixIctH  dOO-uig^  isblels  sailt 
Billed^  correct  •ipa>m  and  ieame  a few 
labLts  Jar  a sMittia 


DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (J.  Urol. 
73:487-93) 

PRESCRIBING  INFORM.ATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  UOS.UGE:  400  mg.  INIay  be 
repeated  in  4 hours.  .After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLI  A. \1  P.  POYTHRESS  & CO.,  INC. 
RICH.MONI),  VIRGINI.V  23217 

r-^' Ufr/t'eaf’ TfKf/l r/u/te/rCHCffi- 


relieved  with 

® 

'MEASURIN  q.  8h.  dosage 

['Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate-some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


-fiREON 


BREON  laboratories  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


* 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de-  ’ 
termined,  he  should  be  cautioned  against  engaging  in  ■ 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  • 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /J-H-DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  l\ 

ning. SUPPLIED: Bottlesof  100  and  500.  Richmond." va°"232M 


Dimetapp 

Extentabs 

Oimelane**'  (brompheniramine  maleale).  12  mg  ; phenyl- 
ephrine HCI.  15  mg  ; phenylpropanolamine  HCI.  15  mg. 


NOTES : 


Bills  before  the  Congress  would:  establish  training 
in  environmental  quality  and  ecological  balance,  set  up 
comm'Jinity  educational  programs  on  preserving  and  enhanc- 
ing environmental  quality,  prepare  material  on  ecology  for 
the  mass  media,  increase  compensation  to  disabled  veterans, 
establish  programs  on  alcohol  abuse  and  alcoholism,  adopt 
a program  on  family  planning,  attempt  control  of  drug 
abuse,  and  establish  a national  program  of  health  insur- 
ance. A bill  giving  strong  support  to  training  of  allied 
health  personnel  has  been  passed  by  the  Senate  and  House, 
with  only  minor  differences  left  for  committee  agreement. 

Hearing  loss  from  exposure  to  pop  music  has  been 
investigated  by  a professor  at  Otago  University,  Dunedin, 
New  Zealand.  He  concludes  that  exposure  to  such  music, 
at  107  decibels,  four  hours  per  day,  five  days  a week, 
for  10  to  15  years  would  produce  permanent  hearing  loss 
in  the  region  of  4,000  to  6,000  Hz,  and  possibly  to 
frequencies  as  low  as  3,000  Hz.  Musicians,  therefore, 
appear  to  be  at  more  risk  than  dance  hall  patrons. 

Disassociative  anesthesia  is  the  term  applied  to  the 
state  produced  by  a new  agent  that  depresses  and  stimulates 
at  the  same  tim.e.  Analgesia  can  be  complete  but  heart 
function  and  laryngeal  reflexes  are  not  depressed.  The 
agent,  ketamine,  has  been  reported  in  several  publications 
by  Guenter  Corssen,  of  Birmingham,  Alabama.  A recent  re- 
port was  published  in  the  July  issue  of  Southern  Medical 
Journal . 

Food  and  Drug  Administration,  having  forced  issuance 
of  many  "dear  doctor"  letters , and  having  demanded  many 
pages  of  fine  print  in  pharmaceutical  advertising,  has  de- 
cided to  study  drug  ads  and  the  way  they  influence  the 
practice  of  physicians.  With  careful  work  they  may  learn 
that  physicians  cannot  be  manipulated  as  some  bureaucrats 
think  they  can.  An  excellent  research  project  conducted 
a good  many  years  ago  showed  that  physicians  read  ads 
offering  help  with  a current  problem,  ignore  the  rest. 

They  still  do. 

New  scheme  to  cut  Medicaid  costs  comes  out  of  Calif- 
ornia. It  works  by  cutting  hospital  stay  25  percent.  You 
will  see  more  of  such  suggestions.  The  story  gets  repeated 
every  time  a health  care  scheme  is  set  up.  First  comes  the 
plan  to  give  people  more  medical  care  and  more  health 
service.  After  it's  established  comes  the  alarm  that  it 
is  costing  too  much.  Next  comes  regulation  so  the  people 
cein't  have  so  much. 


H.  L.  H. 
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Picture  of 
painful  myositis 


treated  with  I 
Parafon  Forte*!; 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i  - yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions^-’... but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.’ 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautio  , 
E.xercise  caution  in  patients  with  Itnown  allergies  or  history ' 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  su| 
gestive  of  liver  dysfunction  are  observed,  the  drug  should 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzine ' 
lightheadedness,  malaise,  overstimulation  or  gastrointestir' 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashi| 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylac' 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  p' 
sibly  have  been  associated  with  gastrointestinal  bleeding.  Wh  ! 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  pro| 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxici, 
in  approximately  eighteen  patients,  it  was  not  possible  to  sta| 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adt\  ‘ 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tabletj 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  19- 

2.  Goodman,  L.  S.,  and  Gilman.  A.,  ed.:  The  Pharmacological  Basis  of  Thei 
peutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kesller. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Su 
JI  :372,  1962.  4.  Forster,  S.,  et  at.:  Am' 

J.  Orthop.  2:285,  1960.  5.  Friend,  D.  t 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

MCNEIL  LABORATORIES,  INC.,  ET.  WASHINGTON,  PA.  19034 


( McNElL 


♦ 
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r 

! 

ip  cl® 

repanil 


(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  patients  susceptible  to  drug  obuse. 

Warning;  Although  generally  safer  than  the  omphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  or  theropy,  un- 
pleasant symptams  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordlol  pain, 
orrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  ond  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  poin,  decreased 
libido,  dysurio,  and  polyuria. 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  ta  ane  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (%  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 
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Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IVa  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 


Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B;)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  Be)  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 
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drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond,  Va.  23220 


Urised  does  not  present  unpleasant  surprises;  it  brings  patient  comfort  with  first 
dose  pain  relief.  Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create 
problems.  It  has  a time-tested  record  of  minimal  side  effects.  The  patient  gets 
additional  psychological  reassurance  of  Urised’s  effectiveness  by  the  evidence  of 
the  blue  urine. 

For  over  50  years  Urised  has  created  physician  and  patient  confidence  by  provid- 
ing effective  therapy  when  needed. 
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Each  blue-coated  tablet  contains  these  active  ingredients: 


Atropine  Sulfate  ..0.03  mg. 
Hyoscyamine  ....0.03  mg. 
Methenamine  ....40. 8 mg. 


Methylene  Blue  ...  5.4  mg 
Phenyl  Salicylate  .18.1  mg 
Benzoic  Acid  ....  4.5  mg 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenai 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warning;  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 
be  so  advised  to  allay  apprehension. 


Adverse  Reactions:  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  if  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 

Dosage  and  Administration;  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  50,  500  and 

I, 000  tablets. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Misleading  Editorial 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

In  the  July  issue,  your  introductory  statement  pre- 
ceding my  first  paper  and  your  editorial  about  it  were 
misleading  to  journal  readers.  My  major  concepts 
were  printed  in  the  Archives  of  Internal  Medicine, 
August  1969,  and  presented  before  the  Association  of 
American  Physicians,  but  I thought  it  might  be  of  in- 
terest to  our  regional  physicians  to  see  comparisons  of 
the  results  of  a questionnaire  submitted  to  physicians 
and  to  graduates  of  the  University  of  Washington, 
1954  and  1955  (chiefly  non-medical). 

Because  many  difficulties  are  involved  in  formu- 
lating the  best  plans,  in  gaining  appropriate  support, 
and  in  changing  laws  accordingly,  I consulted  minis- 
ters, attorneys,  psychologists,  physicians  and  others; 
indeed,  I spent  prolonged  intervals  in  collecting  the 
material  and  in  wording  it  appropriately.  Moreover, 
in  applying  extra  caution,  and  for  emphasis,  on  page 
496  I had  you  italicize  two  statements  as  follows: 
“Although  we  have  been  proceeding  much  too 
slowly,  we  must  also  be  cautious  about  attempting  to 
proceed  too  rapidly  with  regard  to  certain  measures, 
recognizing  the  importance  of  educating  the  public 
and  enlisting  their  support  in  order  to  make  the 
greatest  eventual  progress.” 

“It  seems  unwise  to  attempt  to  bring  about  major 
changes  permitting  positive  euthanasia  until  we  have 
made  major  progress  in  changing  laws  and  policies 
pertaining  to  negative  euthanasia.” 

I am  distressed  that,  in  your  introductory  summary 
to  my  first  paper  and  in  your  editorial,  your  major 
point  is  that  I advocate  euthanasia  for  overpopulation. 
The  chief  management  that  I stress  for  overpopulation 
consists  of  antifertility  measures.  The  role  for  eutha- 
nasia that  I emphasize  is  for  the  relief  of  human  suf- 
fering, after  careful  consideration  and  planning  by 
appropriate  groups  and  after  changing  the  laws. 
Moreover,  I emphasized  in  the  italicized  statement 
that  we  must  have  major  delays  in  plans  for  positive 
euthanasia. 

In  the  future,  I believe  that  the  introductory 
statements  by  the  editor  should  be  designated  as  his; 


several  physicians  have  told  me  that  they  thought  I 
had  written  such  in  my  paper. 

Sincerely  yours, 

ROBERT  H.  WILLIAMS,  M.D. 

Faulty  Abstract 

Seattle,  Washington 

Editor,  NORTmvEST  medicine: 

I very  much  enjoyed  reading  the  last  issue  of 
NORTHWEST  medicint;  and  wish  to  compliment  vou 
in  general  on  the  high  quality  of  the  journal  in  recent 
months  particularly.  The  introductory  squib  on 
Robert  Williams’  first  article  was,  I assume,  not  actu- 
ally written  by  him  because  it  does  not  say  in  one 
crucial  respect  what  he  says  painstakingly  in  the 
body  of  his  article. 

The  squib  says  to  me  that  positive  euthanasia 
should  be  pushed  hard  at  the  societal  level  as  a 
means  of  rational  population  control.  Dr.  Williams 
says  that  only  after  society  accepts  more  broadly  and 
deeply  the  concept  of  negative  euthanasia  does  he 
believe  we  should  work  toward  other  attitudinal 
changes  which  would  enable  us  to  offer  suffering 
patients  the  option  of  positive  euthanasia.  His  belief 
in  this,  if  I understand  him  correctly,  is  based  upon 
the  premise  that  it  might  improve  the  quality  of  life, 
and  not  that  it  should  be  used  as  a means  to  control 
the  size  of  the  population.  Since  I have  discussed  this 
particular  point  with  Dr.  Williams  many  times,  I feel 
quite  certain  of  my  understanding  of  his  philosophy 
in  this  regard. 

If  I am  right  on  this  point,  the  question  of  correc- 
tion is  raised  both  for  Dr.  Williams’  case  and  in  gen- 
eral. Is  it  really  best  if  someone  other  than  the  author 
of  an  article  frames  a summarization  of  the  article? 

Sincerely, 

ROGER  J.  BULGER,  M.D. 

False  Premise 

Everett,  Washington 

Editor,  NORTHWEST  medicine: 

Robert  H.  Williams’  two  articles  “Number,  Types 
and  Duration  of  Human  Lives”  and  “Qualitative  and 
Quantitative  Problems  in  Generation”  published  in 
the  July  1970  issue  of  northwest  medicine,  in  their 
contention  that  it  is  time  to  admit  that  life  can  become 
valueless  and  might  as  well  be  limited,  either  by  stop- 
ping treatment  that  would  continue  it,  or  by  admin- 
istering what  Hippocrates  called  a deadly  medicine, 
is  a flight  from  realitv  — abandonment  in  principle. 

Space  does  not  permit  the  detailed  refutation  to 
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The  graph  shows  the  rate  of  change  of  population  for  the  United  States.  The  population  is  plotted  against 
time.  The  horizontal  axis  shows  the  census  years  from  1790  spaced  uniformly.  The  vertical  axis  is  logarithmic 
and  shows  the  population  as  powers  of  ten. 

This  arrangement  gives  a straight  line  if  the  rate  of  change  is  constant.  A departure  from  the  straight  line  in  a 
downward  direction  indicates  a falling  rate.  An  upward  departure  from  the  straight  line  indicates  a rising  rate. 

The  graph  reveals  that  from  the  first  census  up  to  about  1880  there  was  a constant  rate  of  increase.  From 
1880  to  date,  the  curvature  is  in  a downward  direction  which  should  result  in  a horizontal  line  or  zero  rate  of 
increase.  It  could  even  reach  a negative  rate  of  increase  which  would  result  in  a declining  population. 


which  his  subject  matter  is  so  nakedly  vulnerable. 
The  following  is  a repudiation  of  some  of  the  articles’ 
more  obvious  fallacies. 

I.  “Planning  to  prevent  over-population  of  the 
earth  must  include  the  practice  of  euthanasia 
either  negative  or  positive”  is  based  on  myth. 
Because  the  author  did  not  have  the  correct 
information  on  the  population  trend  in  our 
nation  from  its  beginning,  he  did  not  know 
that  in  this  country  as  well  as  in  some  others 
the  growth  trend  is  on  the  decline.  Refer  to  the 
semilogarithmic  projection  of  population 
growth  prepared  by  the  engineering  depart- 
ment of  the  Everett  Community  College  from 
the  U.S.  Bureau  of  Census  figures. 

II.  The  future  of  medicine  in  the  United  States  as 
we  have  known  it  to  date  is  indeed  bleak 
when  the  physician,  charged  with  the  respon- 
sibility for  preserving  life  and  relieving  suffer- 
ing, is  to  be  replaced  by  a woman  or  a given 
person  desiring  to  terminate  human  life  at  a 
given  point  in  time  and  place. 

III.  Again,  the  articles  err  by  distortion  . . .“Life 
began  long  before  the  ovum  becomes  ferti- 
lized; it  started  many,  many  centuries  ago.” 

I.  At  fertilization  two  halves  become  a 
whole  to  produce  a viable,  genetically  unique 
human  life  completely  programmed  and 
directed  to  grow  to  full  adult  life.  Direct 
and/or  indirect  intervention  to  terminate  this 
life  at  one,  two,  three,  four  or  any  month 


gestation  constitutes  in  any  language  murder. 

2.  The  articles  speak  of  a positive  pro- 
gram: something  we  are,  and  what  we  hope 
to  be.  Yet,  they  ignore  the  frame  of  reference 
to  that  state  of  being  which  finds  precedence 
in  the  minds  of  many  in  the  teachings  that 
relate  health  to  identity  and  the  birth  of  a 
child  to  its  Creator. 

IV.  To  follow  the  articles’  ideas  and  suggestions, 
which  are  in  fashion  in  some  circles  these 
days,  would  require  a new  act  of  faith  from  us. 
This  faith  must  accept  as  gospel  that  solution 
in  these  problems  belongs  to  education.  What 
is  new  are  the  vast  powers  of  respectability 
accorded  by  the  naive  to  this  type  of 
“science.”  This  “science”  loses  no  time  in  pre- 
senting hypotheses  as  if  they  were  demon- 
strated fact  or  reality.  There  is  no  authority, 
scientific  or  otherwise,  that  can  predict  with 
reality  the  shape  of  things  to  come.  As  long  as 
science  remains  what  it  is  supposed  to  be,  a 
discourse  about  experimental  data  and  experi- 
mentally verifiable  statements,  sheer  conjec- 
tures should  never  be  vested  with  the  aura  of 
scientific  respectability. 

V.  The  articles  imply  a belief  in  high  quality 
health  care  and  education,  yet  with  impunity 
the  individual,  the  family  and  society  are 
fragmented.  The  author  talks  about  a whole 
health  approach  by  involving  a cooperatively 
coordinated  wide  base  of  expertise,  and  yet 


643 

Northwest  Medicine,  September,  1970 


he  says,  “We  doubtless  will  not  get  support 
from  all  religious  groups  and  it  would  be  best 
not  to  force  these  and  other  disagreeing 
groups  to  conform  unless  non-conformity 
would  affect  society  or  significant  segments 
of  it  adversely.”  To  promote  such  an  approach 
is  schizophrenic.  This  “science”  becomes 
vicious  as  it  tries  to  assume  the  omnipotent 
role. 

One  finds  it  difficult  to  pen  this  letter  in  the  pre- 
sence of  nausea  which  has  been  overwhelming  since 
opening  the  July  1970  issue  of  northwest  medicine 
and  reading  the  above  articles  which  promote  feti- 
cide, genocide  — race  suicide. 

DANIEL  A.  LAGOZZINO,  M.D. 

Commendable  Hope  — 

Unrealistic  Expectation 

Spokane,  Washington 

Editor,  NORTHsvEST  medicine: 

The  July  issue  of  nortitwest  medicinte  presented 
a timely  and  good  collection  of  thought  in  its  editorial 
and  two  original  articles  dealing  with  the  problems 
of  euthanasia,  fertility  control,  abortion,  and  the  mat- 
ter of  limitation  of  life.  To  those  readers  who  missed 
them,  I commend  them  to  their  attention. 

I must  take  issue  with  some  of  the  information  in 
the  box  on  page  499  prefacing  the  poll  on  abortion 
taken  bv  the  author.  The  matter  of  the  5,000-10,000 
deaths  from  abortion  per  year  requires  some  updating. 
Tietze,  in  1969  commented  on  them  as  follows:  “Some 
thirtv  years  ago  it  was  judged  that  such  deaths  might 
number  5,000-10,000  per  year,  but  this  rate,  even  if 
it  were  approximately  correct  at  the  time,  cannot  be 
anywhere  near  the  true  rate”  (for  today).  “The  Na- 
tional Center  for  Health  Statistics  listed  235  deaths 
from  abortion  in  1965.  Total  mortalitv  from  illegal 
abortions  was  undoubtedly  larger  than  that  figure, 
but  in  all  likelihood  it  was  under  1,000.” 

Hellegers,  in  1967  comments  “Furthermore,  exam- 
ining the  figure  of  5,000-10,000  deaths,  I can  say,  un- 
equivocally, that  it  is  wrong  ...  It  would  be  reason- 
able to  assume  that  the  annual  number  of  deaths  due 
to  illegal  abortions  todav  might  be  on  the  general 
order  of  800  or  so  at  the  most.” 

The  further  statement  “Below  is  listed  a proposed 
law  that  ...  is  strongly  endorsed  by  the  Washington 
State  Medical  Association.”  is,  in  my  opinion,  mis- 
leading. A brief  historical  sketch  will  let  the  reader 
draw  his  own  conclusions.  On  pages  175-6  of  the 
WSMA  delegates  handbook  for  1968,  it  will  be  seen 
that  the  Citizens  Abortion  Discussion  Group  and  the 


WSMA  Ad  Hoc  Committee  on  Abortion  and  Sterili- 
zation recommended  that  the  WSMA  support  passage 
of  a law  such  as  the  author  described  in  his  poll  pre- 
face. 

This  committee  report,  at  the  1968  WSMA  con- 
vention, was  referred  to  Reference  Committee  C 
where  it  was  debated  at  length.  The  Reference  Com- 
mittee modified  the  Ad  Hoc  Committee’s  recommen- 
dations. It  did  not  recommend  support  of  the  law 
proposed  by  the  Citizens’  Abortion  Discussion  Group 
but  did  recommend  it  be  considered.  The  wording 
from  the  minutes  follows:  “The  Washington  State 
Medical  Association  supports  reform  of  the  current 
laws  relative  to  abortion  in  the  State  of  Washington 
and  recommends  for  consideration  the  law  as  pro- 
posed by  the  Citizens’  Abortion  Discussion  Group  . . .” 
The  recommendations  of  the  Reference  Committee 
were  in  due  course  presented  to  the  House  of  Dele- 
gates where  further  debate  ensued.  There  were  those 
who  wanted  to  strike  the  recommendation  to  consider 
the  proposed  law  at  all.  During  the  course  of  the  de- 
bate, it  was  pointed  out  to  them  that  this  action  did 
not  indicate  support  of  the  proposed  law,  but  merely 
indicated  that  it  was  entitled  to  be  considered.  It  was 
voted  on  and  Reference  Committee  C’s  recommenda- 
tion was  adopted.  Though  this  vote  deleted  the  re- 
quested support  for  the  proposed  law  as  sought  by  the 
Ad  Hoc  Committee,  the  proponents  of  the  law  have 
ever  since  ignored  that  point  and  have  maintained 
that  by  voting  to  support  reform,  the  WSMA  in  effect 
supported  the  proposed  law.  This  is  specious  reason- 
ing at  best.  The  vote  was  a voice  vote.  Some  felt  it 
passed  by  a very  narrow  margin,  if  any.  Others  sub- 
sequently wrote  the  Senators  that  it  was  passed  bv  a 
3: 1 margin. 

A subsequent  poll  of  the  WSMA  membership  the 
following  year  (1969)  was  answered  by  some  60  per- 
cent of  the  membership.  Only  52  percent  favored  the 
abortion-on-demand  tvpe  of  bill.  The  poll  thus  tended 
to  confirm  the  narrow  margin  voice  vote,  contradicted 
the  3: 1 margin  report,  and  could  in  no  wav  indicate 
the  proposed  law  was  stronglv  endorsed  bv  the 
WSMA. 

One  cannot  do  general  practice  including  obstet- 
rics as  I have  for  over  thirty  years  and  not  be  aware 
of  the  manv  pitiful  circumstances  that  exist  in  all 
phases  of  life.  One  can’t  be  blind  to  the  shortcomings 
of  people  as  well  as  the  occasional  shortcomings  of  the 
law.  The  root  problem  is  not  the  unwanted  child  but 
the  irresponsible  parents  who  produce  him.  It  is  not 
law  or  lack  of  law,  it  is  human  frailty  of  immature, 
irresponsible  adults.  You  can’t  make  people  more 
responsible  by  passing  permissive  laws  which  merely 
make  it  easy  for  someone  else  to  dispose  of  the  pro- 
ducts of  sexual  irresponsibility. 

The  proponents  of  abortion-on-demand  have  stated 
that  it  is  their  hope  and  expectation  that  with  easily 

continued  on  page  646 
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Lchrocidin  Tablets  and  Syrup 

itracycline  HCl— Antihistamine— Analgesic  Compound 

:h  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg,;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


. HROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
per  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
tients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 


tracycline  HCl  125  mg.;  Phenacetin  120 

niraindications:  Hypersensitivity  to  any 
nponent, 

irning:  In  renal  impairment,  since  liver  tox- 
y is  possible,  lower  doses  are  indicated;  dur- 
: prolonged  therapy  consider  serum  level 
erminations.  Photodynamic  reaction  to  sun- 
ht  may  occur  in  hypersensitive  persons, 
atosensitive  individuals  should  avoid  expo- 
e;  discontinue  treatment  if  skin  discomfort 
;urs. 

tcautions:  Drowsiness,  anorexia,  slight  gas- 
: distress  can  occur.  In  excessive  drowsi- 
.s,  consider  longer  dosage  intervals.  Persons 


mg.;  Salicylamide  150  mg.;  Ascorbic  Acii 

on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions;  Caitrcii/j/ej/i/ia/— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


(C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  dose-related  rise  in 

BUN.  H ypersensiiiviiy  reaciions—UTlicaria, 
angioneurotic  edema,  anaphylaxis.  IntracranUd 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 

anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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correspondence  continued  from  page  644 

obtained  abortion,  counselling,  and  contraceptives 
that  abortions  will  dwindle  in  number  in  favor  of  con- 
traceptives. This  is  a commendable  hope  but  an  un- 
realistic expectation.  That  road  has  been  trod  before 
by  people  no  less  human  than  we,  those  in  Eastern 
Europe.  In  none  of  those  countries  which  radically 
liberalized  abortion  some  years  ago  was  abortion 
considered  a desirable  means  of  birth  control.  Their 
expectation  was  that  with  education,  abortion  would 
be  replaced  in  large  measure  by  contraception.  After 
some  10  years  the  statistics  show  that  this  hasn’t  hap- 
pened. They  suggest  that  for  many  Hungarian  women 
abortion  has  replaced  contraception  as  a means  of 
birth  control. 

If  the  present  abortion  problem  is  to  be  solved,  it 
will  be  through  efforts  to  make  mankind  more  re- 
sponsible about  his  sexualitv  and  not  through  abor- 
tion-on-demand which  merely  encourages  his  ir- 
responsibilitv. 

Sincerely, 

A.  BRUCE  BAKER,  M.D. 


Its  Own  Unique  Genetic  Pattern 

Tenino,  Washington 

Editor,  NORTHWEST  medicine; 

“Qualitative  and  Quantitative  Problems  in  Gener- 
ation” by  Robert  H.  Williams,  M.D.,  northwest 
MEDICINE,  July,  1970,  offers  an  objective  evaluation 
by  a qualified  educator  of  the  opinions  of  a select 
group  of  physicians  on  abortion  reform,  but  the  three 
questions  on  abortion  are  preceded  by  a paragraph 
suggesting  to  the  responder  that  his  logical  answer 
would  be  “Yes”  to  all  three  questions.  Isn’t  this  a 
rather  unique  way  of  conducting  a questionnaire? 
The  paragraph  makes  an  estimate  of  one  million 
illegal  abortions  in  the  U.S.A.  per  year,  supporting 
this  exaggerated  figure  with  such  precise  documen- 
tation as  “estimates  reported  in  the  literature.” 

Certainly  sperm  and  ova  are  alive;  so  are  white 
blood  cells,  but  nobody  thinks  of  them  as  human 
beings.  A fertilized  ovum,  on  the  other  hand,  is  an 
individual  human  organism  with  a full  complement 
of  chromosomes,  its  own  unique  genetic  pattern,  and 
its  own  right  to  life,  needing  only  a few  weeks  in  a 
proper  uterine  environment  to  become  what  even 
Dr.  Williams  would  acknowledge  to  be  a human 
being. 

Dr.  Williams’  blueprint  for  the  elim.ination  of  those 
lives  he  considers  to  be  meaningless  is  reminiscent  of 
the  ideas  of  another  authority  on  selective  depopula- 
tion, Adolph  Hitler. 

Sincerely, 

RALPH  H.  FOSTER,  M.D. 


Relevant  Citations  Quickly 

Seattle,  Washington 

Editor,  northwest  medicine; 

The  Pacific  Northwest  Regional  Health  Sciences 
Library  at  the  University  of  Washington  is  pleased  to 
offer  its  users  AIM-TWX,  a new  on-line  biblio- 
graphic service.  The  AIM-TWX  Experimental  Serv- 
ice has  been  developed  by  the  Lister  Hill  National 
Center  for  Biomedical  Communications  of  the  Na- 
tional Library  of  Medicine  to  give  direct  access  to  the 
data  base  of  the  Abridged  Index  Medicus,  from  1966 
to  date. 

By  means  of  TWX,  we  can  query  a time-sharing 
computer  at  Santa  Monica,  California,  for  citations  to 
the  literature  covered  by  the  clinically  oriented 
Abridged  Index  Medicus.  The  references  are  from 
the  100  most-used  English-language  biomedical 
journals,  and  are  derived  from  the  much  larger 
MEDLARS  files  (over  1,000,000  citations). 

Since  the  data  base  is  limited  to  100,000  citations 
the  number  of  references  received  is  usually  small. 
The  service  is  intended  to  serve  the  needs  of  practi- 
tioners and  other  health-related  personnel  who  want 
to  receive  a few  relevant  citations  quickly.  The  full 
articles  may  then  be  located  by  the  requesters  at  the 
nearest  hospital  library  or  the  Pacific  Northwest 
Regional  Health  Sciences  Library  itself,  either  direct- 
ly or  by  interlibrary  loan. 

The  Pacific  Northwest  Regional  Health  Sciences 
Library  has  access  to  the  AIM-TWX  system  daily 
from  8;00  a.m.  to  12;00  noon.  We  invite  reference 
questions  from  the  readers  of  northwest  medicine. 
These  requests  will  not  only  give  us  the  opportunity 
to  serve  the  medical  community  in  a new  way,  but 
will  provide  material  for  our  evaluation  of  the  system. 

If  your  request  appears  to  us  to  lend  itself  more 
readilv  to  the  use  of  MEDLARS,  which  now  requires 
about  two  weeks  for  reply,  we  would  like  to  know 
whether  you  could  wait  that  length  of  time.  Other 
questions  that  do  not  fall  within  the  capabilities  of 
AIM-TWX  will  be  referred  to  the  Regional  Reference 
Librarian,  Carole  Stock. 

Please  send  your  requests  to;  Nancy  Blase  or 
Dorice  Des  Chene,  MEDLARS  Center,  Pacific 
Northwest  Regional  Health  Sciences  Library,  Univer- 
sity of  Washington,  Seattle,  Washington,  98105,  or 
call  543-5530. 

GERALD  j.  OPPENHEIMER,  Director 

Pacific  Northwest  Regional 
Health  Sciences  Library 

Indian  Tuberculosis  Rate  Deplored 

Seattle,  Washington 

Editor,  NORTHWEST  medicine; 

Your  readers  might  be  interested  in  the  petition 
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copied  below.  A number  of  us  in  the  Divisions  of 
Infectious  Disease  and  Pulmonary  Disease  at  the 
University  of  Washington  have  become  concerned 
over  the  high  incidence  of  tuberculosis  among 
Indians,  and  have  signed  a petition  urging  a recon- 
sideration of  the  use  of  BCG  vaccine  in  this  popula- 
tion. The  letter  has  been  sent  to  the  Surgeon  General, 
U.S.  Public  Health  Service,  Center  for  Disease  Con- 
trol, Bureau  of  Indian  Affairs,  and  the  Washington 
State  Public  Health  Department. 

Yours  truly, 

ROB  ROY  MACGREGOR,  M.D. 

We  have  been  distressed  by  the  large  number  of 
cases  of  active  tuberculosis  \we  have  encountered 
amongst  the  Indian  population,  particularly  those  under 
30  years  of  age.  Here  is  an  ideal  group  for  the  use  of 
BCG,  * in  that  Indians  are  at  much  higher  risk  than 
whites  (150/100,000  versus  15/100,000), ^ and  the  dif- 
ficulties in  keeping  them  under  surveillance  are  well 
known.  We  support  and  applaud  the  success  of  the 
vigorous  Public  Health  Service  surveillance  program  for 
the  general  population,  but  feel  that  it  provides  inade- 
quate protection  for  the  Indians  and  Eskimos.  Since 
the  use  of  BCG  has  shown  a reduction  in  tuberculosis 
of  up  to  two-thirds, we  urge  the  United  States  Public 
Health  Service  to  adopt  a policy  of  surveillance  plus 
BCG  immunization  in  this  high-risk  Indian  population. 

The  Divisions  of  Infectious  Disease 
and  Pulmonary  Disease,  Department 
of  Medicine,  University  of  Washington 
School  of  Medicine 
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Certification  of  Detaii  Men 

Roanoke,  Virginia 

Editor,  NORTHWEST  medicine: 

Your  response  to  our  announcement  about  training 
and  certification  of  pharmaceutical  manufacturers’ 
representatives  was  a series  of  questions.  I shall  en- 
deavor to  answer  each  of  these  questions  as  briefly 
as  possible. 

The  Certified  Medical  Representatives  Institute 
offers  to  medical  representatives  whose  companies 


are  members  of  the  Institute  a two  and  one-half  year 
correspondence  course  in  those  fields  that  would  en- 
able the  man  to  serve  the  physician  better.  Upon  the 
successful  completion  of  this  two  and  one-half  year 
program,  the  CMR  Institute  awards  the  man  the 
CMR  designation.  This  CMR  designation  is  to  the 
pharmaceutical  industry,  then,  that  a CPA  is  to  an 
accountant  and  a CLU  to  an  insurance  underwriter. 

The  CMR  Institute  requires  that  a medical  repre- 
sentative have  had  a minimum  of  two  years  in  the 
pharmaceutical  industry  before  he  can  enter  into  the 
program.  However,  in  order  for  any  representative  to 
affiliate  with  our  Institute,  he  must  be  in  the  employ 
of  what  we  term  a member  company.  At  this  point  in 
time,  Wamer-Chilcott  Laboratories;  CIBA  Pharma- 
ceutical Company;  A.  H.  Robins  Company,  Inc.; 
Dorsey  Laboratories;  and  Syntex  Laboratories  are 
our  member  firms.  Naturally,  many  others  will  affili- 
ate as  they  see  the  recognition  and  stature  that  those 
medical  representatives  have  attained  after  the  award 
of  the  CMR  designation.  The  Institute  has  been  func- 
tioning now  for  just  three  years  and  has  graduated 
two  classes  thus  far.  Our  third  commencement  will  be 
November  of  this  year.  Edward  R.  Annis  and  John  C. 
Krantz,  Jr.,  were  our  eommencement  speakers  at  the 
first  and  second  exercises. 

Upon  entering  the  program,  a medical  repre- 
sentative begins  the  first  of  five  semesters  of  study,  all 
by  correspondence.  All  of  our  programs  were  devel- 
oped by  men  in  the  field  of  medicine  or  pharmaey  at 
recognized  schools  of  medicine  and  schools  of  phar- 
macy throughout  the  United  States.  Most  of  the  pro- 
grams are  in  the  form  of  programmed  learning 
courses. 

The  first  semester  consists  of  21  weeks  of  work  in 
History  of  the  Pharmaceutical  Industry,  Business 
Psychology  and  Human  Relations,  and  a course  in 
Medical  Terminology.  At  the  end  of  each  of  these 
five  semesters,  the  men  will  report  to  one  of  52  dif- 
ferent proctoring  centers  around  the  United  States. 
Each  of  these  proctoring  centers  is  a school  of  medi- 
cine or  a school  of  pharmacy  where  members  of  the 
faculties  at  those  sehools  administer  the  examinations 
and  return  them  to  the  CMR  Institute  for  grading. 
Because  of  the  exceptionally  fine  cooperation  of  these 
schools  of  medicine  and  schools  of  pharmacy,  our 
students  do  not  have  to  travel  ordinarily  more  than 
a few  miles  from  their  homes,  wherever  they  might 
be  in  the  United  States  and  Canada,  in  order  to  be 
examined. 

The  second  semester  consists  of  17  weeks  of  work 
in  Microbiology,  Anatomy  and  Physiology.  The  third 
semester  consists  of  21  weeks  of  work  in  Ethics  and  a 
course  in  Biochemistry.  The  fourth  semester,  the  cap- 
stone of  our  course,  consists  of  a 17  week  program  in 
Pharmacology.  The  fifth  semester  consists  of  a 21 
week  program  in  Research  Methodology  and  Evalua- 
tion, Prineiples  of  Pharmaceutical  Marketing  and 
Governmental  Regulations  concerning  the  pharma- 
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ceutical  industry.  If  for  any  reason  a man  fails  to  take 
an  examination  or  fails  to  pass  an  examination,  he  is 
given  the  opportunity  to  repeat  that  work;  however, 
he  is  placed  in  another  class  and  will,  of  course,  then 
graduate  six  months  later  than  originally  scheduled. 

The  C.MR  Institute  is  a non-profit  institute.  It  is  a 
member  institution  of  the  Association  of  Schools  of 
Allied  Health  Professions,  of  which  I am  sure  you  are 
already  ver\'  familiar.  Our  purpose  in  being  is  to 
establish  a degree  of  pride  and  professionalism  in 
those  men  who  call  on  physicians  representing  phar- 
maceutical companies.  These  men  will  be  readily  re- 
cognized because  of  their  competency  in  discussing 
not  only  the  products  that  they  are  bringing  to  the 
attention  of  the  medical  profession  but  because  of 
their  ability  to  understand  and  appreciate  the  prob- 
lems so  closely  related  to  the  utilization  of  pharma- 
ceuticals. 

The  CMR  Institute  offers  no  courses  in  sales  train- 


ing and,  therefore,  does  not  compete  in  any  sense 
with  the  individual  sales  training  programs  offered  by 
the  respective  pharmaceutical  companies.  Our  pro- 
gram enhances  that  training  that  men  receive  by 
their  own  firms. 

No  company  that  we  are  familiar  with  promises  the 
man  any  extra  reward  in  a monetary  sense  as  the  re- 
sult of  having  completed  this  course.  Our  candidates 
for  graduation  enter  into  the  course  because  they 
want  to  be  separated  from  the  mass  of  representatives 
and  have  that  extra  training  that  will  stand  them  in 
good  stead  in  the  work  they  have  elected  to  do. 

I hope  this  information  will  be  of  some  value  to 
vou. 

Sincerely, 

FRED  C.  GOLDTHORPE,  PH.  D. 


INCONSISTENT  WITH  TRUE  CHARITY 

Government  welfare  programs,  even  those  providing  temporary  relief,  are  in  complete 
opposition  to,  and  destructive  of,  acts  of  Christian  charity  and  are  totally  inconsistent 
with  Christian  tradition. 

One  of  the  fundamental  tenets  of  the  Christian  church  is  that  the  human  is  a creature 
possessing  free  will.  It  is  because  of  the  Christian  recognition  that  man  has  control  over 
his  own  will,  that  he  is  considered  responsible  for  all  of  his  actions.  (Our  system  of  juris- 
prudence is  built  upon  this  foundation.)  It  is  also  held  that  for  a Christian  to  perform  an 
act  of  charity  and  to  gain  the  spiritual  rewards  for  this  act,  it  must  be  performed  by  the 
deliberate  intent  of  the  individual.  An  act  of  charity — an  act  of  helping  those  in  need — 
can  only  be  a Christian  act  when  it  involves  the  application  of  free  will. 

It  is  the  concept  of  free  will  that  is  absent  from  all  forms  of  government  welfare. 

Thomas  L.  Johnson,  Charlottesville,  Virginia 
in  the  Freeman  April  1970 
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What  the  doctors  in  this  country 
need  is  a simple,  accurate 
lab  system  for  under  $600. 


i i 


That’s  why  we  invented  the  UNITEST  SYSTEM. 


hysicians  can’t  operate  their  offices 
'e  doctors  did  in  the  old  days. 
That's  when  the  patient  load  was 
wer  and  so  was  the  overhead,  in 
|ise  you  wanted  to  have  lab  tests 
ijrformed  right  on  the  premises, 
iiere  were  a lot  more  qualified  tech- 
icians  for  hire,  too.  Or  if  you  didn’t 
ant  the  bother  and  payroll  of  a big- 
isr  staff,  you  sent  specimens  out  to 
local  lab  or  a nearby  hospital.  Then 
)u  waited  for  results  to  return  and 
idded  the  charge  to  the  bill. 

I Problem  is,  that  way  isn’t  econom- 
: ally  feasible  any  longer.  More  so- 
Ihisticated  lab  tests  have  been  de- 
aloped  to  aid  your  diagnosis.  Fewer 
Killed  personnel  are  available.  The 
omplex  equipment  required  is  more 
ixpensive.  And  the  cost  of  space  is 
remium. 

, Somebody  had  to  solve  this  king- 
[ized  problem.  We  did. 


We  perfected  the  compact 
UNITEST  SYSTEM.  You  start  with  the 
heart  and  brains,  the  Unimeter.  It 
sells  for  below  $600.  Far  below,  in 
fact.  Then,  you  add-on  components 
you  don’t  already  own.  When  you’re 
done,  any  qualified  person  in  your 
office  can  run  14  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  He- 
moglobin, B.U.N.,  Uric  Acid  and 
Cholesterol. 


And  you  get  accurate  test  results 
faster,  often  before  the  patient  leaves. 

Yes,  the  compact  UNITEST 
SYSTEM  is  a lot  smaller  than  you’d 
expect  for  equipment  that  does  so 
much.  And  there  are  so  many  func- 
tions it  does  so  well,  you  really  owe 
it  to  yourself  to  get  more  information. 
Some  is  on  the  following  page.  The 
card  below  will  bring  you  all  of  it. 
Just  complete,  detach  and  mail. 


Gentlemen: 

I am  interested  in  receiving  more  information  about  use  of  the 
UNITEST  SYSTEM  in  my  office. 

Name 


Bio-Dynamics,  Inc. 

The  Simplifiers 

9115  Hague  Road 
Indianapolis,  Indiana  46250 


Address 


City 


State 


Zip 


Phone  No. 


The  UNITEST  SYSTEM  provides 
these  important  features: 


r 


1 

1 


The  Unimeter— The  Unimeter  250  is 
a precisely- calibrated,  solid  state 
colorimeter.  Rugged  in  design  and 
simple  to  operate,  it  has  only  three 
controls:  on-off  switch,  calibration 
control  dial  and  temperature  control 
button. 


The  Select-a-Fuge  24  — The  most 
advanced  centrifuge  In  its  category 
ever  developed  ...  a single  unit 
capable  of  performing  three  centrif- 
ugated preparations  where  at  least 
two  units  were  previously  required 
. . . and  in  the  shortest  possible  time 
for  each  specimen  involved.  The  Se- 
lect-a-Fuge  24  can  prepare  urine 
specimens  at  the  low  speed  of  4000 
rpm  ...  or  perform  uniformly  con- 


sistent serum,  plasma  and  hemato- 
crit results  at  10,000  rpm.  Other 
preparations  requiring  graduating  in- 
termediate speeds  may  also  be  con- 
ducted. Select-a-Fuge  24  does  all 
this  without  changing  equipment, 
without  adding  or  removing  parts. 


Built-in  Incubator  — The  Unimeter 
has  a convenient  built-in  incubator 
which  holds  twelve  tubes  at  a con- 
stant temperature  of  37°C.  There  is 
an  instant  push-button  temperature 
check. 


Interchangeable  Meter  Faces— The 

slip-in  meter  face  cards  with  color- 
coded  test  scales  allow  the  operator 
to  adapt  this  unit  to  a variety  of  tests 
and  to  incorporate  any  new  tests 
which  may  be  added  in  the  future. 


First  Class 
Permit  No.  4810 
Indianapolis,  Ind. 


BUSINESS  REPLY  MAIL 

No  postage  necessary  if  mailed  in  the  United  States 


Postage  will  be  paid  by 


Bio-Dynamics,  Inc. 

Box  50100 

Indianapolis,  Indiana  46250 


Push  Button  Pipetting— Automat 
Pipette  controls  critical  measur;! 
ments  precisely  with  remarkabj 
ease  and  speed.  Assures  depem 
able  results  between  operators,  m 
gardless  of  their  individual  skills,  i 


Unitube — The  optically  correc 
glass  Unitube  contains  reagent  me' 
terials.  It  also  contains  the  reactio' 
and  is  used  as  a cuvette,  when  th, 
reaction  is  complete.  After  the  resui 
is  recorded  the  Unitube  is  discardec' 
Unitube  caps  are  color-coded  fc 
each  test. 


Unitest  Kits  — Each  kit  contain 
everything  necessary  to  perform  thi' 
tests.  Everything  is  pre-measuredl 
color-coded,  sealed  against  con 
tamination  and  disposable.  Simple! 
step-by-step  Illustrated  instruction: 
are  enclosed  in  every  kit.  Kits  arc 
available  in  a variety  of  sizes. 

For  full  details, 
mail  this  card  today! 


Bio-Dynamics,  Inc. 

The  Simplifiers 


l 


How  do  you 

makea  better 
cearette? 


Here’s  how: 


Tareyton’s  activated  charcoal 
scrubs  the  smoke  to  smooth  the  taste 
the  way  no  ordinary  filter  can. 


Putl^yton’s  activated 
charcoal  filter  on  your 
cigarette,  and  you’ll  have 
a better  cigarette.  But  not 
as  good  as  aTareyton. 
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What  is  worth  doing 


In  1936  A.  E.  Smith,  professional  at 
Woolcombe,  England,  recorded  the  lowes 
golf  score  for  an  18  hole  course.  He  shot 
55  and  was  15  under  par.  The  course  at 
Woolcombe,  which  measured  4,?48  yards 
was  covered  in  4.  2,  3,  4,  2.  4,  3,  4,  3 out ! 
and  2,  3.  3.  3.  3.  2.  5.  4. 1 in.  , 


worth  doing  well 


Take  ACHROMYCIN  V,  for  example.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V;  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracyciine. 
And  every  step  in  the  production  of  ACHROMYCIN  V is 


in-house  controlled  right  in  Pearl  River. 


ACHROMYCIIi-V 

Tetracycline  HCI 

Performance  proved  in  practice 


ctiveness:  ACHROMYCIN 
acycline  is  a crystalline  broad- 
ctrum  antibiotic  which  provides 
ctive  therapeutic  activity  against 
ceptible  microorganisms. 
itraindication:  History  of 
ersensitivity  to  tetracycline. 
rning:  In  renal  impairment,  usual 
:es  may  lead  to  excessive 
:umulation  and  liver  toxicity.  Under 
:h  conditions,  lower  than  usual  doses 
indicated  and,  if  therapy  is 
ilonged,  serum  level  determinations 
y be  advisable.  Some  patients  may 
;elop  a photodynamic  reaction  to 
ural  or  artificial  sunlight.  Those  with  a 
tory  of  photosensitivity  reactions 
ould  avoid  direct  exposure  to  sunlight 
ile  under  treatment.  Discontinue  drug 
irst  evidence  of  skin  discomfort. 
acautions:  Use  may  result  in 
ergrowth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported); 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN,  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
—dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica- 
tion and  institute  appropriate  therapy. 
Average  Adult  Daify  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  f hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections 
should  continue  for  10  days,  even 
though  symptoms  have  subsided. 


LEDERLE 


LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River, 


New  York  10965 


281-0 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Concentrated  Liquid  or  Powdered 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

^ J PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


c. 

Father  of  Modern  Medicine 


Hippocrates  knew.,. 


What  every  Doctor  and  Nurse  should  know  about  Wine 


WINE  was  not  invented  by 
man.  It  was  born,  living  and 
breathing,  the  happy  result  of 
an  accidental  "marriage”  be- 
tween natural  yeasts  and  the  juices  of 
ripe  grapes  — part  of  the  very  life  prin- 
ciple itself,  a secret  first  unlocked  for 
us  by  the  genius  of  Pasteur  a little  more 
than  a century  ago. 

The  time  and  place  of  wine's  dis- 
covery by  mankind  are  lost  in  the 
obscurity  of  perhaps  a hundred  cen- 
turies. It  may  have  happened  in  pre- 
historic Persia;  or  perhaps  on  the  slopes 
of  Mt.  Ararat,  where,  as  the  Old 
Testament  tell  us,  Noah  landed,  and 
under  his  covenant  from  Yahweh  was 
inspired  to  become  a winegrower,  .^nd 
he  enjoyed  his  wine,  and  as  you  know. 
Doctor,  his  years  on  this  earth  were 
nine  hundred  and  fifty. 

Physicians  have  been  prescribing 
wine  — as  we  know  from  records  in 
ancient  Canaan  and  Cairo  — for  at 
least  5,000  years.  .And  the  immortals 
of  healing,  too,  knew  the  wisdom  of 
wine  in  therapy  — such  gods  and  god- 
desses of  health  and  healing  as  Imhotep 
of  Egypt  and  .Apollo  of  Greece  and 
Rome;  and  Asclepius  and  his  daughters 
Hygieia  and  Panacea  in  whose  names 
the  Oath  of  Hippocrates  was  sworn; 
not  to  mention  such  winewise  immor- 
tals of  science,  hygiene,  anatomy, 
medicine  and  patient  care  — born  too 
late  to  be  deified  — as  Moses.  Hippoc- 
rates, Aristotle,  Galen.  Leonardo  da 
'Vinci.  Fracastoro.  Paracelsus.  Vesalius, 


Pare,  Harvey,  Jenner,  Florence  Night- 
ingale, Pasteur,  Lister,  Osier. 

All  this  time,  wine  has  served  man 
as  a good  food  and  source  of  vitamins, 
long  before  he  knew  or  worried  about 
vitamins;  his  most  perfect  natural  bev- 
erage, next  to  milk;  together  with  bread, 
his  faithful  daily  companion  at  the 
table;  with  religion  and  music  and  phi- 
losophy, his  solace  and  joy  and  symbol; 
with  other  spices  and  age-old  herbs,  his 
palate's  delight;  with  friends,  his  pledge 
of  fellowship  and  faith;  in  his  declining 
years,  his  nurse  and  his  milk,  as  both 
Galen  and  Osier  taught;  in  strain  and 
anxiety,  his  promise  of  tranquility;  in 
convalescence,  his  aid  to  appetite  and 
hope  and  cheerfulness;  and  in  the 
gentle  hands  of  an  understanding  nurse, 
his  tender  loving  care. 

And  what  is  wine  to  you?  In  addition 
to  offering  aid  to  your  success  in  your 
profession,  is  wine  also  a daily  pleasure 
in  your  home,  a subtle  appetizer,  a 
companion  to  your  good  cooking,  good 
eating  and  good  living,  an  unforgettable 
element  in  your  hospitality  to  friends? 

We  hope  that  it  is. 

And  in  your  work?  Is  wine,  man's 
oldest  and  gentlest  tranquilizer,  aiding 
in  care  of  your  patients  in  the  many 
types  of  cases  wherein  its  effectiveness 
is  constantly  being  proven,  both  empir- 
ically and  by  solid  scientific  research? 

We  hope  that  it  is. 

Is  wine  helping  you  to  build  and  sus- 
tain morale,  to  reduce  complaints  — 
sometimes  amazingly  — in  your  pa- 


tient's home,  your  hospital  and  nursin| 
home,  as  it  is  doing  in  more  and  moi| 
care  centers  each  month,  all  across  tl 
country? 

We  hope  so. 

For  more  than  two  hundred  year 
ever  since  Father  Junipero  Serr 
brought  the  first  cuttings  of  the  vii 
vinifera  grape  to  San  Diego,  July  id 
1769,  we  have  been  dedicated  here  i 
California  to  man's  pleasure  and  goO' 
health,  good  eating  and  good  fellow 
ship.  Perhaps  you  have  visited  our  ho^ 
pitable  winelands. 

For  the  past  thirty  or  more  of  ou 
years,  we  have  also  been  dedicated  tij 
the  discovery  and  rediscovery  of  wine' 
wonderful  ways  in  therapy  and  patien 
care.  We  have  constantly  encouragcc|  i 
worldwide  scientific  research  to  thi 
end. 

The  latest  findings  of  these  studies 
gathered  to  aid  you  in  your  profession 
are  always  yours  for  the  asking,  with 
our  compliments;  and  if  you  wish 
accompanied  by  our  latest  deliciouMl 
recipes  with  wine,  and  winewi.se  hintfii 
and  ideas  for  your  family’s  own| 
pleasure. 

With  our  thanks  for  your  continued! 
interest,  we  offer  you  this  toast: 

Good  health  and  long  life  to  yourl 
patients  and  to  you.  in  the  wisdom  and' 
well-being  of  wine. 


Reading  Prescription  for:  Doctor,  Nurse,  Administrator,  Technician,  Dietician,  etc.  (Sent  free  to  members  of  the  medical  profession.) 

Circle  each  number  wanted : 1.  IVine  and  Tranquility,  a 7-page  reprint  by  Salvatore  P Lucia. 
M.D.  2.  The  Use  of  Wine  in  Hospitals  and  Nursing  Homes,  a panel  discussion,  especially  of 
wine  in  convalescent  and  geriatric  care,  patient  and  staff  morale.  3.  Wine  Brightens  the  Hospital 
Diet  and  the  Hospital,  reprint,  with  practical  ideas  for  use  when  installing  wine  in  hospital, 
nursing  home.  4.  Uses  of  Wine  in  Medical  Practice,  a 64-page  booklet  with  research  findings, 
summaries  of  Indications,  Contraindications  for  Wine,  bibliography.  5.  For  your  personal 
pleasure:  California  Wine  Cookery  and  Drinks  (88  recipes,  ideas).  6.  For  entertaining:  Wine 
Tasting  Party.  7.  For  your  own  “cellar":  Storage  and  Care  of  Wine  in  your  Home. 

■State Zip Please  print  your  name,  title  as  member  of  medical  profession,  address  and  zip  and  mail  to: 

DEPART.MENT  I.-I2,  WINE  ADVISORY  HOARD,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103 


Name 

Title 

Address 
City 


Letter  to  The  Commissioner 


Charles  C.  Edwards,  M.D. 

Commissioner 

Food  and  Drug  Administration 
Washington,  D.C.  20204 

Dear  Dr.  Edwards: 

Report  in  Advertising  Age,  July  27,  indicates 
vour  interest  in  studying  the  effect  of  phar- 
maceutical advertising.  The  report  says  you  wish 
to  know  “how  doctors  value  medical  advertising.” 
Since  we,  and  others,  have  done  some  checking 
on  physician  ohser\  ance  of  advertisements,  I be- 
lieve your  research  project  may  become  one  of 
rediscoveiw  rather  than  an  exploration  of  new 
ground.  Pharmaceutical  advertising  is  effective  — 
but  not  quite  in  the  way  it  is  envisioned  by  those 
unfamiliar  with  the  practice  of  medicine. 

One  of  the  interesting  facets  of  vour  proposed 
study  is  the  fact  that  vou  will  not  get  the  most 
accurate  answers  through  direct  approach  to  phy- 
sicians. You  will  find  that  almost  everv  physician 
will  stoutlv  declare  that  he  never  reads  the  ads. 
The  fact  is  contrarv.  They  do.  But  they  read  se- 
lective! v. 

If  you  do  conduct  the  study,  I should  like  to 
suggest  that  vou  seek  information  from  members 
of  the  group  most  likelv  to  have  the  best  under- 
standing of  the  role  of  pharmaceutical  advertis- 
ing— the  nation’s  medical  editors.  Perhaps  the 
most  knowledgeable  of  the  group  would  be  the 
editors  of  the  state  medical  journals  because  thev 
are  much  closer  than  others  to  physicians  who 
practice.  They  know,  even  better  than  those  in 
the  advertising  business,  what  phvsicians  read 
and  what  they  don’t  read. 

Most  revealing  information  on  phvsician  use 
of  advertising  was  turned  up  a good  manv  vears 
ago  by  staff  of  one  of  the  throwaways.  I’m  con- 
vinced that  the  infonnation  is  just  as  valid  todav 
as  it  was  then.  And  due  to  the  practice  pressure 
to  which  physicians  are  being  subjected,  it  may 
be  even  more  significant  now. 

Reading  time  is  limited.  Phvsicians  have  learn- 
ed to  be  highly  selective.  They  read  only  what 
they  recognize  to  be  practical  and  helpful.  They 
would  really  not  be  verv  intelligent  if  thev  did 
otherwise.  In  skimming  a medical  journal,  the 
physician  will  look  at  most  of  the  ads  but  will  not 
see  all  of  them.  He  is  in  a search  process.  When 
he  comes  to  an  ad  for  a product  that  might  help 
with  a current  problem  he  will  read  it.  (Frankly, 


I don’t  think  he  will  read  verv  much  of  the  fine 
print  you  are  now  demanding,  but  that’s  another 
story.)  The  principle  here  doesn’t  differ  much 
from  the  way  most  of  us  treat  automobile  adver- 
tising. 

Anyone  who  has  just  purchased  a car  will  not 
see  many  advertisements  for  automobiles,  other 
than  for  those  of  the  make  just  purchased.  But  if 
the  old  crate  is  giving  trouble,  or  is  about  to  be 
turned  in,  the  automobile  ads  will  get  full  atten- 
tion. We’re  all  human. 

The  effectiveness  of  pharmaceutical  advertis- 
ing cannot  be  doubted,  but  it’s  sometimes  over- 
rated. It  is  not  the  only  route  to  change  in  phvsi- 
cian practice.  When  something  good  comes  along, 
the  word  gets  around  via  many  routes.  Adver- 
tising is  not  necessarilv  the  main  road.  It’s  a sign- 
post, as  a rule,  rather  than  the  highwav.  That  is 
why  I deplore  the  fine  print.  It’s  a waste  of  paper 
and  ink. 

An  excellent  example  of  rapid  dissemination  of 
information  about  a product  is  the  storv  of  what 
happened  with  RhoGam.  A studv  in  this  area  re- 
vealed that  88  percent  of  the  women  at  risk  had 
been  given  the  material  within  three  months  of 
its  introduction.  No  single  route  could  have  ac- 
complished that  feat.  I’m  enclosing  tear  sheets  of 
the  editorial  we  published  on  this  subject,  Feb- 
ruarv,  1969. 

I should  like  to  remind  you  that  advertising  is 
simply  a reminder.  Tliat’s  what  it  always  has 
been  and  what  it  will  always  be.  And  I should 
like  to  state,  emphatically,  that  physicians  cannot 
be  manipulated  by  any  kind  of  advertising.  Thev 
like  to  have  useful  products  brought  to  their  at- 
tention but  they  can  take  it  from  there.  Anvone 
who  doesn’t  understand  that,  doesn’t  have  much 
faith  in  the  profession. 

If  your  research  is  really  well  done,  I think  vou 
will  only  rediscover  what  manv  of  us  have  known 
all  along.  Advertising  is  effective  — if  it  is  pre- 
pared for  phvsicians  who  are  too  busv  to  read 
everything. 

Sincerely, 

Herbert  L.  Hartley,  M.D. 

Editor 

The  above  letter,  with  the  enclosure  noted,  was  mail- 
ed August  4,  1970.  Any  reply  from  the  Commissioner 
will  be  published  in  a subsequent  issue.  Ed 
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When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  ilosone"^ 

Erythromycin  Estolate 


airecteo,  eacn  cc. 
will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc. 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule®'  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


900761 
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Pain,  Emotion  and  a 
Rationale  for  Therapy 

JAMES  O.  RANEY, M.D.,  Seattle,  Washington 


Most  physicians  and  medical 
writers  acknowledge  the 
role  of  the  emotions  in  pain  syn- 
dromes with  a passing  mention 
or  as  an  afterthought.  The  em- 
phasis is  then  placed  upon  meth- 
ods of  organic  diagnosis  and  re- 
lief of  the  organic  causative 
factors.  The  experience  of  pain 
is  not  viewed  as  an  emotion  in 
itself.  Typically,  the  physician 
is  unaware  or  only  intuitively 
aware  of  the  significance  of  not 
only  the  emotional  factors  in  his 
patient’s  illness,  but  also  is  una- 
ware of  the  significance  of  his 
relationship  with  the  patient. 
Should  the  treatment  fail  to  pro- 
gress as  expected,  the  diagnosis 
and  therapy  need  review.  The 
complexity  of  the  patient’s  life 
and  his  personal  characteristics 
should  be  a part  of  the  review. 
Where  the  physician  fits  in  the 
life  and  emotional  characteris- 
tics of  his  patient  is  also  impor- 
tant. The  latter  is  difficult  and 
requires  self  observation  by  the 
doctor  and  is  rarely  systematic- 
ally explored.  Emotional  factors 
in  pain,  the  physician’s  role,  and 
how  his  relationship  can  be  used 
will  be  discussed  in  the  follow- 
ing paragraphs. 

pain  is  subjective 

Before  looking  into  the  sig- 
nificance of  the  physician- 
patient  relationship  in  the  treat- 
ment of  pain,  it  would  be  well  to 
consider  briefly  the  experience 
of  pain  itself.  In  all  cases  pain  is 
a subjective  experience.  In  dif- 
ferent and  sometimes  the  same 
patients,  almost  any  condition 
can  result  in  pain  that  ranges 
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from  slight  and  tolerable  to  over- 
whelming and  incapacitating. 
Although  there  appear  to  be 
certain  characteristics  of  pain 
associated  with  most  varieties 
of  painful  illnesses  or  injuries, 
the  degree  of  tolerance  to  the 
pain  varies  immensely  accord- 
ing to  the  conditions  and  the 
personality  of  the  patient.  The 
actual  experience  of  pain  is  dif- 
ficult to  determine.  The  extent  of 
pain  is  customarily  estimated  by 
measurements  of  suffering.  The 
patient  winces,  writhes,  with- 
draws, or  verbally  describes  the 
pain.  These  measures  are  rough 
estimates,  not  of  the  actual  ex- 
perience, but  more  closely  of  the 
degree  of  suffering  or  distress. 
The  suffering  depends  upon  the 
meaning  or  significance  of  the 
pain  to  the  patient.  As  in  the  fol- 
lowing example,  as  simple  a 
factor  as  the  location  of  the  pain 
may  influence  the  reaction. 

CASE  REPORTS 

Case  1.  This  patient  suffered 
several  years  of  severe,  often  in- 
capacitating pain  behind  and  above 
her  eyes.  The  pain  was  present 
most  of  the  time  with  frequent 
severe  exacerbations  lasting  several 
days.  She  was  stoic  and  did  not  let 
the  pain  interfere  with  her  activi- 
ties except  when  it  was  at  its  peak. 
Then  she  would  retire,  cancel  her 
social  obligations,  and  perform  only 
minimal  household  duties.  She 
stated  that  if  the  same  pain  were 
present  in  an  extremity,  she  would 
find  it  unpleasant  but  probably 
tolerable  and  never  incapacitating. 

Practically  speaking,  painful 
processes  that  are  obvious  and 
can  be  readily  treated  need  not 
be  considered  here.  In  such 
cases  because  the  treatment  re- 
sults in  a return  of  function  and 
relief  of  pain,  the  emotional 
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components  and  the  role  of  the 
physician  do  not  become  factors 
in  the  evaluation. 

emotional  factors  grow  with  time 

If  the  painful  process  contin- 
ues or  is  prolonged  for  whatever 
reason,  emotional  factors  be- 
come increasingly  important. 
The  longer  the  pain  exists,  the 
more  influential  become  the  re- 
sponses of  the  environment  to 
the  outward  manifestations  of 
the  patient’s  suffering.  His  mem- 
ories, previous  experiences,  anx- 
ieties, the  important  people  in 
his  life,  and  his  prior  coping 
mechanisms  become  more  im- 
portant. As  the  pain  continues, 
the  outward  manifestations  may 
change  because  of  these  influ- 
ences, complicating  the  clinical 
picture.  The  patient  may  in  fact 
experience  subjective  changes 
in  his  experience  of  the  pain  that 
are  unrelated  to  the  organic  ill- 
ness. 

At  this  time  the  physician 
must  take  into  account  the  per- 
sonality of  the  patient  and  his 
life  setting.  Further  procedures, 
especially  surgical,  must  be 
weighed  with  great  caution.  The 
clinical  picture,  while  apparent- 
ly clear,  is  much  more  likely  to 
be  obscured  by  the  increasingly 
important  mental  interactions. 

the  problem  patient 

Unfortunately,  there  are  few 
certain  methods  of  recognizing 
the  problem  pain  patient  before- 
hand. At  times,  clear  interrela- 
tionships between  the  experi- 
ence and  life  events  can  be  seen. 

Case  2.  A middle-aged  woman  had 
an  unpleasant  but  tolerable,  steady, 
localized  pain  in  her  left  mandible 
for  17  years.  One  year  before  visit- 


ing  the  Pain  Clinic,  the  pain  be- 
came more  generalized  and  severe 
with  no  apparent  physical  reason. 
At  about  the  same  time  her  hus- 
band, whose  work  for  all  of  their 
marriage  had  taken  him  away  from 
home  most  of  the  time,  had  chang- 
ed his  work.  For  the  past  year  he 
was  home  every  night.  She  ac- 
knowledged that  this  arrangement 
“had  its  inconveniences.” 

Sometimes  the  painful  pro- 
cess and  emotional  state  are 
clearlv  interrelated.  The  clarity 
often  occurs  after  treatment  pro- 
cedures that  cannot  be  undone. 

Case  3.  A housewife  in  her  late 
30’s  had  flank  pain  for  two  to  three 
years.  A surgical  procedure  was 
followed  bv  relief  of  pain.  When 
she  was  pain  free,  she  was  aware 
of  a deep  and  puzzling  depression. 
She  was  able  to  see  that  she  had 
guilt  feelings  about  her  annovance 
at  her  demanding,  seeminglv-sick, 
clinging  mother,  .\fter  four  months 
of  no  pain,  she  developed  sharji 
pain  in  her  neck  with  sensorv 
changes  in  her  arms.  Despite  the 
pain  and  incapacitation,  her  spirits 
immediatelv  lifted.  Although  she 
regretted  her  inabilitv  to  care  for 
her  familv,  she  was  unable  to  meet 
her  mother’s  petulant  demands. 
The  guilt  was  gone  because  she 
had  a good  reason  for  escaping  re- 
sponsibility 

transfer  of  resentment 

The  phvsician  can  become  a 
part  of  the  comple.x  rather  than 
the  agent  of  the  cure. 

Case  4.  A 50  vear  old  man  de- 
scribed six  months  of  severe  steady 
pain  in  a dermatome  following  an 
attack  of  herpes  zoster.  The  appear- 
ance, habitus,  and  degree  of  func- 
tional impairment  did  not  seem  to 
fit  the  description  of  the  severity 
of  the  pain.  By  his  account,  his 
phvsician  was  a personal  friend  and 
one  of  the  best  in  the  area.  The  pa- 
tient had  received  many  samples  of 
tranquilizers  and  analgesics.  He 
said  his  doctor  had  called  in  25 
consultants.  The  contrast  between 
the  reverence  for  his  doctor  and 
his  lack  of  improvement  was  strik- 
ing. He  described  his  father  in  simi- 


lar terms.  His  father  had  been 
chronically  ill,  and  the  patient  was 
required  to  support  the  family  from 
the  age  of  14.  The  father  limped 
from  an  old  and  fabled  infection  on 
the  same  side  as  the  patient’s  pain. 

In  the  above  case  the  pain 
permitted  the  patient  to  re-enact 
the  old  parental  relationship 
with  some  improxements  but  at 
great  cost.  He  could  gain  the 
gifts  (pills  and  therapv)  from  the 
doctor  that  he  missed  from  his 
father.  He  could  defy  and  punish 
the  doctor,  which  he  could  not 
do  to  his  father,  by  not  improx  - 
ing.  He  could  also  become  like 
his  father,  dexelop  a similar  ill- 
ness, and  give  up  his  responsi- 
bilities, much  as  his  father  had. 

Case  5.  A xx’oman  in  her  40’s 
xvas  troublesome  to  her  phvsicians 
because  of  her  anger,  failure  to  fol- 
loxv  adxice,  and  continued  sexere 
pain  in  one  of  her  joints.  She  tend- 
ed to  delax’  treatment  and  then 
called  the  doctor  neglectful  and 
incompetent.  Shortlx'  after  a surgi- 
cal procedure,  she  used  the  limb 
strenuouslv  xvith  resultant  severe 
pain.  As  a child,  she  xvould  “stand 
up”  to  her  abusix'e  aleoholic  father, 
thus  ax'oiding  his  abuse,  but  in  later 
x ears  gaining  his  respect  as  xx  ell  as 
many  gifts  from  him.  Sh'*  was  a self 
sacrificing  xvoman  xx'ho  maintained 
her  self  esteem  by  doing  for  others. 
She  repeated  the  relationship  xvith 
her  father  xvith  her  doetors.  She 
could  both  receix  e gifts  from  them 
and  also  “stand  up”  to  them  by 
finding  fault  xvith  them  and  not 
getting  xvell. 

None  of  the  cases  mentioned 
had  strictly  “psychogenic  pain.” 
This  is  true  of  most  complex  pain 
syndromes.  Modern  conxersion 
pain  is  almost  alxvays  superim- 
posed upon  another  illness.  Pain 
becomes  complicated  xvhen  it 
serx  es  other  purposes  than  just 
notifx  ing  the  organism  of  an  in- 
jury or  illness.  Pain  can  take  the 
place  of  other  feelings  such  as 
depression,  longing,  anxiety, 
anger,  and  affection.* 
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People  xvho  in  their  early  life 
have  had  normal  feelings  squel- 
ched or  associated  xvith  un- 
pleasant experiences  may  form 
alternatix  e xvays  of  gaining  the 
pleasures  and  coping  xvith  the 
displeasures  of  life.  The  alter- 
natixe methods  are  usually  less 
satisfactory.  In  addition  to  cop- 
ing xvith  current  experiences, 
these  alternatixe  methods  must 
be  employed  to  keep  in  check 
the  feelings  that  have  become 
unacceptable.  The  mechanisms 
are  therein’  more  easilx’  oxer- 
xvhelmed  or  xveakened.  \\’hen 
this  happens  or  threatens  to  hap- 
pen, still  other  even  less  func- 
tional mechanisms  must  be  em- 
ployed. These  include  mental 
illness,  an  accident,  a physical 
disease,  a psychosomatic  con- 
dition, or  a painful  condition. 

psychogenic  pain  may  need 
somatic  treatment 

The  majority  of  patients  xvho 
utilize  somatic  means  to  deal 
xx’ith  failures  in  their  usual  cop- 
ing mechanisms  seem  to  require 
somatic  methods  of  treatment. 
Thex'  are  poorlx’  able  to  use  the 
verbal  and  interactional  meth- 
ods of  psychotherapy.  Thex'  x iexx’ 
the  psychiatrist  as  a threat  to  the 
stability  that  has  been  achieved 
bx’  the  somatic  alternatix  e mech- 
anism. In  addition,  since  the 
condition  has  both  organic  and 
psychic  components,  a combined 
approach  is  best.  If  the  patient 
is  fortunate  enough  to  haxe  a 
regular  doctor,  his  complex  pain 
problem  is  usually  best  treated 
bv  that  doctor.  Other  specialists 
can  be  used  as  consultants.  A 
psx’chiatrist  is  more  acceptable 
to  the  patient  xvhen  he  appears 
as  a consultant.  It  is  incumbent 
upon  the  consultants  to  act 
strictly  as  consultants  and  rein- 
force the  responsibility  and  cap- 
ability of  the  primary  phvsician 
to  carrx  out  and  manage  the 


treatment.  Referral  to  another 
doctor  must  not  be  viewed  by 
the  patient  as  abandonment  or 
that  his  doctor  has  given  up 
hope  (i.e.,  his  pain  problem  is 
hopeless). 

someone  to  lean  on 

A complex  pain  problem  can 
be  viewed  as  in  part  the  way  in 
which  the  patient  is  coping  with 
an  overwhelming  aspect  of  his 
life. 2 It  can  be  that  he  is  unsuc- 


cessfully coping  with  growing 
old,  losing  sexual  potency,  alien- 
ation of  loved  ones,  or  many 
other  problems.^  From  this  view, 
the  continuing  interest  and 
steady  treatment  by  one  phy- 
sician makes  sense  even  in  the 
face  of  seemingly  poor  progress 
and  continuing  complaints  of 
pain  and  suffering.  The  pain 
may  be  the  best  alternative  to 
something  worse.  The  presence 
and  unflagging  interest  of  the 


physician  may  shore  up  the  cop- 
ing mechanisms  that  the  pain 
replaces.  Because  the  physician 
is  interested  and  has  remained 
hopeful,  the  pain  can  become 
less  important  and  may  remit. 
At  least  it  may  not  become  more 
severe. ‘‘,5  Last  and  not  least,  a 
consultation  can  aid  the  physi- 
cian to  maintain  his  hopeful 
attitude  and  interest. 

Dept.  Psychiatry  Univ.  Hospital 
(98105) 
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Current  Concepts  of  the 
Pain  Process 

JOHN  J.  B O N I C A,  M.  D.,  Seattle,  Washington 


Study  of  the  nature  of  pain  has 
consumed  the  interest  and  ef- 
forts of  many  philo.sophers  and 
scientists  for  centures.  Aristotle 
considered  pain  a state  of  feel- 
ing, the  experience  antithetic  to 
pleasure  and  the  epitome  of  un- 
pleasantness. This  concept  was 
accepted  until  the  middle  of  the 
nineteenth  century  when  scien- 
tists began  to  consider  pain  as  a 
pure  (primary)  sensation  with 
its  own  specifw  receptor  organs 
and  conducting  pathways.  To- 
ward the  end  of  the  century 
there  emerged  the  concept  that 
pain  is  composed  of  the  original 
sensation  and  the  reaction  to  the 
sewsation. 


Dr.  Bonica  is  Professor  and  Chairman  of 
the  Department  of  Anesthesiology,  Univer- 
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Currently,  it  is  generally  be- 
lieved that  the  total  pain  ex- 
perience is  composed  of  the  pain 
perception  and  the  associated 
sensations,  emotional  reactions, 
affective  (feeling)  states,  and  the 
psychophysiologic  reactions 
consequent  thereto.  Reactions  to 
pain  vary  not  only  among  indivi- 
duals, but  in  the  same  individual 
at  different  times.  The  pattern 
of  reactions  depends  in  part  on 
what  the  sensation  means  to  the 
individual  in  light  of  his  past  life 
experiences,  as  well  as  his  atti- 
tude, judgment,  mood,  and  emo- 
tional status  at  the  time  pain  is 
perceived,  and  its  symbolic 
meaning  to  him.  The  presence  or 
absence  of  anxiety,  fear,  and  ap- 
prehension and  the  significance, 
seriousness,  and  importance  as- 


signed to  the  cause  of  pain  are 
also  very  important  in  deter- 
mining the  individual’s  reaction 
to  his  pain.  It  deserves  reempha- 
sis that  pain  and  the  associated 
suffering,  is,  in  the  final  analysis, 
an  emotional  phenomenon. 

neurophysiologic  aspects 

The  origin  of  pain  may  be  a 
noxious  stimulus  in  somatic  or 
visceral  structures  acting  on  the 
peripheral  part  of  the  nervous 
system,  or  it  may  originate  in 
the  central  nervous  system  and 
be  projected  to  a distant  part  of 
the  body,  as  the  pain  of  thalamic 
syndrome.  Noxious  stimulation 
of  peripheral  sensory  nerves 
may  be  provoked  by  external 
or  internal  agencies  such  as 
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trauma,  disease  or  abnormal 
function  of  an  organ,  or  through 
psychophysiologic  mechanisms 
provoked  by  emotional  prob- 
lems. Such  noxious  stimulations 
excite  sensory  nerve  endings 
(receptors)  and  thus  set  up  im- 
pulses which  are  conveyed  to 
the  neuraxis  where  they  pro- 
voke responses  or  reactions  that 
contribute  to  the  process  of 
adaptation  and  maintain  homeo- 
stasis. These  reactions  generally 
fall  into  one  of  three  classes; 

1.  Reactions  at  segmental  levels 
of  integration  (spinal  cord  and 
brainstem)  manifested  by  skele- 
tal muscle  spasm,  vasospasm, 
and  autonomic  withdrawal. 

2.  Suprasegmental  reactions  in- 
volving respiration,  circulation, 
and  autonomic  nervous  system 
responses.  3.  The  processing  of 
integration  and  interpretation  of 
the  original  sensation  (pain)  by 
the  brain. 

The  magnitude  and  the  effects 
of  the  reflex  responses  depend 
on  the  intensity,  duration,  and 
site  of  the  stimulus.  After  a brief 
stimulus  the  responses  are 
promptly  terminated  and  pain 
subsides.  With  an  intense  or  pro- 
longed stimulus,  the  responses 
persist  and  may  add  to  the  phy- 
siopathology.  Reflex  responses 
cause  alteration  of  function  of 
the  gastrointestinal  and  genito- 
urinary tracts,  bronchoconstric- 
tion,  skeletal  muscle  spasm,  and 
vasospasm.  Skeletal  muscle 
spasm  and  vasospasm  in  turn 
create  new  noxious  stimulation 
which  adds  to  the  reflex 
disturbances. 

Psijchodynamic  mechanisms 
brought  about  by  fear,  anxiety, 
psychiatric  disorders,  cultural 
influences,  strong  beliefs,  moti- 
vation and  other  feeling  states 
can  influence  pain  greatly. 
These  emotional  states  and  men- 
tal activities  influence  pain 
through  corticofugal  neural 


Fig.  1.  Schematic  diagram  of  the  gate  control  theory  of  pain  mechanisms:  L the 
large-diameter  fibers;  S,  the  small-diameter  fibers.  The  fibers  project  to  the  sub- 
stantia gelatinosa  (SG)  and  first  central  transmission  (T)  cells.  The  inhibitory  effect 
exerted  by  SG  on  the  afferent  fiber  terminals  is  increased  by  activity  in  L fibers 
and  decreased  by  activity  in  S fibers.  The  central  control  trigger  is  represented  by 
a line  running  from  the  large-fiber  system  to  the  central  control  mechanisms;  these 
mechanisms,  in  turn,  project  back  to  the  gate  control  system.  The  T cells  project 
to  the  entry  cells  of  the  action  system.  +,  Excitation;  — , Inhibition.  (Courtesy 
Melzack  and  Wald). 


mechanisms.  Such  corticofugal 
influences  acting  via  the  pyrami- 
dal and  other  central  control 
(motor)  pathways,  can  inhibit  or 
enhance  transmission  of  noxious 
impulses  at  various  levels  of  the 
neuraxis.  An  example  of  the  for- 
mer is  the  block  of  pain  during 
the  excitement  of  games  or  that 
of  war.  On  the  other  hand,  in 
many  patients  with  chronic  pain, 
underlying  emotional  problems 
contribute  through  psychophys- 
iologic mechanisms  to  the  phys- 
iopathology  and  augment  pain 
and  thus  markedly  influence  the 
operant  (voluntary)  behavior  of 
the  individual  to  the  noxious 
stimulation.  Emotional  prob- 
lems can  also  initiate,  through 
psychophysiologic  mechanisms, 
skeletal  muscle  spasm,  vaso- 
spasm, and  alteration  of  vis- 
ceral function  conducive  to 
noxious  stimulation.  Tension 
headache,  neck  and  low  back 
pain  and  peptic  ulcer  pain  are 
examples.  Finally,  environmen- 
tal consequences,  but  especially 
the  response  of  family,  friends. 


co-workers  and  physicians  can 
be  positive,  or  negative,  rein- 
forcers of  the  operant  behavior 
of  the  individual  to  his  pain. 

pain  pathways 

From  the  periphery,  noxious 
impulses  relay  via  sensoiy  neu- 
rons and  spinal  cranial  nerv  es  to 
the  neuraxis  where  they  synapse 
with  secondary  neurons  some  of 
which  form  reflex  arcs  with 
motor  nerves,  others  are  cells  of 
the  substantia  gelatinosa,  while 
still  others  are  the  transmission 
(T)  cells  whose  fibers  cross  to 
the  opposite  side  to  become  the 
lateral  spinothalamic  tract.  This 
tract,  traditionally  considered 
the  pathway  for  pain  and  tem- 
perature sensation,  terminates  in 
the  thalamus  where  it  synapses 
with  neurons  that  compose  the 
thalamocortical  radiation.  In  the 
brain  stem  this  oligosynaptic 
sensory  pathway  sends  collater- 
als into  the  reticular  formation 
which  is  composed  of  multiple 
synaptic  relays.  Noxious  im- 
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pulses  passing  via  the  spinothal- 
amic tract  are  thus  projected 
into  two  major  brain  systems: 
1.  \'ia  the  neospinothalamic 
fibers  into  the  ventrobasal  and 
posterolateral  thalamus  and  the 
somatosensory  cortex.  2.  Via 
medially  coursing  fibers  that 
comprise  the  paramedial  as- 
cending system,  into  the  reti- 
cular formation  and  medial  in- 
tralaminar thalamus  and  the 
limbic  system. 

Melzack,  Wall,  and  Casey  V 2 
have  proposed  a new  concept  of 
pain  which  is  appealing  because 
it  helps  explain  certain  peculiar 
phenomena  of  pain  and  also 
because  it  suggests  a possible 
explanation  of  how  emotions 
and  other  cerebral  processes  can 
influence  the  pain  experience. 
Figures  1,  2 and  3.  Pain,  they  say, 
is  not  due  to  neural  activity 
which  resides  exclusively  in  the 
pain  pathway,  but  rather  it  is  the 
result  of  activity  in  several  inter- 
acting neural  systems,  each  with 
its  own  specialized  function.  In 
the  spinal  cord,  impulses  evoked 
by  peripheral  stimulation  are 
transmitted  to  three  svstems:  the 
cells  in  the  substantia  gelatinosa, 
the  dorsal  column  fibers  that  pro- 
ject toward  the  brain,  and  the 
first  central  transmission  (T)  cells 
in  the  dorsal  horn.  The  substantia 
gelatinosa  functions  as  a gate 
control  system  that  modulates 
the  afferent  patterns  before  they 
influence  the  T cells.  The  affer- 
ent patterns  in  the  dorsal  column 
system  act  in  part,  at  least,  as  a 
central  control  trigger  which 
activates  selective  brain  proces- 
ses that  influence  the  modulat- 
ing properties  of  the  gate  control 
system.  The  T cells  activate 
neural  mechanisms  which  com- 
prise the  action  system  respon- 
sible for  perception  of  and  re- 
sponse to  pain.  The  signal  which 
triggers  the  action  system  re- 
sponsible for  pain  experience 


Large  Small 
Fibers  Fibers 


Fig.  2.  Schematic  diagram  of  the  anatomic  foundation  of  the  pain  theory  pro- 
posed by  Melzack,  Wall,  and  Casey.  Right,  Thalamic  and  neocortical  structures 
subserving  discriminative  capacity.  Left,  Reticular  and  limbic  system  subserving 
motivational-affective  function.  Ascending  pathways  from  the  spinal  cord  are:  1.  the 
rapidly  conducting  dorsal  column  lemniscal  and  dorsolateral  tracts  projecting  to 
the  somatosensory  thalamus  and  cortex,  and  2.  the  anterolateral  pathways  which 
project  to:  a.  the  somatosensory  thalamus  via  the  neospinothalamic  tract,  and  b. 
to  the  reticular  formation  (stippled  area),  the  limbic  midbrain  area,  and  the  medial 
thalamus  via  the  paramedial  ascending  system.  Descending  pathways  to  the  spinal 
cord  originate  in  the  somatosensory  and  associated  cortical  areas  and  in  the  reti- 
cular formation.  Polysynaptic  and  reciprocal  relations  in  limbic  and  reticular 
system  are  indicated.  (Courtesy  of  R.  Melzack,  M.D.  and  K.L.  Casey,  M.D.). 


and  response,  occurs  when  the 
output  of  the  T cells  reaches  or 
exceeds  a critical  level.  This  cri- 
tical level  of  firing  is  determined 
by  the  afferent  barrage  that  ac- 
tually impinges  on  the  T cells, 
and  has  already  undergone  mod- 
ulation by  substantia  gelatinosa 
activity.  This  in  turn  is  deter- 
mined by  a relative  balance  of 
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activity  between  large  and  small 
peripheral  fibers. 

Melzack  and  Casey  further 
suggest  that  the  “classical”  neo- 
spinothalamic projecting  system 
in  the  brain  serves  to  process  in- 
formation about  the  location  of 
peripheral  stimulation  in  space, 
in  time,  and  along  an  intensity 
continuum,  i.e.,  it  provides  sen- 


Fig.  3.  Conceptual  model  of  the  sensory,  motivational,  and  central  control  de- 
terminants of  pain.  Input  for  periphery  is  carried  by  large  (L)  and  small  (S)  peri- 
pheral fibers  to  the  spinal  cord.  The  output  of  the  T cells  of  the  gate  control  sys- 
tem projects  to  the  sensory-discriminative  system  (via  neospinothalamic  fibers)  and 
the  motivational-affective  system  (via  the  paramedial  ascending  system).  The  central 
control  trigger  (comprising  the  dorsal  column  and  dorsolateral  projection  system) 
is  represented  by  a line  running  from  the  large  fiber  system  to  central  control  pro- 
cesses; these,  in  turn,  project  back  to  the  gate  control  system,  and  to  the  sensory- 
discriminative  and  motivational-affective  system.  (Courtesy  of  R.  Melzack,  M.D.  and 


K.L.  Casey,  M.D.). 

sor\’  discriminative  information 
about  the  pain. 2 The  impulses 
transmitted  from  the  spinothal- 
amic tract  via  the  paramedial  as- 
cending svstem  activate  reticu- 
lar and  limbic  structures  which 
provoke  the  powerful  motiva- 
tional drive  and  unpleasant  ef- 
fect that  trigger  the  organism  in- 
to action.  Xeocortical  or  higher 
central  nervous  sv'stem  proces- 
ses, such  as  evaluation  of  the  in- 
put in  terms  of  past  e.xperience, 
e.xert  control  over  activity  in 
both  the  discriminative  and  mo- 
tivational svstem.  These  three 
categories  of  neural  activity 
interact  with  one  another  to 
provide  perceptual  information 
regarding  the  location,  magni- 
tude, and  spatiotemporal  prop- 
erties of  the  noxious  stimulus, 
motivational  tendency  toward 
escape  or  attack,  and  cognitive 
information  based  on  analysis  of 
multimodal  information,  past  ex- 
perience and  probabilitv  of  out- 
come of  different  response  strat- 
egies. All  three  forms  of  activity 
influence  motor  mechanisms  re- 
sponsible for  the  complex  pat- 
tern of  overt  responses  that  char- 
acterize pain. 

•According  to  Melzack  and 


Wall,  the  dorsal  column  and 
dorsolateral  projection  pathways 
act  as  a central  control  trigger. 
They  carry  precise  information 
about  the  nature  and  location  of 
the  stimulus,  and  thev  conduct 
so  rapidly  that  thev  may  not 
only  set  the  receptivity  of  corti- 
cal neurons  for  subsequent  af- 
ferent volleys  but  may,  bv  way 
of  corticofugal  fibers,  influence 
the  sensory  input  at  the  gate 
control  system  and  various  other 
levels  of  the  neuraxis.  This  rapid 
transmission  makes  it  possible 
for  the  brain  to  identify,  eval- 
uate, localize,  and  selectively 
modulate  the  sensory  input  be- 
fore the  action  system  is  acti- 
vated. 

characteristics  of  pain 

Aeute  pain  provoked  by  nox- 
ious stimulation  of  cutaneous 
structures  is  sharp  and  can  be 
accurately  localized,  while  pain 
caused  bv  lesions  in  deep  struc- 


ture is  dull,  aching  and  is  poorly 
localized.  The  pain  and  the 
associated  reactions  (muscular 
rigidity,  deep  tenderness  and 
sympathetic  dysfunctions)  re- 
sulting from  noxious  stimulation 
of  deep  tissues  are  located  at  a 
distance  from  the  lesion,  hence 
the  term  “referred  pain.”  Re- 
ferred pain  due  to  visceral  dis- 
ease has  a distribution  which  fol- 
lows known  dermatones  but 
that  of  deep  somatic  stimulation 
does  not.  However,  since  the 
location  of  the  referred  pain  and 
associated  phenomena  is  rela- 
tively constant  and  predictable, 
it  suggests  that  it  also  follows 
fixed  anatomic  pathways  which 
are  unknown  at  the  present  time. 

Chronic  pain  usually  results 
from  persistent  noxious  stimu- 
lation or  the  development  of  the 
aforementioned  vicious  circle, 
or  is  the  result  of  emotional  dis- 
orders. Regardless  of  the  cause, 
chronic  pain  produces  a pro- 
gressive physiologic  and  psycho- 
logic deterioration  which  varies 
widely  from  one  person  to  an- 
other due  to  the  aforementioned 
factors.  Chronic  pain  is  associ- 
ated with  a high  risk  of  such 
iatrogenic  complications  as  nar- 
cotic addition,  multiple  un- 
necessary operations,  and  severe 
dysfunctions  from  i m - 
proper  therapv'.  Many  of  these 
patients  go  from  one  doctor  to 
another  and  after  a period  end 
up  in  the  hands  of  quacks,  who 
often  not  only  deplete  their 
financial  resources,  but  seriously 
aggravate  the  pathology. 

Dept,  of  Anesthesiology 
University  of  Washington 
School  of  Medicine 
(98105) 
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Pain  Relief  for  the  Cancer  Patient  Through 
Selective  Radiation  Therapy 

ROBERT  G.  PARKER,  M.  D.,  Seattle,  Washington 


Pain  is  a serious  problem  for 
the  patient  with  caneer.  How- 
ever, it  is  not  a relialile  diagnos- 
tie  warning  of  limited  disease, 
and  severe  pain  is  infrequent  in 
those  patients  considered  poten- 
tially curable  bv  current  methods. 
Pain  is  a frecjuent  and  important 
symptom  for  the  patient  with 
cancer  considered  incurable  by 
current  treatment  methods.  Such 
pain,  if  uncontrolled,  may  dis- 
rupt the  remaining  life  of  an 
otherwise  functional  human. 

If  used  for  specific  clinical 
problems,  radiation  therapy  can 


Dr.  Parker  is  Professor  and  Head.  Divi- 
sion of  Therapeutic  Radiology.  Department 
of  Radiology,  University  of  Washington 
School  of  Medicine. 


be  a highly  effective  modality 
with  minimal  treatment-produc- 
ed sequelae.  Such  local  treatment 
avoids  the  side-effects  that  ac- 
company systemic  treatment  by 
narcotics,  analgesics  or  cytotoxic- 
agents. 

Radiation  therapy  results  in 
relief  of  tumor-related  pain  bv 
locally  reducing  or  destroying 
tumor.  Thus,  not  only  is  the  pain 
relieved,  but  the  cause  is  removed 
and  the  threatened  anatomical 
part  may  be  preserved.  If  this 
tumor-threatened  part  is  weight- 
bearing bone,  eve,  airw'av  or 
other  important  structure,  the 
combined  benefits  of  pain  relief 
and  functional  preservation  of  a 
body  part  cannot  be  produced 
by  any  other  treatment  method 
with  useful  consistency.  There- 


fore, because  of  high-frecjuencv 
pain  relief,  minimal  treatment- 
produced  morbidity,  and  con- 
current preservation  of  anatomic- 
part  and  function,  local  irradia- 
tion is  the  treatment  of  choice 
for  a majority  of  tumor-related 
pain  problems  in  the  human  with 
cancer. 

A common  cause  of  pain  is 
destruction  of  bone  by  metasta- 
sis. The  most  frequently  primary 
source  for  this  problem  is  car- 
cinoma of  the  breast.  This  tumor 
ultimately  is  uncontrolled  in  ap- 
proximately 60  percent  of  those 
afflicted.  Of  them,  25,000  to 
30,000  deaths  occur  annually  in 
the  U.S.  Most  patients  with  un- 
controlled breast  cancer  suffer 
the  pain  of  bony  metastasis. 
Local  irradiation  is  uniquely 


f 


Fig.  I A.  Destruction  of  femoral  neck  from  metastatic  cancer  of  the  breast.  Patient  suffered  local  pain  and  was  vulnerable 
to  fracture. 


Fig.  IB.  Remineralization  of  proximal  femur  after  local  irradiation.  Walked  without  pain  for  two  years  until  death  from 
other  cause. 
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Fig.  2A.  Back  pain  incident  to  destruction  of  lumbar  vertebrae  from  metastatic 
cancer  of  the  breast. 


Fig.  2B.  Remineralization  of  the  vertebra  in  patient  with  complete  pain  reUef 
following  local  irradiation.  Although  pain  relief  is  frequent,  remineralization  is 
infrequent. 


successful  in  this  problem,  re- 
sulting in  rapid,  complete  relief 
of  pain  in  over  90  percent  of  pa- 
tients treated.  1 For  those  patients 
with  a few  painful  sites  of  in- 
volvment  or  threatened  structur- 
al problem  from  involvment  of 
weight-bearing  bone,  local  ir- 
radiation is  the  treatment  of 
choice.  Figures  1,  2.  Such  treat- 
ment may  be  appropriate  for 
specific  problems  even  when 
rapidlv  advancing,  widespread 
involvement  requires  systemic 
cancer  treatment. 

The  first  elinically  evident 
metastasis,  appearing  after  ap- 
parentlv  successful  treatment  of 
the  primarv  tumor,  usually  re- 
quires positive  identification, 
for  this  unwelcome  development 
changes  the  problem  to  that  of 
management  of  a patient  with 
incurable  cancer.  When  this  ini- 
tial metastasis  involves  bone, 
identification  may  be  by  biopsy 
or  unequivocal  x-ray  change. 
However,  after  this  sequence  of 
bony  metastases  has  been  estab- 
lished and  the  patient  correctly 
labeled  as  incurable  from  caneer 


of  the  breast,  treatment  in  every 
following  episode  should  be  trig- 
gered by  typical  pain  even  with- 
out x-ray  change,  for  such  visual 
structural  change  may  be  de- 
layed. 

Pain  from  involvment  of  bone 
by  metastases  from  carcinoma  of 
the  bronchus,  neuroblastoma 
and  Ivmphoma  likewise  is  fre- 
quentlv  responsive  to  low  doses 
of  radiation. 

Metastases  to  bone  from  car- 
cinomas of  the  prostate,  thyroid 
and  kidney  are  frequently  re- 
sponsive to  higher  radiation  dos- 
age. In  our  recent  survey,  from 
6.5  to  75  percent  of  patients  with 
carcinomas  of  the  bronchus  and 
prostate  were  relieved  of  pain 
from  bony  metastases  for  the  dur- 
ation of  their  illness. ^ 

In  eontrast,  the  less  frequent 
bony  metastases  from  well -diff- 
erentiated carcinomas  of  the  cer- 
vix, endometrium,  pancreas  and 
gastrointestinal  tract  were  infre- 
quently responsive.  Although  a 
trial  of  local  irradiation  may  be 
worthwhile  in  the  perspective 
of  the  overall  clinical  problem. 


it  is  likely  that  other  treatment 
methods  will  be  required. 

Similar  pain  may  result  from 
primarv  tumors  of  bone.  When 
these  tumors  are  radiation  re- 
sponsive, i.e.,  Ewing’s  tumor  or 
myeloma,  pain  relief  may  be 
rapid  and  complete  with  low 
dosage.  There  has  been  consid- 
erable misconception  about  use 
of  radiation  methods  in  patients 
with  myeloma.  Although  the  tu- 
mor frequently  is  highly  radiation 
sensitive,  perhaps  in  25  to  35 
percent  of  patients,  pain  relief 
and  local  tumor  control  requires 
moderately  high  but  easily  tol- 
erated radiation  doses.  Thus,  a 
substantial  radiation  failure  in- 
cidence with  low  dosage  is  not 
an  accurate  reflection  of  the  po- 
tential accomplishment  of  radia- 
tion therapy  and  should  not  be  a 
basis  for  its  exclusion  in  care  of 
these  patients.  Historically,  even 
prior  to  effective  chemotherapy, 
many  patients  with  myeloma 
have  remained  functional 
through  long  periods  ineident  to 
control  of  lesions  in  weight- 
bearing bone. 
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Fig.  4 Cancer  of  the  bronchus  metastatic 
to  the  skin  of  the  plantar  surface  with 
resultant  local  discomfort. 


chial  ple.xus  in  patients  with 
cancer  of  the  breast,  Figure  3. 
These  proltlems  are  not  frequent- 
ly solved  by  local  irradiation 
and  other  methods,  with  accom- 
panying unwelcome  sequelae, 
likely  will  be  necessary. 


Fig.  3A.  Involvment  of  supraclavicular  fossa  and  brachial  plexus  by  metastatic 
cancer  of  the  breast. 

Fig.  3B.  Relief  of  local  problem  following  irradiation. 


Other  primar\'  bone  tumors, 
i.e.,  osteosarcoma  and  chondro- 
sarcoma, have  a deserv  ed  repu- 
tation as  being  poorly  responsive 
to  irradiation.  This  reputation 
needs  (qualification  for,  although 
local  irradiation  rarely  will  com- 
pletely destroy  these  tumors  and 
thus  is  not  a meaningful  curative 
effort,  [partial  resqionses  may  be 
sufficient  for  useful  q:>ain  relief 
Thus,  vigorus  local  irradiation  of 
chondrosarcoma  involving  the 
hiq^  of  a patient  with  small,  non- 
symqotomatic  q:mhnonarv  metas- 


tases,  may  be  [^referable  to  muti- 
lating resection,  cordotomy  or 
narcotics  as  an  initial  theraq^eutic 
gesture. 

Pain  may  be  a major  qnoblem 
when  tumor  involves  q^eriq^heral 
nerves.  Frecquent  sq^ecific  q^rob- 
lems  are;  invasion  of  the  sacral 
q^lexus  in  q^atients  with  cancer 
of  the  cervix;  invasion  of  the 
qiterygoqialatine  fossa  with  in- 
volvment of  the  maxillary  nerve 
and  sqjhenoqialatine  ganglion  in 
[patients  with  cancer  of  the  max- 
illary sinus;  invasion  of  the  bra- 


Severe qiain  may  result  from  a 
small  tumor  strategically  located, 
i.e.,  beneath  the  liver  caqosule, 
beneath  the  scalqo,  in  the  qileura, 
over  a bonv  q:>rominence,  in  the 
eyelid  or  ear  canal  or  on  the  qial- 
mar  or  q^lantar  surface.  Figure  4. 
These  lesions  may  be  very  irritat- 
ing to  a q^atient  with  minimal 
tumor  or  to  a q^atient  who  is  near- 
ly terminal.  Raq:>idlv  administered 
local  irradiation  may  solve  such 
a qiroblem  quickly  without  added 
side-effects. 

One  of  the  most  dramatic  eq^i- 
sodes  in  clinical  oncology  is  q^ro- 
vided  by  the  qiatient  with  suqyer- 
ior  vena  cava  obstruction  secon- 
dary to  raqoidlv  progressing  tu- 
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Fig.  5A.  Patient  with  cancer  of  the  bronchus  and  superior  vena  cava  obstruction. 
Fig.  SB.  Appearance  after  local  irradiation.  Relief  of  problem  for  12  months. 


mor.  Figure  5.  Inasmuch  as  the 
most  frequent  offender  is  car- 
cinoma of  the  bronchus,  this 
problem  is  becoming  more  fre- 
quent. These  patients,  usually 
men,  have  rather  rapid,  unrelent- 
ing  progression  of  facial  fullness, 
severe  throbbing  headache  and 
dyspnea  in  any  position.  Media- 
stinal irradiation  can  provide 
complete  relief  within  a few  davs 
for  these  unfortunate  victims. 
Such  relief  cannot  be  achieved 
by  medications.  An  unfortunate 
myth  has  been  circulated  that 
such  mediastinal  irradiation  need 
be  preceded  by  chemotherapy. 


Such  a therapeutic  intrusion 
merely  delays  adequate  treat- 
ment and  adds  unnecessary  com- 
plications. 

Patients  with  expanding  intra- 
cranial lesions,  whether  primary 
or  metastasic,  may  have  severe 
headache.  Response  to  irradia- 
tion is  problematic  and  slow. 
Thus,  the  initial  treatment  should 
be  surgical  or  medical  decom- 
pression if  radiation  therapy  is  to 
be  used. 

conclusions 

Radiation  therapy  is  a major 
entry  in  the  therapeutic  arma- 


mentarium for  the  patient  with 
cancer-produced  pain.  Its  use 
should  be  in  the  perspective  of 
the  potential  accomplishments 
and  side-effects  of  other  methods. 
Selectively  used  in  this  way,  the 
therapeutic  effectiveness  is  max- 
imal and  the  treatment-related 
morbidity  is  minimal.  Such  se- 
lective usage  requires  an  under- 
standing by  all  phvsicians  in- 
volved in  the  care  of  the  patient 
with  cancer. 

Dept,  of  Radiology 
U.  ofW.  School  of  Medicine 
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The  General  Surgeon’s  Approach  to 
Abdominal  Pain  of  Obscure  Origin 

THOMAS  TAYLOR  WHITE,  M.D.  , Seattle,  Washington 


It  is  not  ahcaijs  possible  to  find  the  cause  of  an  upper  abdominal  pain  by  ordinary 
methods.  Since  most  of  the  patients  seen  have  symptoms  of  ^^allJdadder,  ulcer  or 
pancreatic  disease,  firthcr  careful  evaluation  usin^  x-rays  will  produce  a diagno- 
sis. In  these  patients  where  there  is  still  a question  as  to  cause  of  pain,  diagnostic 
celiac  plexus  and  intercostal  blocks  can  be  used  to  localize  the  problem.  Laparot- 
omy and  treatment  of  disease  is  recommended  for  those  patients  with  positive 
celiac  blocks,  negative  intercostal  blocks  and  x-ray  .studies.  Those  patients  in  whom 
no  disease  is  found  are  treated  by  splanchnicectomy  or  partial  celiac  gang- 
lionectomy. 


Tlie  general  surgeon  is  often 
asked  to  consult  with  the 
general  practitioner,  internist, 
or  orthopedist  on  patients  who 
have  a right  upper,  mid,  or  left 
upper  abdominal  pain  which  is 
often  associated  with  radiation 
to  the  right  or  left  lower  thorax, 
the  scapulae,  or  the  shoulders. 
The  patient  usual Iv  has  had  sev- 
eral series  of  negative  x-rays  of 
the  gallbladder,  stomach,  duo- 
denum and  small  intestine,  kid- 
neys, and  the  thoracic  and  lum- 
bar spine.  In  descending  order 
of  freejuenev  the  pain  is  usuallv 
proven  to  be  due  to:  1.  liver  or 
biliary  disease,  2.  duodenal  ulcer, 
3.  a pancreatic  lesion,  4.  a lesion 
of  the  thoracic  spine  and,  least 
frequently,  5.  no  definable  lesion 
even  after  exploratory  laparo- 
tomy. 

I begin  consultations  by  re- 
viewing with  the  patient  his 
symptoms  and  signs,  bearing  in 
mind  the  fact  that  there  are  al- 
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ways  a certain  number  of  lesions 
of  the  spine  or  gastrointestinal 
tract  that  are  missed  on  x-rav 
examination.  The  patients  can 
be  quickly  classified  into  those 
with  symptoms  of  biliarv  dis- 
ease, of  duodenal  ulcer,  left  upper 
quadrant  and  back  pain  suggest- 
ing a pancreatic  lesion,  those 
with  pain  accentuated  bv  exer- 
cise, change  in  position,  coughing 
or  sneezing  suggesting  disease 
of  the  spinal  column.  The  patient 
is  then  worked  up  again,  accord- 
ing to  the  suggested  diagnosis, 
the  appropriate  consultants  be- 
ing called  in  as  needed. 

biliary  symptoms 

In  patients  with  symptoms 
and  signs  that  suggest  gallblad- 
der, post-cholecystectomy,  or 
common  bile  duct  disease  we 
first  of  all  repeat  the  gallbladder 
films  or  intravenous  cholangio- 
grams,  varving  the  technique 
somewhat.  At  least  one  cholecys- 
togram  is  taken  with  the  patient 
in  erect  position  after  having 


been  in  a seated  or  standing  pos- 
ition for  at  least  15-20  minutes. 
This  will  allow  small  cholesterol 
or  bilirubin  stones  to  layer  out 
so  that  they  can  be  seen  in  the 
films.  Tomograms  are  helpful  in 
clearlv  delineating  common  bile 
duct  size,  stones  or  cystic  duct 
remnants.  Secondly,  I give  the 
patient  cholagogues,  such  as  se- 
cretin or  magnesium  sulfate.  The 
more  rapid  bile  flow  may  repro- 
duce symptoms  and,  in  addition, 
be  accompanied  bv  a rise  in  ser- 
um bilirubin  or  of  alkaline  phos- 
phatase, thus  suggesting  a diag- 
nosis of  bile  duct  obstruction.  It 
is  also  occasionally  possible  to 
detect  cholesterol  crystals  or  cal- 
cium bilirubinate  in  the  duodenal 
secretions  obtained  when  the 
duodenum  is  intubated  at  the 
same  time  that  the  cholagogue  is 
given. 

We  are  then  either  convinced 
on  the  basis  of  clinical  evidence 
that  the  patient  had  biliary  dis- 
ease and  operate  or  we  carry  out 
intercostal  and  celiac  plexus 
blocks  in  order  to  be  sure  that 
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the  patient  indeed  did  have 
visceral  pain.  Using  this  routine 
since  1963,  I have  explored  and 
found  gallstones  in  the  gallblad- 
der in  31  patients  who  have  had 
three  or  more  negative  chole- 
cvstograms.  In  addition  1 have 
discovered  four  cystic  duct 
stumps  3 cm  or  greater  in  length 
and  three  patients  with  fibrosis  of 
the  sphincter  of  Oddi  (both  gross- 
ly and  bv  microscopic  section) 
and  elevation  of  intrabiliarv  pres- 
sure to  30  cm  H2O  or  more  (nor- 
mal up  to  15.5  cm  H2O). 

CASE  REPORTS 

Case  1 A woman  was  first  ad- 
mitted to  Swedish  Hospital  in  Sep- 
tember 1959,  at  which  time  she  had 
a cholecystectomy  for  a gallbladder 
filled  with  multiple,  small,  pigment- 
ed stones,  one  of  which  was  firmlv 
imbedded  in  the  cystic  duct  just 
above  its  point  of  entry  into  the 
common  bile  duct.  The  gallbladder 
contained,  in  addition,  white  bile. 
The  common  bile  duct  was  thin 
walled,  of  normal  size,  without  pal- 
pable stones.  The  pancreas  appear- 
ed to  be  normal.  Gallbladder  was 
removed  from  below  up.  Cholangi- 
ogram  was  negative.  She  com- 
plained of  various  difficulties  but 
was  not  seen  again  until  September 
1967,  at  which  time  she  stated  that 
she  had  upper  abdominal  pains 
since  March  1967.  She  had  pre- 
viously gone  to  two  other  hospitals 
at  each  of  which  she  had  had  nor- 
mal intravenous  pyelogram,  upper 
and  lower  gastro-intestinal  and 
colon  films.  Neither  group  had  any 
idea  as  to  what  her  problem  was. 

She  finally  came  to  Swedish  Hos- 
pital complaining  of  pain,  vomiting 
and  a diarrhea  related  to  malab- 
sorption (92.5  percent  fat  absorp- 
tion on  an  80  gram  fat  diet).  She 
had  no  jaundice,  depressed  liver 
function,  or  other  gross  evidence 
of  liver  or  pancreatic  disease.  Vita- 
min A absorption  was  low  normal. 
Pain  was  partially  relieved  by  a 
celiac  plexus  block,  but  not  by  a 
block  of  the  intercostal  nerves.  After 
considerable  discussion  she  had 
another  celiac  block  that  relieved 
all  of  her  abdominal  pain. 

The  patient  was  reoperated  on 


October  9,  1967.  At  surgery  she 
had  greatly  increased  pressure  (42 
cm  H2O  in  the  common  bile  duct. 
The  common  bile  duct  was  approx- 
imately 1 cm  in  internal  diameter 
and  the  pancreatic  duct  was 
dilated,  admitting  a 4 mm  Bake’s 
dilator.  The  duodenum  was  opened 
and  a 15  mm  sphincterotomy  and 
sphincter  biopsy  were  carried  out 
after  which  x-rays  were  taken  of 
the  common  and  pancreatic  ducts, 
both  of  which  appeared  to  be  gross- 
ly normal.  Biopsy  showed  chronic 
inflammation  of  the  sphincter.  Im- 
mediately after  having  inserted  5 
mm  catheters  in  both  ducts,  bile  and 
pancreatic  juice  came  out  under 
great  pressure,  covering  everything 
in  the  neighborhood.  The  3 cm  duo- 
denal diverticulum  found  immed- 
iately adjacent  to  the  ampulla  was 
inverted  into  the  duodenum  adja- 
cent to  the  sphincter  and  excised 
from  the  inside.  The  external  sur- 
face of  the  neck  was  approximately 
5 mm  in  diameter  and  this  was 
closed  with  interrupted  4-0  silk 
sutures.  Catheters  were  then  brought 
out  through  the  wall  of  the  duoden- 
um to  the  surface  from  both  ducts. 
The  patient  has  been  completely 
asymptomatic  relative  to  her  pan- 
creatic problems  since  the  time  of 
surgery  through  March  1969. 

Comment:  Note  that  I carried 
out  two  splanchnic  blocks  before 
I made  the  decision.  This  patient 
had  undoubtedly  passed  small 
stones  through  her  duct  into  the 
duodenum  before  or  after  her 
first  operation  so  that  the  sphinc- 
ter had  been  damaged  and  grad- 
ually narrowed  down.  Since  in- 
creased biliary  pressure  (42  cm 
vs  a normal  of  5 to  15  cm)  was 
giving  her  the  abdominal  pain, 

I did  not  carry  out  a celiac  gang- 
lionectomy  on  her.  W’ith  negative 
findings  I would  have  done  a 
nerve  cutting  operation. *’2 

symptoms  suggesting 
duodenal  ulcer 

Again  a reevaluation  of  the 
patient’s  gastrointestinal  x-rays 
and  gastric  secretorx’  studies, 
with  repetition  of  the  studies  as 
needed,  is  the  first  step  in  my 
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work-up.  I like  to  have  both  fast- 
ing and  histolog  stimulation  stud- 
ies as  well  as  gastroscopy  to  assist 
in  my  decision  before  doing  vis- 
ceral and  splanchnic  blocks.  If 
x-ray  tests  and  gastroscopy  are 
negative  and  the  secretory  tests 
show  gastric  secretion  of  15  or 
more  mEq  of  0.1/N  HCl/hour 
I may  explore  the  patient  on  the 
basis  of  the  high  acid  secretion 
alone,  examining  stomach,  duo- 
denum, bile  ducts,  and  pancreas 
carefully.  If  definite  disease  is 
found,  I treat  it.  Otherwise  I do 
a partial  celiac  ganglionectomy. 

symptoms  suggesting 
pancreatic  disease 

The  pattern  of  work-up  is  the 
same  as  that  for  biliary  and  duo- 
denal ulcer  disease.  I perform 
gallbladder  and  gastroduodenal 
x-rays  and  re\iew  them  in  con- 
junction with  the  old  films.  I often 
will  perform  hypotonic  duodeno- 
graphy to  e\aluate  the  lesser 
curvature  of  the  duodenum  as 
it  comes  in  contact  with  the  pan- 
creas. Secretin  tests,  fat  balance 
studies,  l'^'  absoiption,  serum 
carotene,  and  \’itamin  A absorp- 
tion are  all  part  of  a pancreatic 
work-up  which  may  or  may  not 
give  us  a diagnosis.  Again,  in 
the  absence  of  a clear  diagnosis, 
I will  do  differential  blocks.  Those 
found  to  ha\  e \ isceral  pain  will 
be  explored.  I do  cholangiograms 
and  pancreatograms  on  all  those 
patients  suspected  of  having  pan- 
creatic disease  where  the  diag- 
nosis is  not  immediately  apparent. 
These  x-ravs  will  often  re\eal 
occult  gallstones  or  occult  pan- 
creatic cysts  that  can  be  treated 
appropriately.  Those  in  which 
nothing  is  found  or  where  there 
is  no  definitive  treatment  avail- 
able can  be  treated  by  celiac 
ganglionectomy.  Figure  2.^-‘* 

Case  2 A 57-year-old  woman 
was  first  admitted  to  another  hos- 


Fig.  1 A.  Stimulation  of  the  head  of  the  pancreas  produces 
pain  predominantly  on  the  right  side,  as  indicated  by  the  dots. 
B.  Stimulation  of  the  central  portion  of  the  pancreas  produces 
pain  on  both  right  and  left  sides  of  the  abdomen.  C.  Stimu- 
lation of  the  tail  of  the  pancreas  produces  pain  predominant- 
ly on  the  left  side  of  the  abdomen.  It  is  clear  that  there  is 
some  cross-over  in  each  instance.  Blackened  area  of  sym- 
pathetic chains  indicates  theoretic  pathways  involved.  (After 
Bliss,  W.R.,  et  al.  Localization  of  reflex  pancreatic  pain  pro- 
duced by  electric  stimulation.  Gastroenterology,  16:317-323, 
Oct.  1950). 


pital  in  August  1965,  vvitli  history 
of  jaundice  for  four  weeks  and  a 
palpable  gallbladder.  At  surgery 
the  gallbladder  was  tremendously 
distended,  the  pancreas  was  very 
large,  firm  like  a rock,  and  the  com- 
mon duct  was  distended  for  which 
reason  a choledochoduodenostomy 
was  carried  out.  Pancreatic  biopsies 
taken  through  the  wall  of  the  duo- 


denum with  a Silverman  needle 
showed  no  cancer.  At  second  sur- 
gery at  University  Hospital,  the 
pancreatic  dtict  was  still  very  large. 
A side-to-side  pancreaticojejitnost- 
omy  was  carried  out  April  5,  1966 
together  with  a jejunostomy.  Su- 
perior mesenteric  lymph  nodes  were 
taken  for  biopsy,  since  it  was  still 
not  clear  whether  she  had  cancer. 


They  were  negative  for  cancer.  This 
relieved  her  of  pain  for  several 
weeks.  Since  1 knew  that  the  patient 
had  a pancreatic  lesion  I only  car- 
ried out  splanchnic  blocks  and  no 
intercostal  blocks  to  see  whether  I 
could  relieve  her  pain.  Since  these 
blocks  did  not  relieve  her  pain  she 
was  re-admitted  to  University  Hos- 
pital in  May  1966,  and  on  May  5th 
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Fig.  2 A.  The  right  and  left  celiac  ganglia  in  relationship  to  the  superior  mesen- 
teric artery,  the  inferior  vena  cava,  the  adrenal  vein  and  the  celiac  axis.  B.  The 
exposure  of  the  left  celiac  ganglion  after  the  peritoneum  on  the  inferior  surface  of 
the  pancreas  had  been  divided  and  the  pancreas  dissected  from  the  posterior 
abdominal  wall.  C.  The  right  half  of  the  celiac  ganglion  and  the  splanchnic  nerve 
can  be  seen  after  the  duodenum  has  been  mobilized  by  a Kocher  maneuver.  (From 
White,  T.T..  Pancreatitis,  Williams  and  Wilkins,  Baltimore,  1966). 


she  had  a right  splanchnicectomy 
and  partial  semilunar  ganglionec- 
toiny  through  the  right  12th  rib  bed. 
The  patient  was  relieved  of  her  pain 
for  about  six  weeks  and  then  began 
to  develop  ascites.  Only  at  this  time 
was  it  clear  that  she  had  a carcin- 
oma. Later  in  July  1966  she  died 
with  diffuse  peritoneal  metastases 
from  a carcinoma  of  the  pancreas. 
She  had  had  no  back  pain  in  the 
three  months  prior  to  her  death. 

Case  3 A 49-year-old  patient 
had  been  having  multiple  bouts  of 
abdominal  pain  since  1957,  parti- 
cularly in  the  upper  abdomen,  rad- 
iating to  both  sides  of  the  back  sub- 
scapularly  and  particularly  on  the 
left.  Cholecystectomy  was  perform- 
ed Januarv  1962  and  a later  explor- 
ation of  the  lesser  sac  demonstrated 
a hard  pancreas.  He  also  had  left 
pleural  effusion  in  June  1963  which 
was  negative  for  cells.  There  was 
some  question  as  to  whether  he  had 
duodenal  ulcer.  There  was  no  evi- 
dence of  gallstones.  Although  he 
had  done  some  heavv  drinking  be- 
tween 1938  and  1941  he  had  had 
nothing  since  that  time.  The  patient 
was  out  of  work  because  of  epigas- 
tric and  back  pain,  made  worse  by 
eating,  from  December  of  1961  to 
the  summer  of  1963.  Secretin  tests 
showed  reduced  bicarbonate  and 
volume  without  pain  at  the  time 
of  the  test.  However,  there  was 
marked  elevation  of  serum  amylase 
all  of  the  time  and  during  hospital- 
ization and  it  was  even  higher  fol- 
lowing administration  of  secretin 
1 unit  per  kg.  At  surgerv  September 
20,  1963  1 found  a hard  pancreas 
with  dilated  pancreatic  duct  to 
which  a side-to-side  pancreaticoje- 
junostomy  was  carried  out.  Some 
grittiness  was  noted  toward  the  dis- 
tal end  of  the  duct,  probably  due  to 
calcification  that  could  not  be  seen 
by  x-ray.  Immediately  after  opera- 
tion the  patient  noted  marked  relief 
of  his  pain.  He  had  gained  approx- 
imately 40  pounds  in  the  six  months 
following  operation  and  was  about 
to  return  to  work  for  the  first  time 
in  some  years.  He  was  re-admitted 
to  the  hospital  in  April  1967  with 
right  flank  pain  that  he  claimed  was 
recurring  about  once  everv  six 
months.  This  pain  was  relieved  on 
two  occasions  by  a splanchnic  block 
and  until  March,  1969,  by  a right 
splanchnicectomy  and  partial  celiac 
ganglionectomy. 


1 have  been  asked  why  1 don’t 
do  an  alcohol  or  phenol  celiac  block 
in  abdominal  pain  of  obscure  origin, 
without  laparotomy.  I approach  the 
patient  b\'  laparotomv  first  because 
so  many  of  the  patients  seen  have 
had  an  organic  disease  that  could 
be  treated  and  thus  relieve  the  pa- 
tient without  destruction  of  the 
nerves.  1 do,  however,  like  to  do 
direct  alcoholic  blockade  of  the  ce- 
liac ganglia  at  the.  time  of  surgery' 
for  cancer  of  the  pancreas  with  se- 
v'ere  pain.  If  a permanent  block  is 
not  done  at  the  time  of  surgery'  for 
cancer  it  can  be  carried  out  later  by 
the  anesthesiologist. 

General  steps  in  the  evaluation  of 
obscure  abdominal  pain: 

1.  Evaluate  the  possibilities  of  dis- 
ease. 

2.  Do  differential  blocks  to  locate 
the  source  of  pain. 

3.  Evaluate  the  personality  of  the 
patient. 

4.  If  the  patient  has  visceral  pain 
do  a laparotomy. 

a.  Treat  disease  if  found. 


b.  Do  a partial  celiac  ganglionec- 
tomy if  the  laparotomy  is  ne- 
gativ'e. 

5.  If  the  patient  has  inoperable  can- 
cer at  surgery  directly  inject  the 
celiac  ganglia  with  absolute  al- 
cohol. If  this  is  not  done  at  sur- 
gery an  anesthesiologist  can  do 
it  post-operativ'ely. 

1115  Columbia  Street 
(98104) 
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Disability  Evaluation  and 

Physical  Therapeutics  in 

Patients  With  Chronic  Pains 

WALTER  C.  STOLOV,  M.D.  ,Seattle,  Washington 


There  is  no  one  to  one  relationship  between  the  amount  of 
chronic  pain  or  organic  disease  and  the  extent  of  disability.  Func- 
tional analysis,  to  determine  the  extent  of  disability,  shoidd  there- 
fore be  part  of  the  evaluation  of  a patient  with  chronic  pain.  Dis- 
ability can  be  reduced,  even  if  disease  is  not  removed. 

Physical  therapeutic  methods  in  the  control  of  chronic  pain  in 
musculoskeletal  disorders  include:  elongation  of  contracted  soft 
tissue,  augmentation  of  muscle  strength;  progressive  activity  train- 
ing; temperature  elevation  and  depression;  and  use  of  an  external 
appliance. 


A patient  with  chronic  pain  is 
X'^invariably  also  a patient  who 
fails  to  perform,  in  whole  or  in 
part,  as  well  as  he  used  to  or  as 
well  as  those  around  him  — fam- 
ily, friends,  society,  or  society’s 
institutions  — might  otherwise 
expect.  In  this  sense,  the  pain 
patient  is  as  disabled  as  the  un- 
treated patient  with  major,  para- 
lytic, physical  disability. 

Methods  for  evaluation  of  the 
extent  of  disability  in  chronic 
pain  are  similar  to  those  employ- 
ed for  major  paralytic  problems. 
These  methods  recognize  first 
that  there  may  be  a measure  of 
irreversible  disease.  Secondly, 
as  in  major  paralytic  conditions, 
the  methods  recognize  that  there 
is  no  one-to-one  relationship  be- 
tween the  amount  of  irreversible 
disease  and  the  functions  the  pa- 
tient can  perform  — or  may  ul- 
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of  Physical  Medicine  and  Rehabilitation, 
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timately  be  capable  of  perform- 
ing through  physiological  and 
psychological  adaptation  and 
through  environmental  manipula- 
tion, utilizing  residual  strengths. 
In  the  absence  of  a one-to-one 
relationship  between  the  amount 
of  pain  or  disease  and  the  amount 
of  function,  extent  of  the  disabil- 
ity in  the  broadest  sense  needs 
to  be  evaluated  separately,  as 
part  of  the  complete  analysis  of 
the  patient  with  chronic  pain. 

For  example:  in  eliciting  a 
history  from  a paralyzed  patient, 
if  all  that  is  recorded  is  a descrip- 
tion of  the  parts  of  him  that  are 
paralyzed  or  areas  from  which 
he  has  lost  sensation,  and  one 
does  not  probe  beyond  these 
losses,  little  about  his  ability  to 
function  independently  would 
be  learned.  Similarly,  in  the 
chronic  pain  patient,  if  all  that 
is  elicited  is  the  exquisite  detail 
of  the  pain,  that  is,  its  nature,  lo- 
cation, onset,  and  frequency,  lit- 
tle about  overall  function  would 
be  understood. 

Complete  functional  analysis 
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should  therefore  be  part  of  the 
evaluation  of  a patient  with 
chronic  pain  in  order  also  to  have 
an  adequate  assessment  of  the 
disability,  for  even  if  the  noxious 
stimulus  or  the  disease  cannot  be 
reduced,  the  disability  often  can. 

functional  analysis 

I.  Basic  physical  activities  are 
the  ordinary  activities  most  able 
bodied  individuals  take  for 
granted.  They  consist  of  being 
able  to  feed  oneself,  to  get  clothes 
on  and  off,  to  take  care  of  person- 
al hygiene  needs,  to  execute 
transfer  activities,  and  to  ambu- 
late. Data  on  these  activities  are 
best  elicited  as  part  of  the 
present  illness  and  when  review- 
ed the  time  course  of  deteriora- 
tion of  performance  is  noted. 

Transfer  activities  refer  to 
changes  of  position  in  place  such 
as  turning  in  bed,  coming  to  a sit- 
ting position,  coming  to  a stand- 
ing position,  getting  in  and  out 
of  cars,  on  and  off  toilets,  up  and 
down  from  the  floor,  in  and  out 
of  tubs.  Ambulation  in  the  broad- 
est sense  refers  to  travel  from 
place  to  place  and  when  eval- 
uated includes;  How  far  does  he 
walk?  Is  the  walking  confined 
to  the  home?  Is  the  walking  con- 
fined only  to  the  vicinity  of  the 
home?  Does  it  extend  through- 
out the  whole  community,  i.e., 
store,  theater,  restaurant?  Is  the 
ambulation  confined  to  that  pro- 


\ ided  l)v  a wheelchair?  If  so  con- 
fined, is  it  confined  to  the  home 
only?  Does  it  include  travel  with- 
in the  coinniunit\  ? Must  the  pa- 
tient always  he  pushed  by  some- 
one else? 

The  basic  functions  more  apt 
to  be  interfered  with  in  the  pa- 
tient with  chronic  pain  are  those 
dealing  with  ambulation,  trans- 
fers and  dressing.  Ordinarib', 
the  pain  patient  is  still  able  to 
feed  himself  and  usually  able  to 
take  care  of  his  personal  hygiene 
needs  without  assistance  except 
perhaps  for  bath  activities. 

The  issues  then  to  be  explored 
in  a basic  actix  itv  review  are: 
a.  How  does  the  patient  perform 
these  activities  day  in  and  day 
out?  b.  Does  he  perform  them 
alone?  c.  What  techniques  does 
he  use?  d.  What  interferes  with 
their  performance?  e.  Does  he 
perform  them  with  assistance? 
f.  What  is  the  nature  of  this  as- 
sistance? 

The  degree  of  assistance  a pa- 
tient may  recjuire,  that  is,  the 
extent  of  his  dependence  on  oth- 
ers for  execution  of  each  of  these 
basic  activities,  can  be  adequate- 
ly described  as  falling  within  one 
of  four  levels:  a.  Total  indepen- 
dence. b.  Physical  ability  to  per- 
form the  acti\  itv  but  someone 
needed  alongside  for  safet\’  rea- 
sons (i.e.,  standby  assistance). 

c.  Partial  physical  assistance  nec- 
essary to  complete  the  activit\  . 

d.  Total  physical  assistance  re- 
quired for  the  task  to  be  per- 
formed. 

If  the  patient  does  not  perform 
these  basic  physical  functions 
with  total  independence,  and 
.someone  is  helping  him  perform 
them,  the  assistant  should  be 
identified.  The  assisting  person 
should  akso  be  (questioned  for  his 
own  assessment  of  [latient  per- 
formance in  these  activities.  It 
is  not  unusual  to  find  that  the 
jiatient  aiid  the  assistors  analyze 


the  qierformance  differently  and 
that  their  assessments  mav  seem 
contradictory. 

2.  Social  functioning  and  rela- 
tionships further  add  to  the  func- 
tional analysis  of  the  total  disa- 
bility of  the  chronic  pain  q^atient 
within  his  family  unit.  It  is  nec- 
essary to  identify:  Who  are  mem- 
bers of  the  unit?  What  are  their 
own  qiroblems?  What  qoroblems 
are  they  ha\  ing  with  their  own 
lives?  How  stable  is  the  mar- 
riage? Is  the  q^atient  q^erforming 
as  an  active  q:>arent  or  father?  Are 
there  financial  q?roblems  and 
legal  entanglements?  Are  there 
debts  to  contend  with?  Who  is 
assuming  the  roles  and  functions 
the  patient  has  abdicated  as  a 
result  of  his  chronic  q^ain?  What 
went  on  in  the  qoast  and  how  does 
it  differ  from  what  goes  on  now? 
Does  the  sqoouse  q:)ercei\e  these 
social  functions  the  same  wa\'  as 
the  qxitient  does? 

A careful  social  sur\  e\’  of  the 
family  unit  will  identify  stresses 
and  q^atterns  of  li\  ing  that  ma\' 
be  qiroq^agating  illness  and  that 
mav  interfere  with  any  theraqieu- 
tic  qirogram  if  not  also  attended 
to. 

3.  Vocational  and  avocational 
functioning  together  with  the 
social  review  comqjletes  the  as- 
sessment of  the  milieu  in  which 
the  qvatient  and  his  qiain  oqierate. 
In  the  case  of  the  patient  who  is 
a housewife  the  vocational  func- 
tions to  consider  are  those  dealing 
with  the  chores  we  generally  ex- 
qvect  a housewife  to  qverform. 
Who  is  doing  the  household 
cleaning,  the  light  work,  the 
heavy  work,  the  ironing?  Who 
is  doing  the  shoqoqiing?  Who 
is  doing  the  meal  q^reqiaration? 
If  the  q^atient  is  not  doing  an  ac- 
tivity, who  within  the  family 
unit  has  taken  over  the  task? 
When  did  the  takeov  er  occur?  Is 
there  a time  correlation  of  this 
takeover  with  the  onset  of  the 
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q^ain  complaints?  In  the  case  of 
an  emqvloyed  male  or  female,  in- 
v estigate  the  job  resqvonsibilities. 
It  is  not  enough  to  learn  that  he 
or  she  is  a qvrinter,  a farmer,  or  a 
bookkeeqoer.  W hat  is  more  imqvor- 
tant  are  the  chronological  task  re- 
(quirements  of  the  job.  What  are 
the  comqilete  ranges  of  qdiysical, 
intellectual,  social  and  emotional 
recquirements  of  the  job?  If  the 
qiatient  is  unemqvloved  what  was 
his  most  immediate  job  situation 
and  its  requirements?  Whv'  did 
he  leave?  W'hat  has  been  the 
nature  of  his  job  history  and  his 
education?  Has  he  been  a stable 
emqvloyee?  Has  his  level  of  a- 
chievement  always  been  mar- 
ginal? Has  there  been  an  achieve- 
ment level  consistent  with  his  qvo- 
tential,  or  that  of  his  siblings  and 
q^arents?  Or  has  he  never  really 
realized  his  original  hoqves  and 
qvlans? 

What  change  has  occurred  in 
avocational  activities  over  the 
years  and  since  the  onset  of  qiain? 
Since  the  majority  of  wage  earn- 
ers receiv  e greater  qversonal  sat- 
isfaction from  their  after-five  and 
week-end  activities  than  from 
their  jobs,  avocational  activ  ities 
can  never  be  ignored. 

4.  Chronological  analysis  of 
daily  activities  q;>royides  a more 
objective  assessment  of  the  in- 
terference to  the  qiatient  than 
simqvlv  his  recitation  of  “I  can’t 
do  . . . ’.  It  is  useful  to  have  the 
qiatient  keeqi  a dian’  of  this  de- 
tail for  a week  or  two,  for  all 
waking  hours.  Such  a diary 
shoidd  not  be  one  to  indicate 
when  he  is  hurting  and  when  he 
is  not  hurting,  but  should  rather 
indicate  actual  ongoing  activities 
and  rest  qveriods.  It  is  also  illum- 
inating to  hear  the  sqiouse  de- 
scribe the  qiatient’s  day. 

5.  The  patient's  verbal  assess- 
ment of  the  activities  he  no  lona- 
er  performs  because  of  q:>ain,  and 
more  qnecisely,  vv  hen  they  w ere 


last  performed  provides  further 
insight  into  the  disability,  and 
whether  indeed  they  relate 
chronologically  to  the  medical 
history.  The  last  date  of  a lost  ac- 
tivity now  verbalized  as  impos- 
sible because  of  the  pain  may  in- 
deed bear  no  relationship  to  on- 
set of  the  current  pain  but  may 
reflect  lost  youth,  spouse  disin- 
terest or  unrelated  trauma. 

6.  An  assessment  also  by  the 
patietit  of  the  activities  that  would 
be  gained  and  that  he  would 
perform  if  the  pain  “were  to  go 
away”  further  illuminate  the  pic- 
ture. Were  these  activities  ever 
performed  by  him?  Are  they  rea- 
listic goals  when  compared  to 
his  previous  style  of  life  or  cur- 
rent responsibilities? 

7.  How  do  the  people  in  the 
patient’s  environment  respond 
to  the  complaints?  What  do  they 
do  when  he  complains  or  signals 
that  he  is  not  feeling  comfort- 
able? Are  they  overindulgent? 
Are  they  punitive?  Are  they  at 
all  interested?  Or  are  the  doctors 
the  only  ones  to  get  excited  about 
the  pain? 

Attention  to  the  above  seven 
items  yields  the  total  nature  of 
the  functional  disability  and  the 
residual  functions  and  allows 
one  to  make  diagnostic  state- 
ments about  the  disability  itself. 

disability  diagnoses 

1.  Is  functional  disability  out 
of  proportion  to  the  organic  dis- 
ease? If  functional  disability  is 
greater  than  indicated  by  evi- 
dence obtained  from  examina- 
tion and  observation,  eradicating 
the  disease  will  not  eradicate  all 
of  the  disability  and  you  will 
still  have  a complaining  patient. 
If  functional  disability  is  out  of 
proportion  to  disease,  it  does 
not  necessarily  mean  that  psy- 
chiatric treatment  is  the  only 
route.  Reasons  for  the  dispro- 


portion can  usually  be  found 
in  the  functional  analysis. 

Progressive  activity  training, 
behavior  modification,  environ- 
ment reconstruction,  and  patient 
and  family  counseling,  may  yield 
benefits  that  might  not  result 
from  psychotherapy. 

2.  Is  the  functional  disability 
less  than  expected  when  com- 
pared to  the  verbalized  com- 
plaints? Is  this,  perhaps,  a patient 
who  just  protests  too  much  and 
for  whom  treatment  of  the  pain 
itself  does  not  deserve  too  ag- 
gressive an  approach?  Or  is  the 
patient  so  stoic,  or  his  responsi- 
bilities so  great,  as  to  require 
him  to  keep  going  in  spite  of  ad- 
vancing serious  illness?  Distinc- 
tion between  these  two  possibil- 
ities must  obviously  be  made 
correctly. 

3.  Is  there  still  uncertainty 
whether  indeed  the  functional 
disability  is  out  of  proportion  to 
disease  or  to  verbal  complaints? 
Is  further  observation  required? 
Should  hospitalization  for  such 
observation  be  considered?  Ad- 
mission for  direct  observation  of 
behavior  may  not  be  suitable  un- 
less activities  in  the  hospital, 
at  least  in  part,  mimic  what  goes 
on  outside.  Frequently,  admis- 
sion for  observation  results  in 
removal  of  the  patient  from  the 
environment  in  which  the  pain 
is  operating,  resulting  in  loss  of 
possible  contributors  to  the  dis- 
comfort. In  addition,  hospitali- 
zation may  well  promote  dis- 
ability and  inaction,  since  usually 
the  nurse  will  take  the  patient  to 
his  room,  take  away  his  clothes, 
give  him  a pair  of  pajamas  and 
tell  him  to  get  into  bed.  Obser- 
vation under  such  circumstances 
may  well  be  misleading. 

4.  Are  the  functions  lost  all 
that  important  to  the  patient? 
In  fact,  are  they  functions  he  is 
very  glad  to  have  lost?  Will  it 
therefore  be  difficult  to  rid  him 
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of  pain  if  loss  of  pain  means  re- 
sumption of  undesirable  activi- 
ties? 

5.  Are  the  desired  functions 
realistic  when  compared  to  the 
patient’s  pre-morbid  life  pattern? 
If  not,  treatment  efforts  may  not 
succeed  until  the  patient  can  be 
helped  to  create  more  realistic 
goals  to  work  toward. 

6.  Are  there  environmental 
forces  contributing  to  the  dis- 
ability within  the  home  or  the 
job?  If  there  are,  one  will  have 
to  decide  whether  they  can  be 
modified.  If  they  cannot  be 
changed,  treatment  efforts  will 
be  incomplete  and  complaints 
will  still  exist  and  should  be  ex- 
pected. 

7.  Is  the  patient  more  comfort- 
able emotionally  with  his  pain 
and  disability  than  without  it? 
Are  the  emotional  stresses  pro- 
duced by  the  pain  and  the  dis- 
ability more  bearable  than  those 
stresses  the  patient  had  prior  to 
the  pain?  The  latter  may  occur 
if  the  pain  and  disability  remove 
him  from  participation  in  his  us- 
ual social  roles  and  “battles”  with 
finances  and  the  industrial  en- 
vironment that  were  productive 
of  greater  stresses.  In  the  pre- 
sence of  such  secondary  gains 
there  will  be  a great  deal  of  dif- 
ficulty in  making  progress  until 
one  can  also  help  the  patient 
work  toward  goals  that  will  be 
less  stressful. 

physical  therapeutics 

Physical  therapeutic  measures 
in  the  treatment  of  chronic  pain 
are  most  utilized  in  those  pain 
problems  associated  with  muscu- 
loskeletal disorders,  and  in  par- 
ticular where  body  mechanics, 
and  kinesiologic  alterations  exist. 
The  problems  most  amenable  to 
these  techniques  are  the  pain 
problems  that  develop  from  an 
acute  ligament  or  muscle  strain. 


The  initial  or  primary  pain  prob- 
lem from  such  an  insult  is  us- 
ually followed  by  reflex  muscle 
contraction  (spasm)  which  im- 
mobilizes the  injured  part  so  as 
not  to  aggrayate  the  primary 
pain.  Chronic  muscle  spasm 
leads  to  the  dex  elopment  of  sec- 
ondary pain  in  the  muscles  con- 
tracting to  prexent  moyement. 
This  secondary-  pain  can  be 
quickly-  reduced  by  substitution 
of  external  supports  to  prox  ide 
the  immobilization.  After  the 
primary  process  heals  (usually 
yyithin  10  days  to  six  yyeeks)  the 
primary  and  secondary  pains 
xvill  usually  be  gone.  Residual 
soft  tissue  contracture  due  to  the 
immobilization  xx-ith  a fixed  re- 
duction of  joint  mox  ement  and 
disuse  xx  eakness  in  the  muscles 
across  the  immobilized  joints 
may  hoxvex  er,  cause  chronic  pain 
symptoms  xxith  character  likely 
to  differ  from  that  of  the  original 
primary  and  secondary  pain.  Such 
a patient  is  also  prone  to  nexy  in- 
sults unless  recox  ery  of  the  joint 
mobility  is  achiex  ed  and  strength 
is  restored  to  normal.  To  achiex  e 
restoration  of  the  range  of  motion 
requires  elongation  of  the  con- 
tracted soft  tissue. 

Txx’O  particularly  disabling 
soft  tissue  contractures  are  those 
about  the  back  and  hip.  The  pa- 
tient xx  ith  a back  injury  is  likely 
to  be  immobilized  in  supine  po- 
sition xx  ith  hip  and  knee  in  slight 
flexion.  Contracture  of  ham- 
strings, hip  flexors  and  back  ex- 
tensor muscles  and  applicable 
joint  capsules  results  in  a reduc- 
tion of  forxx  ard  and  lateral  back 
flexion,  hip  extension  and  hip 
flexion  range  of  motion.  A patient 
xvho  resumes  actix  ities  requiring 
mobility  beyond  that  xx  hich  exists 
is  more  susceptible  to  repeated 
strains. 

Hip  flexion  contractures  in 
particular  can  result  in  chronic 
loxy  back  pain  experienced  in  the 
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Fig.  1.  Shear  forces  in  percent  of  superincumbent  body  weight.  Note  that  for 
sacral  angles  of  40°  (normal),  and  60°,  shear  forces  are  64.3  percent,  and  86.6 
percent  respectively.  (From  Kottke*). 


upright  posture  as  a result  of  the 
lumbar  lordosis  it  induces.  Fig- 
ure 1 demonstrates  that  a patient 
xxith  normal  lumbar  lordosis 
takes  up  to  64  percent  of  his 
superincumbent  body  xxeight  at 
the  lumbosacral  junction  in  the 
posterior  facets.  Hip  flexion  con- 
tracture increases  the  xxeight 
borne  by  the  posterior  facets.  A 
20  degree  increase  in  the  sacral 
angle  increases  the  load  on  the 
posterior  facets  up  to  87  percent 
of  the  superincumbent  body 
xxeight.*  The  basic  principle  of 
the  William’s  flexion  exercise 
routine  is  to  reduce  lumbar  lor- 
dosis so  that  more  of  the  superin- 
cumbent body  xxeight  is  borne 
through  tlie  x ertebral  bodies  and 
less  on  the  posterior  elements.  If 
hip  flexion  contracture  exists,  the 
Williams  exercises  xx  ill  fail  to  re- 
liex  e pain  originating  from  shear 
stresses  until  increased  range  of 
motion  in  hip  flexion  is  produced. 

A physical-therapeutic  pro- 


gram of  passix  e stretch  of  con- 
tracted tissues  or  actix  e exercise 
of  muscles  antagonistic  to  those 
contracted  xx  ill  restore  the  pas- 
sixe range  of  motion  lost  by  im- 
mobilization and  prex  ent  recur- 
rent strains. 

Augmentation  of  muscle  stren- 
gth through  the  use  ofprogressix  e 
resistance  exercises  is  required 
for  muscles  xx  eakened  by  disuse 
during  immobiliaztion.  A xxell 
prescribed  progressix  e resistance 
exercise  program  xxith  xxeights 
to  increase  strength  xxhen  per- 
formed on  a dailx'  basis,  should 
increase  strength  at  a rate  of 
about  5 to  10  percent  per  xx  eek. 

For  a muscle  that  has  only 
75  percent  normal  strength,  an 
increase  in  strength  of  5 percent 
per  xxeek  xxill  produce  normal 
strength  in  six  xxeeks.  A muscle 
xx  ith  50  percent  loss  of  normal 
strength  recjuires  only  three 
months  to  three  and  a half  months 


Fig.  2.  Variation  in  intra-abdominal  pressure  with  load  lifted.  Note 
increase  in  pressure  with  increase  in  load.  (From  Bartelink^). 


to  achieve  full  strength.  To  pro- 
duce a 50  percent  loss  in  strength 
on  a disuse  basis  requires  prolong- 
ed bed  rest.  If  a patient  then  is 
still  incapacitated  after  three  and 
a half  months  of  a well  preseribed 
and  performed  resistance  exer- 
cise program  no  continuation  of 
such  a program  will  be  fruitful 
and  the  cause  of  the  incapacita- 
tion is  not  likely  to  be  muscle 
weakness. 

Build-up  of  muscle  strength 
in  one  area  can  also  be  useful  to 
protect  against  a weakness  else- 
where. Strong  abdominal  mus- 
cles for  example  will  reduce  back 
pain  associated  with  lifting.  Bart- 
elink  demonstrated  in  normals 
that  abdominal  pressure  increas- 
es while  lifting,  reducing  the 
forces  developed  in  back  extensor 
muscles  and  the  loads  on  the  ver- 
tebral bodies. 2 Figure  2 illustrat- 
es further  that  intra-abdominal 
pressure  produced  by  abdominal 
muscle  contraction  increases  as 
loads  lifted  are  increased.  In- 
creasing of  abdominal  muscle 
strength  is  also  part  of  a Williams 
exercise  program  for  low  back 
pain. 

Another  physical  therapeutic 
adjunct  in  the  treatment  of  a pa- 
tient with  chronic  pain  is  pro- 
gressive activity  training.  This 
is  particularly  useful  where  the 
functional  disabilitv  is  out  of  pro- 
portion to  the  organic  disease. 
At  least  two  approaches  exist  to 
reduce  the  functional  disability. 
The  physician  can  order  his  pa- 
tient to  begin  perfonning  activi- 
ties he  feels  are  consistent  with 
the  disease.  A housewife,  for  ex- 
ample, who  no  longer  does  meal 
preparation  in  the  home  can  be 
ordered  as  follows:  “You  are 
ready  now  to  start  taking  over 
meal  preparation.  Tomorrow  and 
again  Tuesday  I want  you  to  take 
over  breakfast  meal  preparation. 
Starting  Wednesday  begin  to  do 
tbe  breakfast  and  lunch  and  on 


Saturday  start  doing  all  three 
meals.  Keep  a record  of  what 
you  cooked  and  bring  it  in  when 
you  come  in  on  Monday.”  When 
the  patient  returns  to  the  office 
to  tell  you  what  she  cooked,  the 
question  you  do  not  ask  is,  “Tell 
me,  did  you  have  any  pain  while 
vou  were  cooking  the  meals?” 
Rather  state  “I’ll  bet  the  family 
was  pleased  with  your  ability.” 
This  positive  approach  indicates 
voLir  interest  in  increased  func- 
tion. 

In  some  situations  you  may 
need  to  introduce  progressive 
activities  in  a more  gradual  way. 
This  can  be  done  in  a physical 
therapy  or  in  an  occupational 
therapy  clinic  where  the  activity 
is  first  introduced  under  super- 
vision. After  the  patient  builds 
sufficient  self  confidence  the  ac- 
tivitv  is  then  ordered  to  be  done 
also  at  home.  In  both  instances 
it  is  essential  that  the  physician 
tell  the  family  the  activities  that 
are  to  be  resumed  by  the  patient. 

The  rationale  for  temperature 


elevation  or  depression  for  pain 
relief  is  explained  by  the  gate 
theorv.  The  competition  be- 
tween the  impulses  in  the  large 
fibers  with  the  smaller  pain 
fibers  results  in  inhibition  of  the 
noxious  stimulus.  Such  svmpto- 
matic  relief  is  short  term  and 
lasts  for  two  to  four  hours  and 
generallv  does  not  effect  the 
pain  focus  unless  increased  cir- 
culation produced  at  the  site  of 
disease  is  desired. 

Temperature  elevation  into 
the  therapeutic  range  (40-45C) 
is  also  valuable  as  a preliminary 
to  exercises  prescribed  for  elon- 
gation of  contracted  soft  tissue. 
In  this  temperature  range  soft 
tissues  appear  to  be  more  exten- 
sible. Figure  3 shows  the  effects 
on  elongation  of  soft  tissue  in 
frog  tendon  with  increasing  tem- 
perature. Tendon  can  be  stretch- 
ed more  at  higher  temperatures 
than  when  at  lower  tempera- 
tures.^ 

To  produce  temperature  ele- 
vation within  deep  joint  struc- 
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tures,  ultrasound  diathermy  is 
necessary.  Only  ultrasound,  for 
example,  can  produce  within 
the  hip  joint  temperature  eleva- 
tion into  the  therapeutic  range, 
Figure  4* 

The  external  appliance  is  used 
for  acute  and  chronic  pain  prob- 
lems to  reduce  the  need  for  the 
patient’s  own  muscles  to  splint 
the  joint.  Secondary  pain  is  elim- 
inated and,  in  part,  primary  pain 
is  inhibited  if  the  primary  pain 
is  not  aggra\ated  by  movement. 
After  initial  healing  in  soft  tissue 
injuries,  one  should  assess  very 
carefully  whether  it  is  indeed  im- 
mobilization that  is  desired.  The 
patient  may  well  have  reduced 
motion  or  disuse  weakness  as  a 
result  of  the  initial  mobilization 
as  the  cause  of  the  pain.  Once 
there  is  no  need  to  maintain  this 
immobilized  state,  mobilization 
should  first  be  attempted  to  be 
certain  that  reduced  range  of 
motion  is  not  the  persistent  cause 
of  the  chronic  pain.  If  after  in- 
creased range  and  muscle  stren- 
gth is  achieved,  discomfort  is 
still  not  relieved,  definitive  im- 
mobilization through  surgery 
should  be  the  treatment  of  choice 
where  feasible  rather  than  a long 
term  indefinite  use  of  a restric- 
tive brace  or  support. 
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Fig.  3.  Length-tension  diagram  of  tendon  at  different  temperatures.  Note  the 
increase  in  extensibility  with  increase  in  temperature.  (From  Gersten^). 


Fig.  4.  Change  in  temperature  inside  hip  joint  during  exposure  to  A,  ultrasound, 
and  B,  shortwave.  (From  Lehmann,  et  aL*) 
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Thoracic  and  Abdominal  Pain 
Originating  in  the  Vertebral  Axis 

Some  Aspects  of  Physical  Diagnosis 

T.  K.  F.  TAYLOR,  PH.  D.,  Seattle,  Washington 

Although  it  is  superfluous  to  state  that  the  patient  who  presents  with  obscure  ab- 
xXdoininal  or  chest  pain  poses  a diagnostic  problem,  this  very  premise  should 
prompt  the  physician  to  look  to  the  spine  as  a possible  source  of  the  patient’s  symp- 
toms. Only  too  frequently  in  the  former  circumstances  does  spinal  disease  escape 
detection  and  a needless  exploratory  laparotomy  is  carried  out  for  suspected  gas- 
trointestinal, renal  or  gynecologic  conditions,  or  the  patient  with  chest  pain  is  con- 
sidered to  have  some  form  of  cardiac  or  pulmonary  disease. The  reverse  also 
holds  true,  and  it  behooves  the  orthopedist  and  the  neurosurgeon  to  exclude  vis- 
ceral disease  in  the  patient  who  presents  with  symptoms  that  apparently  stem 
from  the  vertebral  axis.  Disease  or  disorder  of  the  vertebral  column,  and  the  con- 
tained neural  elements,  may  simulate  affections  of  the  thoracic  and  abdominal 
viscera  either  by  referred  (segmental)  pain  or  by  direct  nerve  root  involvement. 
The  latter  frequently  provides  a diagnostic  dilemma,  since  root  pain  may  be  ex- 
perienced only  in  the  distal  part  of  the  affected  dermatome.^  Disease  in  the  lum- 
bar spine,  both  in  adults  and  children,  particularly  an  infectious  process,  may  also 
mimic  intra-abdominal  disease.®’^ 

The  purpose  of  the  present  paper  is  to  review  certain  aspects  of  the  physical 
examination  of  the  thoracic  spine  and  the  related  nerve  roots  as  these  are  consid- 
ered pertinent  in  the  patient  with  thoracic  root  pain.  In  addition,  some  of  the  avail- 
able diagnostic  maneuvers  will  be  considered  briefly. 


Etiology  of  Thoracic  Pain  with 
or  without  Nerve  Root 
Involvment 

There  is  a wide  variety  of  con- 
ditions that  may  manifest 
themselves  with  thoracic  spine 
pain,  with  or  without  nerve  root 
involvment.  The  following  is  a 
list  of  diagnoses  made  over  a five- 
year  period  in  patients  seen  at  the 
University  Hospital  and  affiliat- 
ed teaching  hospitals  in  Seattle. 

1.  Mechanical  and  degenera- 
tive conditions  affecting  the 
costotransverse  and  costo- 
vertebral joints. 

2.  Thoracic  disc  prolapse,  cal- 


Dr.  Taylor  is  Associate  Professor,  Depart- 
ment of  Orthopedics,  University  of  Washing- 
ton School  of  Medicine. 


cified  and  noncalcified;  cal- 
cification confined  to  the  nu- 
cleus pulposus  in  adults  and 
children. 

3.  Spondylosis  of  the  thoracic 
spine  (hypertrophic  or  degen- 
erative arthritis). 

4.  Scoliosis  and  kyphoscoliosis 
with  secondary  degenerative 
changes  in  the  costotransverse 
and  costovertebral  joints. 

5.  Scheuermann’s  disease:  active 
and  in  middle-life,  with  sec- 
ondary degenerative  changes. 

6.  Fractures  and  fracture-dislo- 
cations of  the  thoracic  spine 
and  at  the  thoracolumbar 
junction. 

7.  Osteoporosis  with  and  with- 
out demonstrable  compres- 
sion fractures. 

8.  Visceral  disease;  hiatus  her- 


nia, renal  disease,  penetrat- 
ing peptic  ulcer,  pancreatitis, 
biliary  disorders. 

9.  Postural  disorders. 

10.  Primary  and  secondary  mal- 
ignancies involving  the  verte- 
bral column;  tumors  of  the 
spinal  cord  and  nerve  roots. 

11.  Osteomyelitis  and  disc  space 
infections  in  children  and 
adults. 

12.  Post-thoracotomy  syndrome. 

13.  Post  rib  fracture. 

14.  Calcification  in  the  interspin- 
ous  ligament. 

15.  Serratus  anterior  palsy. 

16.  Ankylosing  spondylitis. 

17.  Diabetic  peripheral  neuritis. 

18.  Post-herpetic  neuralgia. 

19.  Aortic  aneurysm  with  verte- 
bral column  involvement. 

20.  Focal  arachnoiditis. 
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21.  Radiation  necrosis  of  the 
spinal  cord. 

22.  Tietze’s  Syndrome. 

23.  Avulsion  of  a rib  at  the  cost- 
ochondral junction. 

24.  Entrapment  of  the  lower  thor- 
acic and  first  lumbar  nerves 
in  the  retroperitoneal  tissues 
following  surgical  procedures 
on  the  kidney  — postnephrec- 
tomy syndromes. 

25.  Intercostal  neuralgia;  no  ap- 
parent cause  for  svmptoms. 

By  far  the  most  common  of  the 
conditions  mentioned  above  are 
mechanical  and  degenerative 
affections  of  the  costotransverse 
and  costovertebral  joints  and 
thoracic  disc  prolapse.  In  these 
there  is  usually  some  relation  be- 
tween the  patient’s  symptoms  and 
spinal  movements  which  are  al- 
most invariably  altered  in  some 
way  and,  most  frequently,  there 
is  a loss  in  the  range  of  extension 
and  rotation.  Each  disease  or 
disorder  tends  to  have  svmptoms 
and  signs  referable  to  the  verte- 
bral column  or  to  other  systems, 
that  may  suggest  the  correct  diag- 
nosis, but  the  manifestations  of 
the  nerve  root  involvement  are 
by  no  means  characteristic  of  the 
causal  agent  in  the  majority  of 
instances.  There  are  of  course, 
certain  exceptions;  for  example, 
the  numb,  heaw  feeling  that  is 
characteristic  of  post-herpetic 
neuralgia,  and  the  excruciating 
pain  that  is  typical  of  metastatic 
deposits  in  the  epidural  space. 
If  pain  is  accompanied  bv  pares- 
thesia, it  is  suggestive  of  compres- 
sion neuropathv  but,  unfortun- 
ately, this  additional  clue  is  not 
always  present.  In  my  experience, 
true  circumferential  girdle  pain 
of  a lancinating  quality  is  un- 
usual. 

A number  of  refined  investi- 
gations have  been  undertaken  on 
“referred”  or  segmental  pain  a- 
rising  in  the  thoracic  region  that. 


if  taken  on  face  value,  tend  to 
oversimplify  the  situation .2  At  a 
clinical  level  it  is  often  quite  dif- 
ficult to  be  sure  whether  the  pain 
a patient  complains  of  is  root  or 
referred  and,  certainly,  with 
some  types  of  disease  both  mav 
be  present.  Clasically,  referred 
pain  is  described  by  the  sufferer 
as  dull  and  aching,  often  with  a 
boring  component.  It  tends  to  be 
poorly  localized  and  to  be  felt 
deeply  in  the  tissues.  Referred 
pain  may  be  experienced  over  a 
wide  area  but  does  not  corre- 
spond to  conventional  derma- 
tomes. Hyperesthesia  may  be 
demonstrable  in  the  overlving 
skin.  Autonomic  concomitants  — 
nausea,  vomiting,  sweating,  vaso- 
constriction — have  been  ob- 
served in  experimentally  induced 
referred  pain.8>9  Root  pain,  on 
the  other  hand,  tends  to  be  sharp- 
er and  more  accurately  delineat- 
ed in  a pattern  corresponding  to 
the  affected  dermatome.  Accord- 
ing to  the  degree  of  involvment 
of  the  nerve  root,  hyper-and  hv- 
pesthesia  are  present  in  varying 
proportions.  When  the  cause  of 
ner\e  root  pain  lies  at  or  near 
the  intervertebral  foramen,  it 
tends  to  be  influenced  bv  pos- 
ture and  movement.  Even  when 
a true  radiculopathy  is  present, 
pain  may  be  experienced  only  in 
the  peripheral  part  of  the  affected 
dermatome  and  have  both  dull 
and  sharp  components.  Further, 
for  some  unexplained  reason, 
nausea  and  vomiting  mav  also  be 
prominent  in  the  patient’s  syn- 
drome. 

Examination  of  the  Thoracic 
Spine 

Anatomical  landmarks  and 
levels.  Since  the  underlying  ana- 
tomical structures  are  not  readilv 
palpable,  certain  landmarks  and 
levels  are  valuable  guideline 
and  reference  points  to  orientate 


the  physician  in  the  examination 
of  the  thoracic  spine. 

The  spinous  processes  of  C7 
(vertebra  prominens)  and  TI  are 
readily  palpable  and,  because 
they  are  so  superficial,  unduly 
heavy  pressure  from  the  examin- 
er’s fingers  may  reproduce  local 
pain  by  stimulation  of  the  perio- 
steum even  in  normal  subjects. 
The  spinous  processes  of  the  mid- 
dle four  thoracic  vertebrae  are 
much  more  oblique  than  the 
four  above  and  the  four  below. 
Their  tips  lie  over  the  lower  bor- 
ders of  the  vertebrae  immediate- 
ly caudad.  Frequently  there  is 
a discernible  gap  between  the 
more  horizontal  spinal  process 
of  T4  and  that  of  T5. 

In  thin  individuals  the  trans- 
verse processes,  which  in  the 
thoracic  region  are  directed  up- 
wards and  backwards,  are  pal- 
pable when  the  patient  is  exa- 
mined in  the  prone  position  to 
relax  the  extensor  musculature; 
the  transverse  processes  of  the 
Ilth  and  I2th  vertebrae  are  rudi- 
mentary. The  rib  articulates  with 
the  transverse  process  in  its  distal 
part  to  form  the  costotransverse 
joint,  and  this  is  available  to  the 
examiner’s  fingers.  The  superior 
costotransverse  ligament  passes 
from  the  transverse  process  be- 
low to  the  rib  above,  and  the 
emerging  intercostal  nerve  is 
immediately  anterior  to  it.  The 
posterior  primary  ramus  exits 
medially  to  this  structure,  and 
divides  into  medial  and  lateral 
branches.  The  anterior  primary 
ramus  courses  obliquely  upwards 
to  join  the  intercostal  artery  under 
cover  of  the  lower  border  of  the 
rib  margin  and,  in  so  doing,  is  in 
close  contact  with  the  costotrans- 
verse joint,  where  it  may  be  irri- 
tated when  the  joint  is  the  seat 
of  degenerative  arthritis,  and 
even  be  compromised  by  a hy- 
pertrophic spur.  Both  anterior 
and  posterior  primary  rami  may 
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Fig.  1.  and  2.  Back  and  side  views  of  a female  patient  who  had  undergone  a 
lengthy  series  of  investigations  for  suspected  intra-abdominal  pathology,  though 
her  abdominal  pain  was  of  root  origin.  There  is  a mild  increase  in  the  dorsal 
kyphosis  due  to  Scheuermann's  disease.  A patch  of  hypesthesia  relating  to  a pos- 
terior primary  ramus  is  mapped  out.  Vigorous  physical  therapy  resulted  in  com- 
plete amelioration  of  this  patient's  complaints. 

Fig.  3.  Photograph  demonstrating  the  way  in  which  rotation  in  the  thoracic  spine 
is  examined.  The  arms  should  be  held  against  the  trunk,  the  pelvis  steadied  by  the 
examiner  who  sits  behind  the  patient. 

Fig.  4.  In  lateral  bending  the  tips  of  the  fingers  should  reach  the  proximal  end  of 
the  fibula.  Note  the  slight  rotation  in  the  spine  which  accompanies  the  movement. 


be  subject  to  entrapment  and 
irritation  in  this  ligamentous 
complex. 

The  posterior  angles  of  the 
ribs,  which  mark  the  lateral  ex- 
tent of  the  extensor  musculature, 
are  also  palpable. 

anatomical  levels 

Upper  border  of  the  scapula — T2 
Spine  of  the  scapula — T3 
Root  of  the  lung— T4, 5, 6 
Bifurcation  of  the  trachea — lower 
border  of  T4 
Heart — T4,5,6,7 

Lower  angle  of  the  scapula— the 
spine  of  T7 

Upper  limit  of  the  dome  of  the 
diaphragm — T8 

Apex  of  the  normal  k\phosis — 
T7,8 

Lower  limit  of  the  lung — TIO 
(posteriorly) 

Lower  limit  of  the  pleura— T 12 
(posteriorly) 

Kidney — parallel  to  the  axis  of 
the  12th  rib 

A line  drawn  horizontally  back- 
wards from  the  suprasternal  notch 
passes  through  the  lower  border 
of  T4.  The  latter  delineates  the 
distal  extent  of  the  superior  med- 
iastinum. The  xiphisternal  joint 
is  at  the  T9-10  lev  el  and  the  trans- 
pyloric  plane  at  LI. 

the  thoracic  spinal  nerves 

The  twelve  thoracic  nerves, 
w'hich  are  typical  or  mixed  spinal 
segmental  nerves,  are  arranged 
in  an  orderly,  sequential  fashion. 
Each  has  an  anterior  and  a pos- 
terior primary  ramus.  The  first 
thoracic  nerve  is  distributed  by 
the  brachial  plexus  to  the  small 
muscles  of  the  hand,  and  its  sen- 
sory component,  to  the  inner 
aspect  of  the  arm.  The  second 
thoracic  nerve  makes  a variable 
contribution  to  the  skin  of  the 
axilla  via  the  intercostohrachial 
nerve.  The  anterior  axial  line 
which  separates  the  fourth  cer- 
vical dermatome  from  the  second 


thoracic  dermatome  anteriorly 
is  more  clearly  defined  than  its 
posterior  counterpart.  Pearson, 
et  al.  noted  that  absence  of  in- 
dependent cutaneous  sensation 
from  the  dorsal  primary  rami  in 
the  lumbar  region  is  not  as  pro- 
minent as  it  is  in  the  lower  cer- 
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vical  spine.  10  In  the  first  four 
thoracic  segments  cutaneous  sen- 
sation is  by  the  lateral  branches 
of  the  posterior  primary  rami 
and,  in  the  lower  four  segments, 
by  the  medial  branches.  The  in- 
tervening zone,  T4-8,  is  transi- 
tional in  that  both  medial  and 


lateral  branches  reach  the  skin. 
The  posterior  primar\'  rami, 
whose  motor  responsibilities  are 
the  spinal  extensor  and  intrinsic 
rotator  muscles,  are  accompanied 
by  posterior  branches  of  the  in- 
tercostal and  abdominal  wall 
musculature.  These  have  lateral 
branches  with  anterior  and  pos- 
terior divisions,  and  terminal 
anterior  cutaneous  branches.  The 
lateral  branches  of  the  subcostal 
(T12),  ilio-inguinal,  and  iliohypo- 
gastric nerves  (11),  reach  down 
in  the  buttock  posteriorly  and 
laterally  almost  to  the  level  of 
the  trochanter,  though  here  the 
area  of  cutaneous  distribution  is 
somewhat  variable. 

clinical  examination  of  the 
thoracic  spine 

Inspection:  Inspection  should 
always  be  carried  out  in  two 
planes.  A major  increase  in  the 
dorsal  kvphosis  such  as  occurs 
in  Scheuermann’s  disease.  Figure 
1 and  2,  is  readily  discernible, 
but  even  minimal  increases  can 
be  detected  on  careful  scrutiny. 
The  apex  of  the  normal  kyphosis 
is  at  T7-8.  If  the  deformity  is 
linked  to  one  or  two  vertebrae, 
i.e.,  compression  fractures,  with 
experience  one  can  detect  changes 
of  as  small  as  ten  degrees  in  the 
kvphosis  by  appreciating  the 
more  prominent  spinous  proces- 
ses of  the  involved  vertebrae. 
Slight  deviation  of  the  tips  of  the 
spinous  process  from  the  mid- 
line is  quite  common  (this  may 
be  related  to  handedness  in  the 
upper  thoracic  spine)  and  is  an 
unreliable  guide  to  the  presence 
or  absence  of  mild  curvatures  of 
the  spine.  Minimal  scoliotic  de- 
formitv  can  easily  be  overlooked 
on  cursory  examination  but,  when 
more  pronounced,  the  unequal 
height  of  the  shoulders,  the  pro- 
minent scapula,  the  different 
widths  of  the  gaps  between  the 
dependent  upper  limbs  and  the 


trunk,  are  strong  clues  as  to  the 
underlying  deformity.  More  im- 
portant, however,  is  the  lateral 
hump  due  to  rib  rotation,  which 
persists  on  forward  flexion  and 
is  the  pathognomonic  sign  of  a 
structural  or  fixed  scoliosis. 

Palpation:  When  palpating 

for  local  tenderness,  the  under- 
lying anatomic  structures  should 
always  be  kept  in  mind.  It  is  im- 
portant to  distinguish  between 
tenderness  produced  by  palpa- 
tion and  percussion  over  a spin- 
our  process,  and  that  elicitable 
from  the  region  of  the  costotrans- 
verse joint.  Palpation  should  al- 
ways be  carried  out  with  the  pa- 
tient in  the  prone  position. 

Movements:  The  thoracic  and 
lumbar  spines  move  together 
and  it  is  impossible  to  measure 
clinically  a range  of  motion  in 
either  with  any  degree  of  accur- 
acy. In  the  thoracic  spine  move- 
ments are  restricted,  to  a degree, 
by  the  thoracic  cage.  The  total 
range  of  rotation  is  in  the  region 
of  40  degrees.  This  is  best  gauged 
visually  in  the  manner  depicted 
in  Figure  2,  comparing  the  range 
of  movement  to  both  sides.  With 
lateral  bending,  which  is  accom- 
panied by  a minor  rotar)'  ele- 
ment, the  finger  tips  should  reach 
the  proximal  end  of  the  fibula. 
Figure  4.  Flexion  varies  widely 
in  normal  subjects  and  is  signi- 
ficantly influenced  bv  hamstring 
tightness.  The  normal  subject 
can  bring  the  fingertips  to  the 
floor.  The  manner  in  which  these 
movements  are  performed  should 
be  carefully  observed,  again  in 
two  planes.  They  should  be  car- 
ried out  in  a smoothly  coordinat- 
ed fashion  with  comparable  re- 
coverv.  Reflex  muscle  contrac- 
tion with  local  splinting,  often 
erroneously  termed  muscle  spasm 
can  be  detected  readily  in  this 
wav,  ev  en  if  it  is  affecting  only  a 
small  segment  of  the  thoracic 
spine.  To  evaluate  extension,  the 
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patient  must  lie  prone  and  at- 
tempt to  raise  his  trunk  off  the 
couch  with  the  arms  held  by  the 
sides.  The  bulk  and  tone  of  the 
musculature  wilst  the  patient  is 
attempting  this  movement  are 
reasonable  guides  to  its  efficiency . 
Strength  can  be  estimated  bv 
applying  a resistance  to  the  move- 
ment. The  normal  subject,  with 
the  pelvis  fixed  to  tlie  examining 
table,  can  raise  the  trunk  to  the 
horizontal  position  but,  even  at 
its  best,  this  gives  an  inaccurate 
estimate  of  erectors pinae 
strength. 

examination  of  the  thoracic 
spinal  nerves 

Sensation:  In  the  demonstra- 
tion of  alterations  in  cutaneous 
sensation,  the  appreciation  of 
pin  prick  has  been  found  to  be 
far  more  reliable  than  light  touch, 
and  even  more  so  than  altera- 
tions in  thermal  sensibilities. 
Often  these  changes  are  subtle 
and  easily  missed  on  cursorv’ 
examination.  In  normal  female 
subjects  it  is  common  to  find 
slight  differences  in  the  appre- 
ciation of  pin  prick  between  the 
area  of  skin  encompassed  by  a 
brassiere  and  the  adjacent  skin. 
The  use  of  two  safety  pins  bent 
at  right  angles  has  proven  effec- 
tive in  demonstrating  sensorv' 
changes.  Figure  5;  the  pin  wheel, 
which  is  popular  with  many  phy- 
sicians, is  considered  far  less  use- 
ful. Hyperesthesia  may  also  be 
demonstrated  by  pinching  a fold 
of  skin  and  subcutaneous  tissue 
betw'een  the  thumb  and  fore- 
finger. Since  irritative,  rather 
than  frank  compressive  neuro- 
pathies are  more  frequently  en- 
countered, hyperesthesia  is  found 
more  often  than  hypesthesia, 
but  often  both  are  present.  Their 
distribution  may  be  somewhat 
patchy,  and  it  is  unusual  to  be 
able  to  delineate  clearly  hypes- 
thesia in  an  entire  dermatome 


Fig.  5.  Photograph  showing  the  recommended  method  for 
testing  for  cutaneous  sensation.  It  is  important  to  test  both 
sides  at  the  same  time.  The  demonstrated  way  in  which  pins 
are  being  held  by  the  examiner  gives  maximal  fine  control 
over  them. 


6B 

Fig.  6.  In  the  examination  of  the  adbomen,  palpation  is  car- 
ried out  firstly  with  the  abdominal  wall  relaxed,  and  then  with 
it  contracted.  If,  in  the  latter,  tenderness  persists,  it  is  strongly 
suggestive  of  root  or  referred  pain. 


circumferentiallv  around  the 
trunk.  Abnormalities  of  cutan- 
eous sensation  in  relation  to  the 
posterior  primary  rami  are  often 
only  over  a small  area  of  the 
posterior  thorax.  In  the  excep- 
tional case,  hyperesthesia  may 
be  so  pronounced  that  the  pa- 
tient is  unable  to  tolerate  even 
light  clothing. 

When  a thoracic  spinal  nerve 
is  irritated,  tenderness  along  the 
course  of  the  nerve  is  often  de- 
monstrable, and  particularly  so 
in  the  abdominal  wall  and  where 
the  nerves  gain  a more  superfi- 
cial plane  at  the  lateral  margin 
of  the  rectus  abdominis  muscle. 
These  “tender  spots,”  where 
nerves  pass  through  muscle,  are 
frequently  observed  elsewhere 
in  the  body  with  radiculopathies 
and  neuropathies,  though  a pre- 
cise explanation  for  the  phenom- 
enon is  lacking.  Tender  spots 
are  less  common  where  the  lat- 
eral and  the  anterior  cutaneous 
branches  of  the  thoracic  nerves 
emerge.  Tenderness  in  the  anter- 
ior extreme  of  the  intercostal 
space  is  sometimes  erroneously 
interpreted  as  indicative  of  local 
disease,  i.e.,  an  affection  of  the 
costochondral  junction,  where  in 
fact  even  gentle  palpation  of  the 
costochondral  junction  will  pro- 
duce a distinctively  painful  re- 
sponse in  normal  subjects,  and 
repeated  rubbing  by  an  intro- 
spective patient  perpetuates  it  to 
a marked  degree. Periosteum 
and  perichondrium  are  very  sen- 
sitive tissues. 

When  a thoracic  nerve  root 
is  entrapped  or  tethered  at  or 
near  the  intervertebral  foramen, 
then  local  pressure  may  repro- 
duce root  symptoms.  Root  pain 
may  be  augmented  by  certain 
maneuvers  particularly  rotation 
and  lateral  bending.  Flexion  and 
extension  are  less  often  observed 
to  influence  root  discomfort.  For 
some  unexplained  reason,  thorac- 


ic root  pain  tends  to  be  worse  in 
the  supine  position.  In  severe 
cases  neck  flexion,  by  pulling  up- 
wards on  the  dura,  may  precipi- 
tate radicular  pain,  and  coughing 
and  sneezing  can  also  act  in  this 
manner,  presumably  by  the  com- 


bination of  local  mechanical  ef- 
fects and  an  alteration  in  the 
cerebrospinal  fluid  pressure  in 
the  root  sleeve  of  the  irritated 
nerve  root. 

Patients  with  entrapment  syn- 
dromes near  the  foramen  and 
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Fig.  7.  Photograph  of  a female  patient  who  presented  with  moderately  severe 
root  pain.  A clear  band  of  hypesthesia  is  mapped  out  and  a demonstrated  area  of 
tenderness  over  the  paravertebral  region  is  hatched.  Note  the  prominent  left  scapula 
indicative  of  the  scoliosis.  This  patient’s  complaints  were  relieved  by  a single  diag- 
nostic block  with  hydrocortizone  and  local  anesthetic. 


those  with  thoracic  disc  prolapse 
frequently  complain  that  raising 
their  arms  above  the  level  of  the 
shoulders  will  precipitate  both 
root  and  spinal  pain,  and  this  is 
understandable  from  the  effect 
the  movement  will  have  on  the 
costotransverse  and  costoverte- 
bral joints.  It  is  unusual  for  root 
symptoms  to  be  influenced  sig- 
nificantly by  the  respiratory  ex- 
cursions or  bv  anteroposterior 
compression  of  the  thoracic  cage. 
Xerve  root  symptoms  are  late 
events  in  the  rheumatoid  spon- 
dylitic, and  here  a significant 
reduction  in  chest  expansion  is  a 
valuable  diagnostic  sign. 

Muscle  tenderness,  in  addition 
to  the  tender  spots  and  actual 
nerve  tenderness  mentioned 
above,  is  common  with  all  forms 
of  root  pain  and  is  also  seen  with 
referred  pain.  Usually  the  area 
of  tenderness  is  larger  than  that 
of  the  spontaneous  pain.  When 
the  question,  “Does  a patient 
with  obscure  abdominal  pain 
have  intra-abdominal  disease 
responsible  for  tenderness  on 
palpation?”  arises,  the  answer 
is  provided  bv  palpating  with 
the  musculature  relaxed  and 
then  with  it  contracted  Figure  6. 
.\s  was  pointed  out  so  clearly 
bv  Garnett,  if  the  cause  of  the 
tenderness  is  intra-abdominal 
the  tenderness  will  disappear 
when  the  musculature  is  con- 
tracted, but  if  the  parietal  peri- 
toneum is  irritated  it  may  per- 
sist.is  The  test  is  of  less  value 
if  the  tone  of  the  musculature 
is  poor,  as  it  frequently  is  in  el- 
derly subjects. 

In  the  management  of  patients 
with  thoracic  nerve  root  irrita- 
tion it  has  been  valuable  to  re- 
cord the  sensory  findings  bv  tak- 
ing a photograph  of  the  trunk 
with  the  areas  of  altered  sensi- 
bility carefully  mapped  out,  Fig- 
ure 7.  Nerve  root  irritation  at 
several  levels  is  not  infrequently 


seen  when  the  cause  lies  in  de- 
generative arthritis  of  the  costo- 
transverse joints,  and  here  some 
variation  in  the  extent  of  the  sen- 
sory findings  on  repeated  ex- 
aminations has  been  observed. 
When  disc  prolapse  or  other 
causes  are  present,  then  dificits 
are  more  reproducible. 

aids  in  diagnosis 

When  one  is  confronted  with  a 
patient  whose  complaints  indi- 
cate thoracic  nerve  root  involv- 
ment,  the  diagnosis  is  often  not 
completely  clear  on  clinical 
grounds  alone.  Certain  diagnos- 
tic measures  are  of  \ alue  accord- 
ing to  the  circumstances. 

1.  Plane  Raclio^raphij:  A com- 
plete radiographic  examination 
of  the  thoracic  spine  is  manda- 
tory and,  when  indicated,  should 
include  oblique  projections  for 
demonstrations  of  the  costotrans- 
verse joints.  A marker  over  the 
site  of  tenderness  is  a valuable 
aid  in  localization.  The  lower 
four  thoracic  vertebrae  are,  to  a 
degree,  obscured  bv  the  overlv- 
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ing  soft  tissues,  and  should  there 
be  any  question  of  disease,  1am- 
inographv  is  required. 

2.  Myelography:  This  techni- 
que is  of  less  value  in  the  thora- 
cic region  than  it  is  in  the  lumbar 
spine  because  the  root  sleeves 
are  small  and  thev  leave  the 
dura  more  posteriorly,  and  come 
in  near  proximity  to  the  inter- 
vertebral disc  for  a short  distance 
only  as  thev  exit  through  the 
foramen.  A sizable  lateral  pro- 
lapse is  recjuired  to  produce  a 
mvelographic  defect.  These  fac- 
tors apart,  the  normal  kvphosis 
renders  screening  difficult;  as 
soon  as  the  d\e  column  passes 
over  the  apex  of  the  curvature  it 
runs  rapidly  to  the  cervical  re- 
gion and  tends  to  fragment,  which 
makes  further  examination  diffi- 
cult. 

3.  Eleetronu/o^raphy:  In  my 
experience,  this  has  been  of  lim- 
ited value  in  diagnosis,  and  none 
in  helping  to  localize  the  level  of 
disease.  Usually,  questionable 
evidence  of  nerve  root  irritation 
is  all  that  is  demonstrable,  and 


even  this  has  not  been  found  in 
a sizable  proportion  of  cases  with 
clear  clinical  evidence  of  a radi- 
culopathy. However,  in  two  pa- 
tients seen  recently  the  electro- 
myograms  showed  widespread 
denervation  in  the  abdominal 
muscidature,  though  clinically 
a single  root  on  one  side  was  all 
that  was  indictable.  In  both  pa- 
tients it  subsequently  became 
clear  that  diabetic  neuropathy 
was  the  correct  diagnosis. 

4.  Diagnostic  Block  with  Local 
Anesthesia:  In  selected  cases  this 
is  a most  valuable  test,  but  it  is 
essential  that  it  be  performed 
under  careful  x-ra\'  control, 
ideally  with  two  plane  fluoros- 
copy. Clinical  judgment  alone 
is  not  accurate  enough  to  deter- 


mine the  level  precisely,  which  is 
vital  if  surgery,  based  on  the  re- 
sults of  the  diagnostic  blocks,  is 
planned.  Blocks  should  always 
be  repeated  to  exclude  a placebo 
effect.  The  costotransverse  and 
costovertebral  joints  can  be  in- 
jected selectively  with  local  an- 
esthetic for  diagnostic  purposes 
and  a hydrocortisone  prepara- 
tion may  be  added  as  a thera- 
peutic agent  if  degenerative  con- 
ditions of  the  joints  are  present. 

Comments 

The  thoracic  spine  and  the 
emerging  nerve  roots  have  long 
been  neglected  in  the  differen- 
tial diagnosis  of  abdominal  and 
chest  pain.  The  reader  is  referred 
to  the  papers  by  Garnett,  who  in 


the  I920’s  drew  attention  to  what 
he  termed  “intercostal  neural- 
gia.”12, 13  Certainly  this  appella- 
tion is  no  longer  applicable  in 
most  cases,  but  patients  are  not 
infrequently  seen  who  have  a his- 
tory and  physical  signs  of  nerve 
root  irritation,  but  in  whom  no 
definite  diagnosis  can  be  made, 
despite  the  diagnostic  facilities 
at  the  physician’s  disposal.  Care- 
ful physical  examination  and  ap- 
propriate diagnostic  maneuvers 
are  essential  if  one  is  to  detect 
the  causal  agent  and  to  institute 
the  required  treatment.  Nerve 
root  pain,  like  back  pain,  is  a 
symptom  and  not  a diagnosis. 

Dept,  of  Orthopedics 
U.  ofW.  School  of  Medicine 
(98105) 
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Low  Back  Pain 

D.  KAY  CLAWSON,  M.D.,  Seattle,  Washington 


10W  back  pain  is  a symptom 
of  a disorder  the  etiology  for 
which  may  lie  in  the  l)ack,  the 
abdomen  or  the  mind.  Back  pain 
is  so  common  that  few  indivi- 
duals have  not  e.xperienced  it. 
If  prompt  treatment  is  not  insti- 
tuted to  reverse  the  symptom, 
the  disability  can  be  tremendous. 
A classification  of  the  types  of 
back  pain  is  presented,  not  in  an 
effort  at  being  complete  but  mere- 
ly to  provide  a working  basis  for 
establishing  a more  accurate 
diagnosis.  I have  chosen  to  divide 
back  pain  into  three  major  cate- 
gories: I.  pain  not  originating  in 
the  back,  and  II.  diseases  of  an 
organic  nature  as  distinguished 
from  III.  mechanical  disturb- 
ances. 

I.  Not  Back 

A.  Etiology 

1.  Dissecting  aortic  aneurysm 

2.  Duodenal  ulcer 

3.  Pancreatitis  or  pancreatic  tumor 

4.  Kidney  disease 

5.  Other  retroperitoneal  disease 

B.  Diagnosis 

These  conditions  can  be  differen- 
tiated from  other  types  of  back 
pain  by: 

1.  The  pain  is  not  related  to  move- 
ment. In  fact  many  of  these  indivi- 
duals will  be  thrashing  in  bed  and 
will  move  around  the  room  in  an 
attempt  to  get  relief  from  pain. 

2.  On  physical  examination  there 
will  be  no  muscle  spasm  and  hence 
no  splinting  of  the  back.  If  the  indi- 
vidual is  elderly  and  has  degenera- 
tive disk  disease,  he  may  not  have  a 
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free  range  of  motion,  but  there  will 
certainly  be  no  increase  in  symp- 
toms with  movement. 

C.  Treatment 

Treatment  of  these  conditions  is  re- 
lated to  the  primary  condition. 

II.  Organic 

A.  Etiology 

The  common  etiologies  are: 

1.  Tumor,  whether  metastatic  or 
primary. 

2.  Infections  involving  disk  space 
or  vertebral  body. 

3.  Rheumatoid  arthritis  or  spondy- 
litis. 

B.  Diagnosis 

1.  Definitive  diagnosis  is  made  on 
the  basis  of  x-ray  and  aspiration  or 
biopsy.  The  clue  that  the  condition 
is  in  the  organic  category  comes 
from: 

2.  These  individuals  usually  have 
systemic  illness.  They  may  or  may 
not  have  febrile  episodes. 

3.  Their  pain  is  only  partially  re- 
lieved by  rest.  Most  patients  are 
conscious  of  pain  being  present  at 
all  times,  although  rest  may  relieve 
secondary  muscle  spasm  resulting 
in  some  improvement.  A constant, 
boring  pain  at  rest  is  usually  indic- 
ative of  tumor  or  infection. 

4.  The  sedimentation  rate  is  usually 
significantly  elevated.  This  test  is 
most  useful  in  screening  mechanical 
back  problems  from  tumors,  or  in- 
flammatory diseases. 

C.  Treatment 

1 . Once  the  diagnosis  is  established, 
treatment  can  be  directed  toward 
attacking  the  primary  disease.  Tu- 
mors can  be  resected  or  irradiated. 
Infection  is  treated  with  antibiotics, 
rest  and  evacuation  of  any  abscess 
that  forms.  Rheumatoid  spondylitis 
is  managed  with  anti-inflammatory 


drugs,  postural  exercises  and  brac- 
ing. 

III.  Mechanical 

A.  Etiology 

1.  Trauma.  Ligamentous  sprain, 
fracture  or  dislocation  occur  from  a 
variety  of  traumatic  insults.  In  the 
absence  of  tumor  or  marked  osteo- 
porosis, the  trauma  required  is  mod- 
erate to  severe.  Although  muscle 
strains  can  occur,  they  heal  prompt- 
ly and  are  of  no  major  significance. 

2.  Disk  degeneration.  The  inter- 
vertebral disk  is  a type  of  joint.  It 
relies  for  its  nutrition  on  diffusion  of 
nutrients  which  is  enhanced  by 
normal  motion.  Immobilization  for 
any  reason,  whether  it  is  from  a 
sedentary  life,  braces,  corsets  or 
the  chronic  tension  back  syndrome, 
may  produce  early  disk  degenera- 
tion. Like  degenerative  joint  disease 
elsewhere,  it  is  subject  to  hereditary 
patterns.  Once  the  disk  degenerates, 
it  may  herniate  in  any  direction,  i.e., 
into  the  vertebral  body  to  produce 
Schmorl's  nodes,  beneath  the  an- 
nular ligaments  producing  pressure 
on  the  surrounding  nerves,  or  pos- 
terior to  impinge  on  the  spinal 
roots.  As  time  passes  a degenerated 
disk  will  lose  height.  This  produces 
increased  weight  bearing  on  the 
neural  arch  joints  (facet  joints). 
These  joints  may  then  become  symp- 
tomatic and  undergo  degenerative 
changes.  Bone  sclerosis  and  retro- 
listhesis  are  seen  on  x-ray.  Figure  1. 

3.  Congenital  abnormalities.  Num- 
erous congenital  anomalies  are 
seen  in  the  lumbar  spine.  Those  that 
are  generally  accepted  as  being  the 
source  of  back  pain  are: 

a.  Spondylolysis — a fibrocartila- 
genous  defect  seen  in  the  pars  inter- 
articularis. 
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b.  Spondylolisthesis  — a slipping  of 
one  vertebra  forward  on  the  one 
below.  This  condition  may  be  due 
to  an  elongated  pedicle,  an  abnor- 
mal neural  arch  joint  or  more  com- 
monly to  the  spondylolysis. 

c.  Hemisacralization  — the  last  lum- 
bar vertebra  attempts  to  sacralize 
on  one  side  but  does  this  incom- 
pletely. Motion  is  limited,  thus  ini- 
tiating early  degenerative  changes. 
The  opposite  anomaly,  hemilumbar- 
ization  of  the  first  sacral  vertebra, 
can  occur  producing  similar  symp- 
toms. 

d.  Hemivertebrae  — a segment  of 
the  neural  arch  of  the  vertebra  is 
missing  leaving  a mechanically  un- 
sound back.  A possible  minor  var- 
ient  of  this  is  gross  asymmetry  of 
the  neural  arch  joints  where  one 
joint  will  be  in  a sagittal  plane  and 
one  in  a coronal  plane.  When  this 
happens  motion  is  significantly  lim- 
ited and  early  degeneration  of  the 
disk  frequently  results. 

e.  Postural  strain  — weight  bearing 
is  not  solely  a function  of  the  verte- 
bral column  as  weight  is  also  borne 
through  the  abdominal  viscera  much 
as  weight  can  be  borne  through  a 
hydrostatic  column  of  fluid  as  long 
as  the  external  casing  is  intact.  For 
the  viscera  the  external  casing  is  the 
abdominal  musculature.  Weak  ab- 
dominal musculature  allows  an  ex- 
aggeration of  the  lumbar  lordosis 
making  weight  bearing  joints  out 
of  the  gliding  neural  arch  joints. 
Such  conditions  causing  chronic  low 
back  pain  include  obesity,  preg- 
nancy, the  wearing  of  high  heels 
and  a dorsal  kyphosis  in  which 
there  must  be  a compensatory  lum- 
bar lordosis  for  the  individual  to 
stand  upright. 

f.  The  tension  syndrome  — many 
individuals  are  conscious  of  back- 
ache when  they  become  tense,- 
others  are  completely  unaware  that 
their  tensions  can  produce  chronic 
muscle  contraction  which  results  in 
decreased  blood  flow,  build  up  of 
metabolites,  and  pain.  Pain  increas- 


es the  tension  and  a vicious  circle 
is  initiated. 

B.  Diagnosis 

1.  Trauma,  fracture  and  fracture 
dislocation  are  usually  diagnosed 
by  x-ray.  At  times  special  views 
and  tomograms  are  required  to 
diagnose  the  fracture  pattern.  The 
soft  tissue  injuries  present  more  dif- 
ficulty. Diagnoses  of  these  are  fre- 
quently made  from  history.  The 
diagnosis  must  be  compatible  with 
the  history,  i.e.  muscle  strain  usually 
occurs  when  there  is  a sudden  force 
on  muscle  that  is  already  contracted. 
A sprain  of  the  ligaments  of  the 
back  requires  significant  trauma, 
and  ligamentous  injuries  are  rare 
except  when  they  accompany  frac- 
ture or  fracture  dislocation. 

2.  Disk  degeneration.  An  interver- 
tebral disk  may  be  undergoing  de- 
generative changes  for  many  years 
before  there  is  loss  of  height.  The 
only  method  of  early  diagnosis  is 
diskography.  Flexion-extension  x- 
rays  may  show  abnormal  motion 
which  is  suggestive  evidence  that 
the  disk  is  degenerating.  Once  disk 
narrowing  is  present  by  x-ray,  the 
diagnosis  is  established;  however, 
disk  narrowing  with  or  without  osteo- 
phytes does  not  mean  that  the  pa- 
tient's back  pain  is  caused  by  the 
x-ray  findings  shown  on  the  film.  The 
signs  and  symptoms  of  disk  degen- 
eration are  similar  to  those  from  de- 
generative joint  disease  elsewhere: 

a.  There  is  a characteristic  ache 


DISK  COLLAPSE 
Retrolisthesis 
Facet  joint  arthrosis 


usually  starting  after  a few  hours 
of  sleep. 

b.  Morning  stiffness  and  pain  on 
arising  may  be  quite  severe. 

c.  The  pain  will  improve  with  ac- 
tivity and  in  fact  may  be  completely 
absent  until  fatigue  sets  in  and  the 
muscles  are  no  longer  able  to  pro- 
tect the  joints.  The  pain  again  be- 
comes worse. 

d.  Characteristically,  the  pain  is 
increased  in  hyperextension  and 
relieved  in  flexion. 

e.  The  course  is  punctuated  by  acute 
attacks  of  back  pairi  which  may 
last  minutes  to  days  or  weeks. 

f.  The  pain  is  frequently  referred 
somewhat  distal  to  its  source  of  ori- 
gin. In  the  low  back  this  usually 
means  referral  into  the  buttocks  and 
thighs,  but  not  below  the  knee. 

3.  Herniated  disks.  Herniation  of 
the  degenerating  disk  can  occur  in 
any  direction.  With  the  exception 
of  the  herniation  posterior  or  pos- 
terolateral when  there  is  impinge- 
ment on  the  spinal  nerve  roots,  the 
signs  and  symptoms  are  consistent 
with  degenerative  disk  disease.  The 
typical  pattern  of  herniated  disks 
with  nerve  root  involvment  is  as 
follows: 

a.  The  onset  occurs  with  a flexion- 
rotation  movement.  Once  disk 
degeneration  has  taken  place,  the 
herniation  can  occur  with  insignifi- 
cant effort. 

b.  It  usually  occurs  in  individuals 
engaged  in  light  labor  or  sedentary 
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INCORRECT 


Fig.  2 


work  and  is  most  frequent  in  the  30- 
50  age  group. 

c.  Pain  is  referred  along  the  entire 
distribution  of  the  involved  nerve, 
and  muscle  weakness  and  sensory 
changes  follow  the  dermatome. 
While  herniation  and  nerve  root 
pressure  can  occur  at  any  level,  the 
common  patterns  are:  i)  S-1  — leg 
pain  to  the  heel  or  lateral  foot, 
weakness  of  foot  flexors  and  de- 
creased or  absent  Achilles  reflex; 
ii)  L-5  — pain  on  the  anterolateral 
leg  and  dorsum  of  the  foot,  weak- 
ness of  extensors  of  the  foot  and 
especially  the  great  toe;  and  iii) 
L-4  — pain  in  the  anterior  thigh  and 
medial  aspect  of  the  leg,  weakness 
of  the  knee  extensors  and  decreased 
patellar  reflex.  Most  patients  will 
have  associated  back  and  buttocks 
pain.  Electromyogram  and  myelo- 
gram are  useful  in  confirming  the 
diagnosis  and  localizing  the  ana- 
tomic level  of  the  lesion  when  surg- 
ical treatment  becomes  necessary. 

4.  Congenital.  Diagnosis  is  by  x-ray. 
It  is  again  important  to  make  cer- 
tain that  the  anomaly  is  indeed  the 
cause  of  pain.  Injection  of  local  an- 


esthetic into  the  area  of  immobili- 
zation of  the  spine  is  helpful  in  con- 
firmation. 

5.  Postural  strains.  Diagnosis  is 
made  on  physical  and  x-ray  exam- 
ination and  confirmed  by  response 
to  therapy. 

6.  Tension  syndrome.  These  indivi- 
duals fall  into  the  classification  of 
psychophysiologic  musculoskeletal 
reactors.  These  individuals  have  a 
multiplicity  of  complaints.  Common 
accompaniments  are  associated  dor- 
sal back  and  neck  symptoms,  fre- 
quent headaches  and  nausea  (with- 
out vomiting  unless  they  bring  it  on 
by  gagging  themselves).  Positive 
factors,  including  sexual  and  gyne- 
cologic difficulties  are  frequently 
picked  up  on  systems  review. 

IV.  Treatment 

Details  of  treatment  of  these  various 
conditions  are  beyond  the  scope  of 
this  paper.  Causes  for  the  tension 
syndrome  should  be  attacked  dir- 
ectly. Acute  fractures,  strains  and 
sprains  should  be  allowed  to  heal 
and  then  treatment  should  be  dir- 
ected at  improvement  of  muscle 
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and  joint  function.  For  treatment  the 
patients  may  be  divided  into  two 
categories;  those  with  and  those 
without  neurologic  deficit.  The  im- 
portant considerations  in  each 
group  are  as  follows: 

A.  Those  without  neurologic  deficits 

1.  Establish  proper  body  mechanics 
Figure  2 while: 

a.  Lying  — through  the  use  of  a 
firm  mattress  support,  laying  on  the 
side  or  placing  a pillow  beneath 
the  knees  to  flex  the  spine  if  laying 
on  the  back. 

b.  Sitting  — with  the  knees  higher 
than  the  hips  to  decrease  lordosis. 

c.  Standing  — by  avoiding  high 
heels  for  prolonged  periods,  and 
by  standing  with  one  leg  on  a stool 
to  decrease  lordosis. 

2.  Develop  muscle  strength  in  the 
spine  flexors  (abdominal  muscles) 
while  stretching  the  tight  spine  ex- 
tensor muscles  and  fascia. 

3.  Maintain  the  mobility  essential 
for  healthy  joint  function.  Bracing 
should  only  be  used  as  a temporary 
help  to  improve  the  "casing"  while 
muscles  are  being  strengthened  to 
accept  their  normal  function.  Oc- 


casional  individuals  are  too  feeble 
to  develop  sufficient  muscle  strength, 
and  bracing  must  be  permanent. 

4.  Spine  manipulation  should  be 
reserved  for  individuals  with  an 
acute  attack  of  back  pain. 

5.  Surgery,  usually  a spine  fusion, 
should  be  done  when  conservative 
treatment  has  failed.  The  possible 
exception  is  in  the  congenital  ano- 
maly of  spondylolisthesis  in  a grow- 
ing child  when  the  deformity  will 
almost  certainly  increase  during 
growth. 

B.  Those  with  neurologic  deficit.  The 
only  absolute  indication  for  disk 
surgery  is  in  patients  with  advanc- 
ing neurologic  deficit  while  at  strict 
bedrest.  Such  patients  will  usually 
have  a sequestrated  disk,  and  early 
surgery  is  advisable.  Most  indivi- 
duals with  a herniated  interverte- 
bral disk  with  neurologic  deficit  will 
recover  if  the  lumbar  spine  is  rested 


in  flexion  and  the  muscles  relaxed. 
This  can  best  be  done  by  strict  bed- 
rest in  a contour  position.  The  ad- 
dition of  pelvic  traction  is  frequent- 
ly helpful.  It  can  also  be  accom- 
plished by  placing  the  patient  in  a 
flexion  cast  or  brace.  Surgical  inter- 
vention should  be  reserved  for  those 
patients  who  continue  to  have  neur- 
ologic deficit  after  conservative 
treatment.  Back  pain  per  se  is  not 
an  indication  for  laminectomy  and 
disk  excision. 

V.  Summary 

In  the  management  of  low  back  pain, 
it  is  essential  to: 

1.  Establish  an  accurate  diagnosis 
as  to  the  cause  of  the  pain. 

2.  Direct  treatment  at  the  cause  of 
disability  as  well  as  the  back  con- 
dition. 

3.  Reserve  intervention  for  those 
patients  with  positive  indications. 


not  for  patients  with  chronic  com- 
plaints who  fail  to  respond  to  the 
usual  treatments. 

Dej)t.  of  Ortliojteclics 
U.  ofW.  School  of  Medicine 
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Use  of  Drugs  in  Control  of  Chronic  Pain 

GEORGE  N.AAGAARD.M.  D.,  Seattle,  Washington 


Patients  with  clironic  pain 
present  a ehallenge  to  the 
phvsieian  s wisdom  and  skill. 
M any  modalities  of  treatment  are 
available,  ineluding  drugs.  The 
wise  phvsieian  will  seleet  those 
methods  of'  treatment  that  will 
best  eontrol  pain  in  his  patient 
over  a prolonged  period. 

Drugs  plav  an  important  part 
of  our  therapeutic  efforts  in  help- 
ing the  patient  with  chronic  pain. 
However,  we  have  no  drug  avail- 
able today  that  is  ideal  for  the 
treatment  of  chronic  pain.  All 
drugs  have  their  limitations  and 
their  adverse  effects.  The  physi- 
cian must  select  drugs  with  three 
important  factors  in  mind: 

1.  Prognosis  of  the  disease  in  the 


Dr.  Aagaard  is  a Professor  of  Medicine, 
Division  of  Clinical  Pharmacolory,  Univer- 
sity of  Washington  School  of  Medicine. 


patient,  (this  includes,  for  ex- 
ample, the  rate  of  progression 
of  the  disease  and  estimation  of 
the  severity  of  the  pain,  and  the 
ability  of  tbe  patient  to  ab.sorb 
dings  from  tbe  gastrointestinal 
tract),  2.  Relative  effectiveness 
of  the  drug,  and  3.  The  hazards 
(adverse  effects)  of  the  drug. 
Therapeutic  decisions  must  be 
based  on  these  three  major  con- 
siderations. In  prescribing  drugs, 
as  in  making  recommendations 
for  surgery,  the  physician  weighs 
hazards  of  the  disease  against 
hazards  of  any  drug  tliat  might 
be  useful. 

Before  considering  specific 
drugs  or  groups  of  drugs  in  the 
treatment  of  pain,  it  is  important 
to  discuss  certain  more  general 
points  influencing  our  selection 
of  drugs. 

An  important  psychological 


component  almost  always  accom- 
panies pain.  Anxiety  and  fear  re- 
garding the  future  course  of  the 
disease  mav  markedly  influence 
the  severity  of  pain.  The  patient 
mav  envision  a life  of  severely 
limited  activ  itv  due  to  the  chronic 
illness  causing  pain.  It  is  obvious, 
therefore,  that  an  important  part 
of  the  management  of  painful 
situations  is  the  reassurance  the 
physician  gives  concerning  the 
illness. 

When  a physician  takes  re- 
sponsibility for  a patient  with 
chronic  pain,  it  is  important  that 
a good  history  be  obtained.  This 
should  include  information  con- 
cerning the  drugs  the  patient 
has  been  using  previously  for  tbe 
relief  of  pain,  the  dosage  and 
freejuenev  with  which  these  drugs 
have  been  administered,  the  de- 
gree of  relief  of  pain,  and  the  ad- 
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verse  effects  experienced.  Such 
information  can  help  the  physi- 
cian a\oid  drug  reactions  and 
unnecessar\-  delay  in  obtaining 
relief  by  avoiding  a trial  of  mea- 
sures already  proved  to  be  in- 
adequate. 

Course  of  the  disease  may  sig- 
nificantb'  influence  the  severit\ 
of  pain  or  the  patient’s  reaction 
to  pain.  As  the  disease  process 
extends,  the  pain  ma\'  become 
distributed  over  a wider  area  or 
ma\’  become  more  intense.  The 
disease  may  also  influence  the 
manner  in  which  drugs  are  ab- 
sorbed, metabolized  or  excreted. 
A neoplasm  with  gastrointestinal 
in\  olvement  may  make  it  impos- 
sible for  the  patient  to  retain  oral 
medications.  Liver  involvment 
may  impair  the  metabolism  of  a 
drug.  Destruction  of  renal  paren- 
chyma or  obstruction  to  the  ure- 
ters by  tumor  involvment  may 
increase  the  half-life  of  a drug 
and  raise  blood  level  to  the  point 
of  toxicity. 

A search  must  always  be  made 
for  factors  other  than  the  patient’s 
primarx'  illness  that  mav  aggra- 
vate the  pain.  When  possible, 
treatment  should  be  directed  at 
these  secondar\-  factors  as  well. 
For  example,  the  patient  who  is 
obese  mav  ha\  e musculoskeletal 
pain  of  greater  sex  eritv  because 
of  the  added  stress  placed  on  the 
bones  and  joints.  Correction  of 
obesity  through  a weight  reduc- 
tion diet  mav  be  of  extreme  im- 
portance in  such  a patient. 

Remember  that  patients  will 
usually  complain  more  of  pain 
during  the  nighttime  hours  than 
during  the  day.  This  may,  in  part 
at  least,  be  due  to  the  fact  that 
at  night  the  patient  has  fewer 
stimuli  competing.  On  the  other 
hand,  pain  is  more  readily  con- 
trolled at  night  because  of  the 
fact  that  the  patient  is  recum- 
bent and  less  likelv  to  suffer  from 
some  of  the  adverse  effects  of 


analgesic  drugs  while  in  the  re- 
cumbent posture. 

It  is  always  necessar\-  to  indi- 
xidualize  therapy  for  chronic 
pain.  The  physician  should,  if 
possible,  ol)ser\e  the  patient’s 
response  to  a given  dose  of  a 
dmg.  If  he  is  unable  to  do  this 
personalh'  he  should  ha\  e a nurse 
or  some  other  observer,  who  is 
unaware  of  the  name  of  the  dma 
or  the  dosage  given,  observe  the 
response  of  the  patient  to  differ- 
ent drugs  in  varx  ing  doses.  It  is 
also  important  to  realize  that  the 
response  of  the  patient  mav 
change  fairly  rapidly  ox  er  exen 
as  short  a period  as  24  to  48  hours. 

In  initiating  treatment  xvith 
any  analgesic  drugs  it  is  desirable 
to  begin  xvith  modest  doses  and 
to  increase  the  dose  as  needed 
and  as  tolerated.  This  xx  ill  usual- 
Ix'  make  it  possible  to  decrease 
the  adverse  effects  of  the  drug. 
A xxorthxvhile  rule  to  folloxv  is  to 
gix  e about  one  half  of  the  anti- 
cipated dose  and  then  to  increase 
gradually  beyond  this  dosage  as 
need  is  demonstrated.  The  smal- 
ler dose  may  be  repeated  at 
shorter  intervals  if  necessarx  . 

A placebo  max’  be  useful  and 
necessarx  in  order  to  obserxe 
the  patient’s  reactivity  to  pain 
and  to  ex  aluate  the  severitx’  of 
the  pain.  Oftentimes  it  is  xvise  to 
start  xx’ith  a placebo.  In  addition, 
it  may  be  desirable  to  introduce 
the  use  of  a placebo  at  interx  als 
in  order  that  the  physician  mav 
be  kept  informed  on  the  manner 
in  xxhich  the  patient’s  painful 
disease  is  progressing.  When  it 
is  necessary  and  desirable  to  use 
a placebo  outside  the  hospital 
situation,  the  physician  should 
supply  the  preparation  and 
should  have  placebo  preparations 
available  in  various  sizes  and 
colors. 

In  inquiring  about  adverse  ef- 
fects that  the  patient  may  exper- 
ience from  a particular  analgesic 


it  is  often  desirable  to  direct  that 
patient’s  attention  axvay  from  the 
more  common  adverse  effects  in 
order  to  avoid  suggesting  that 
these  problems  are  anticipated. 
Usually  these  symptoms  are  best 
discovered  by  simply  gix  ing  the 
patient  an  opportunitx’  to  express 
any  comments  about  any  prob- 
lems that  may  have  arisen  xvith- 
out  directing  attention  to  speci- 
fic points  of  inquiry. 

In  treating  sex  ere  and  contin- 
uing pain  it  is  usually  better  to 
repeat  the  dose  of  the  analgesic- 
preparation  xvhen  the  effect  of 
the  prex’ious  dose  is  beginning 
to  xvane.  Ordinarily  one  should 
not  xvait  until  the  effect  is  totally 
lost.  Attention  is  called  to  the 
technique  described  bv  Dr.  For- 
dyce  in  another  paper  in  this 
series  on  the  Management  of 
Chronic  Painful  States.  The  use 
of  the  principles  of  operant  con- 
ditioning in  treatment  of  chronic- 
painful  states  has  much  to  recom- 
mend it.  It  should  be  considered 
in  the  hospital  setting  and  could 
also  be  applied  at  home  xvith  the 
cooperation  of  appropriatelx' 
trained  members  of  the  patient’s 
family. 

General  depressix  e drugs  such 
as  the  hxpnotics,  sedatives  and 
also  alcohol  may  be  useful  in 
some  patients.  Although  these 
drugs  are  not  analgesic  in  them- 
selx  es  thex’  max  decrease  the  pa- 
tient’s reactix  ity  to  painful  stim- 
uli and  thereby  mav  decrease  the 
need  for  analgesic-  drugs.  They 
should  be  used  xvith  caution  and 
xxith  due  consideration  for  the 
interactions  xvith  analgesics  that 
mav  occur. 

non-narcotic  analgesic  drugs 

It  is  important  to  remember 
that  the  salicylates  and  other 
non-narcotic  analgesic  drugs, 
ex  en  though  thex’  may  not  com- 
pletely control  severe  pain,  max' 
be  useful  in  decreasing  the  need 
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for  the  more  potent  nareotie 
drugs.  They  may,  therefore,  de- 
crease the  likelihood  and  slow 
the  development  of  narcotic  ad- 
diction. 

It  is  helpful  to  use  different 
types  of  analgesics  in  sequence 
in  order  to  avoid  the  develop- 
ment of  tolerance  to  a particular 
drug  and  also  to  avoid  drug  de- 
pendence. 

The  salicylates  are  ordinarily 
more  effective  against  pains  a- 
rising  in  musculoskeletal  struc- 
tures than  they  are  against  vis- 
ceral pain.  In  general,  salicylates 
are  rapidlv  absorbed  in  the  up- 
per gastrointestinal  tract.  Gas- 
trointestinal side  effects  are  fairly 
common  and  salicylates  are  often 
best  tolerated  if  they  are  given 
with  food.  Despite  all  precautions 
they  may  at  times  cause  gastro- 
intestinal bleeding  that  may  be 
related  to  a direct  irritating  ef- 
fect on  the  gastric  mucosa.  In 
addition,  salicylates  mav  give 
an  increased  prothrombin  time 
which  appears  to  be  related  to 
a decrease  in  the  prothrombin 
conversion  factor. 

Acetaminophen  and  phenace- 
tin  have  a potency  approximately 
ecjual  to  salicylates  and  have  a 
lesser  tendency  to  produce  gas- 
trointestinal bleeding.  These 
drugs  may,  however,  cause  met- 
hemoglobinemia and  hemolytic 
anemia.  In  addition,  the  chronic 
use  of  phenacetin  has  been  in- 
criminated as  a causative  factor 
in  chronic  interstitial  nephritis 
and  papillary  necrosis.  The  usual 
dose  of  phenacetin  is  from  .3  to 
Ig  in  a single  dose  and  it  should 
not  be  given  in  daily  doses  in  ex- 
cess of  2.4g.  Acetaminophen  is 
usually  given  in  individual  doses 
of  .3  to  .6g.  A daily  dose  of  2.6g 
should  not  be  exceeded.  It  is 
wise  to  use  either  of  these  drugs 
intermittently  in  order  to  avoid 
the  adverse  effects  mentioned 
above. 


Phenylbutazone  has  an  anal- 
gesic action  mainly  through  its 
anti-inflammatory  properties.  It 
is  an  effective  uricosuric  agent, 
and  is  used  primarily  in  spondy- 
litis, or  rheumatoid  arthritis,  or 
osteoarthritis,  when  salicylates 
have  failed  to  give  appropriate 
relief.  Sodium  and  water  reten- 
tion mav  give  trouble,  particu- 
larly in  cardiac  patients.  Adverse 
effects  include  nausea  and  vomit- 
ing. Skin  rashes  are  relatively 
uncommon.  Hepatitis,  nephritis 
and  bone  marrow  depression  are 
also  relatively  rare.  Phenylbuta- 
zone should  be  used  with  caution 
in  elderly  patients.  The  dose  may 
vary  from  100  to  400mg/day. 

the  narcotic  analgesics 

The  great  disadvantage  of  mor- 
phine, codeine,  and  the  newer 
potent  analgesics  is  their  liability 
to  cause  addiction.  Moq^hine  has 
a high  potential  for  addiction, 
codeine  much  less,  especially  if 
given  bv  mouth.  However,  any 
of  these  analgesics  might  cause 
addiction  in  susceptible  patients. 
The  addiction  potential  of  the 
drug  and  the  addiction  suscepti- 
bility of  the  patient  must  be  con- 
sidered in  prescribing  any  or  all 
of  these  agents.  In  general  one 
can  say  that  morphine  should  not 
be  used  unless  termination  of 
the  illness  is  in  sight.  On  the 
other  hand,  no  patient  should 
wish  for  death  because  his  phy- 
sician failed  to  use  adequate 
amounts  of  a potent  analgesic. 
If  narcotic  analgesics  are  requir- 
ed it  is  wise  to  shift  from  one 
agent  to  another  in  order  to  re- 
duce the  likelihood  of  addiction. 

Pentazocine  (Talwin)  is  a re- 
latively new  analgesic  which  is 
now  available  in  an  oral  as  well 
as  an  injectable  form.  Although 
it  is  claimed  that  it  is  non-addict- 
ing this  cannot  be  regarded  as 
established  since  experience  with 
this  drug  is  relatively  limited.  * 
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It  appears  to  be  analgesic  in 
doses  of  20  to  40  mg  intramus- 
cularly. By  mouth  a dose  of  50 
to  100  mg  is  said  to  be  effective 
as  an  analgesic.  It  is  chemically 
related  to  some  of  the  narcotic 
antagonists  and  will  cause  with- 
drawal symptoms  in  narcotic 
addicts.  This  drug  appears  to  be 
a very  useful  addition  to  our  list. 

Propoxyphene  (Darvon)  is  a 
mild  analgesic.  It  does  not  have 
any  anti-inflammatory  action.  It 
is  probably  less  constipating  than 
codeine,  and  its  abuse  liability 
is  probably  less  than  that  of  co- 
deine. Mild  withdrawal  symp- 
toms have  been  described  after 
large  doses  of  propoxyphene 
have  been  given  for  as  long  as 
two  months.  Very  few  cases  of 
addiction  have  been  reported. 
It  may  be  given  with  salicylates, 
and  65  to  100  mg,  the  usual  dose, 
appears  to  be  therapeutically 
equivalent  to  65  mg  of  codeine. 

Methadone  (Dolophine)  is  used 
chiefly  for  its  analgesic  effect, 
although  it  does  have  some  sed- 
ative effects  in  some  individuals. 
A dose  of  7.5  to  10  mg  is  approx- 
imately equal  in  analgesic  effect 
to  10  mg  of  morphine,  and  has 
an  equal  effect  as  a respiratory 
depressant.  Methadone  may 
cause  constipation,  and  may  also 
cause  biliary  spasm.  Tolerance  to 
methadone  develops  slowly.  The 
usual  oral  dose  is  5 to  15  mg. 

Meperidine  (Demerol)  has  an 
onset  of  action  that  is  quicker 
than  that  of  morphine,  but  the 
duration  of  action  is  shorter  than 
that  of  morphine.  Like  morphine, 
it  causes  some  respiratory  depres- 
sion. The  depth  of  respiration 
may  be  decreased  even  more 
than  the  rate  of  respiration,  and 
this  mav  require  careful  observa- 


* Information  obtained  after  this  paper 
had  been  written  indicates  that  addic- 
tion does  occur.  ED. 


tion  so  that  significant  respira- 
tory depression  does  not  go  un- 
noticed. Constipation  is  usually 
not  as  severe  with  meperidine 
as  it  is  with  moqihine.  Dizziness, 
sweating,  nausea  and  vomiting 
are  commonly  observed  side  ef- 
fects and  are  u.sually  less  trouble- 
some if  the  patient  is  recumbent. 
In  some  patients  amphetamines 
may  potentiate  the  analgesic  ac- 
tion of  meperidine.  On  the  other 
hand,  the  monoamine  o.xidase 
inhibitors,  when  given  to  patients 
recei\  ing  meperidine,  may  bring 
about  severe  reactions  of  e.xcite- 
ment  and  delirium  and  may  ac- 
centuate the  tendency  to  respir- 
atory depression.  Phenothiazines 
and  imipramine  may  also  increase 
the  respiratory  depression  of  me- 
peridine. A dose  of  80  to  100  mg 
of  meperidine  is  ordinarily  about 
equal  in  its  analgesic  effects  to 
10  mg  of  morphine.  The  usual 
dose  is  50  to  100  mg  and  it  should 
be  given  orally  whenever  pos- 
sible. 

Morphine.  This  ancient  and 
valuable  drug  alters  the  reaction 


to  pain  even  when  it  does  not 
completely  eliminate  the  pain. 
The  patient  is  therefore  able  to 
tolerate  the  pain  even  though 
there  is  an  awareness  that  the 
pain  still  persists.  Morphine  acts 
as  a respiratory  depressant,  a 
pharmacological  effect  that  must 
constantly  be  kept  in  mind  in 
using  this  drug.  Other  side  effects 
are  nausea  and  vomiting,  con- 
stipation, and  postural  hypoten- 
sion. The  phenothiazines  mav 
aggravate  the  postural  hypoten- 
sion since  they  act  as  alpha  re- 
ceptor blockers.  In  using  mor- 
phine it  must  be  always  kept  in 
mind  that  in  the  presence  of  se- 
vere pain  the  tolerance  for  mor- 
phine is  increased.  If  the  cause  of 
the  pain  is  suddenly  eliminated 
as  in  ureteral  colic,  a patient 
with  a large  dose  of  morphine  on 
board  mav  suddenly  become 
toxic  to  the  drug  and  may  de- 
monstrate signs,  for  example,  of 
se\ere  respiratory  depression. 
Morphine  should  be  used  with 
extreme  caution  in  patients  with 
decreased  blood  volume  and  in 


head  injury  patients  where  in- 
creased intracranial  pressure  is 
a possibility.  Respiratorx'  depres- 
sion is  particularly  dangerous  in 
such  situations.  The  drug  should 
also  be  used  with  extreme  caution 
in  any  patient  with  chronic  pul- 
monary disease,  and  particularly 
in  any  patient  with  a decreased 
respiratory  reserve.  Morphine 
has  been  observed  to  interact 
with  the  phenothiazines,  with 
monoamine  oxidase  ingibitors 
and  with  imipramine.  Any  of 
these  drugs  may  increase  the  ad- 
verse effects  of  morphine. 

Codeine  has  a lower  addiction 
liability  than  morphine,  meperi- 
dine or  methadone.  A dose  of  120 
mg  bv  injection  is  required  to 
match  the  analgesic  effect  of  mor- 
phine. Orallv,  however,  codeine 
is  relati\ely  more  potent,  espe- 
cially when  given  with  salicy- 
lates or  some  other  non-narcotic 
analgesic. 

Division  of 
Clinical  Pharmacology 
U.  ofW.  School  of  Medicine 
(98105) 
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Data  were  gathered  on  1,122  women  seeking  information  about  obtaining  an 
abortion.  The  findings  suggest  that  there  is  a plurality  of  need  for  abortion  in  the 
State  of  Washington  in  terms  of  marital  status,  age,  religious  and  educational  back- 
ground. Three-fourths  of  those  in  the  sample  were  not  using  any  contraception  at 
the  time  of  conception.  In  a sample  follow-up  of  the  group,  most  of  the  women  had 
secured  therapeutic  abortions.  Expanded  pre-  and  po.st-abortion  counseling  ser- 
vices are  needed. 


In  recent  months  several  states 
have  enacted  legislation  to 
repeal  or  reform  their  laws  re- 
garding abortion.  In  Washing- 
ton, however,  abortion  is  to  be 
voted  upon  by  the  people  through 
the  mechanism  of  referendum. 
It  would  seem  appropriate,  there- 
fore, that  professional  indivi- 
duals and  groups  be  informed  on 
some  of  the  basic  issues:  who 
seeks  abortion  and  what  are  the 
reasons?  If  legal,  therapeutic 
abortion  can  be  secured,  what 
is  the  post-operative  satisfaction 
with  medical  services?  What  are 
the  psychological  responses  (sub- 
sequent guilt,  relief  of  depression, 
contraceptive  use  and  parent- 
hood planning)? 

The  purpose  of  this  article  is 


to  lend  perspective  to  these  vital 
issues. 

who  seeks  abortion 

In  this  country,  estimates  of 
induced  abortion  range  from 
700,000  to  2,000,000  every  year.i 
It  is  estimated  that  at  least  one 
of  every  five  pregnancies  ends  in 
induced  abortion. 2-4  Based  on 
57,176  live  births  in  Washington 
State  in  1968,  such  a ratio  would 
yield  more  than  14,000  abortions 
in  that  year.  Applying  the  same 
ratio  to  the  19,157  live  births  re- 
ported in  King  County  in  1967, 
it  can  be  estimated  that  4,789 
abortions  were  secured  in  that 
year. 

In  response  to  a community 
expression  of  need  for  informa- 


tion about  abortion,  a telephone 
referral  and  counseling  service 
was  developed.  It  provides  infor- 
mation about  therapeutic  abor- 
tions for  those  women  who  want 
them  and  about  sources  of  other 
help  for  those  women  in  crisis 
concerning  their  pregnancies. 
This  service  is  semi-public  — the 
telephone  number  has  been  made 
available  to  many  public  and  pri- 
vate agencies,  physicians,  and 
ministers,  although  no  public 
announcement  of  the  service  has 
been  made.  Information  concern- 
ing legal  terminations  in  Califor- 
nia, Oregon  and  Japan  is  made 
available  after  determination  that 
a woman  is  in  fact  pregnant  (med- 
ical examination  is  the  criterion 
used)  and  the  woman  is  sure  that 
she  wants  an  abortion. 

From  October  15,  1969  to  May 
15,  1970  this  telephone  service 
accumulated  information  on  1 , 122 
women  with  problems  arising  be- 
cause of  pregnancy.  All  of  the 
women  were  seriously  consider- 
ing abortion  as  a solution  to  crisis. 
Since  all  women  in  the  state  do 
not  know  of  the  telephone  ser- 
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TABLE  1 


Demographic  characteristics:  Marital  status, 
age,  religious  and  educational  background 


Marital  Status 

Schooling 

Status 

Xo. 

Percent 

Le\  el  Completed 

Xo. 

Percent 

Single  (never  mar.)  7.31 

65 

Jr.  High 

45 

4 

Married 

261 

23 

High  School 

604 

54 

Divorced 

89 

8 

1-3  \Ts.  Col. 

312 

28 

Separated 

35 

3 

4 vrs.  Col. 

119 

10 

Widow 

6 

1 

Xo  Answer 

42 

4 

Total 

1,122 

100 

Total 

1,122 

100 

Age 

Religion 

Range 

Xo. 

Percent 

Tvpe 

Xo. 

Percent 

12-17 

155 

14 

Protestant 

612 

54 

18-23 

603 

54 

Catholic 

174 

16 

24-29 

204 

18 

Jewish 

12 

1 

30-Over 

160 

14 

Xone 

217 

19 

Other 

3 

1 

Xo  Answer 

104 

9 

Total 

1,122 

100 

Total 

1,122 

100 

vice,  the  sample  is  obviously  not 
random  and  the  profiles  present- 
ed are  not  necessarily  indicative 
of  the  total  potential  interest.  Be- 
cause of  the  size  of  our  group 
and  the  completeness  of  our  in- 
formation, however,  we  are  con- 
fident that  these  profiles  provide 
important  insights  into  the  prob- 
lem. The  vast  majoritv  of  women 
contacting  the  service  were  ac- 
tivelv  seeking  abortion.  Table  1 
presents  demographic  character- 
istics of  these  women  — marital 
status,  age,  educational  and  re- 
ligious background. 

From  these  data  it  is  evident 
that  the  majoritv  of  women  (65 
percent)  were  single,  never- 
married,  and  that  68  percent 
were  23  years  old  or  less.  It  should 
be  recognized,  however,  that  a 
substantial  proportion  of  women 
were  or  had  been  married  (34 
percent),  and  a considerable  pro- 
portion (32  percent)  were  24 
years  or  older.  The  vast  majoritv 


of  those  in  the  sample  had  com- 
pleted at  least  some  high  school 
education,  (92  percent);  a sub- 
stantial percentage  were  in  col- 
lege or  had  completed  1-3  vears 
of  college  education,  (28  per- 
cent); many  had  completed  four 
or  more  years  of  college  ( 10  per- 
cent). In  our  sample,  55  percent 
of  the  women  had  had  Protestant 
upbringing;  16  percent  a Catho- 
lic background  and  only  1 per- 
cent came  from  Jewish  families. 
Many  maintained  that  they  had 
no  religious  affiliation  (19  per- 
cent). Relative  to  the  general 
population  in  this  state,  these 
data  suggest  that  Protestants 
were  slightlv  under-represented 
in  the  present  sample.  Catholics 
were  about  equally  represented, 
Jews  were  very  slightlv  under- 
represented and  those  of  no  re- 
ligious background  were  over- 
represented. It  is  often  assumed 
that  one’s  religious  background 
determines  motivation  for  seek- 


ing abortion.  Clinical  experience, 
outside  the  present  sample,  sug- 
gests that  this  assumption  is  not 
true;  the  present  sample  demon- 
strates that  there  is  pluralitv  in 
religious  backgrounds  among 
those  seeking  abortion.  Although 
the  vast  majoriU’  of  women  in 
this  sample  were  Caucasian,  there 
were  a few  women  of  Afro-Amer- 
ican and  Oriental -American  back- 
grounds. If  abortion  were  more 
readilv  available  in  this  state, 
both  economicallv  and  medically, 
one  could  expect  a pluralistic 
profile  more  in  accord  with  the 
racial  proportions  in  the  state. 

The  sample  revealed  a cross- 
section  of  economic  status  as  in- 
dicated bv  husband’s  occupation, 
women’s  occupation,  and  paren- 
tal economic  sources  with  the 
majority  categorized  as  middle 
class.  Many  had  severe  problems 
in  raising  the  necessaiy  funds  for 
a therapeutic  abortion.  Despite 
the  plurality  of  economic  status. 
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the  very  poor  as  well  as  the  very 
wealthy  were  under-represented. 
It  is  the  investigators’  impression 
that  the  poor  did  not  have  access 
to  the  seiwice  because  it  was  not 
their  usual  means  of  seeking  med- 
ical and  social  assistance,  and  the 
very  wealthy  had  their  own  pri- 
vate sources  of  assistance. 

In  summar)’,  the  profde  of  our 
sample  gives  some  indication  of 
the  intense  need  felt  by  some 
women  for  abortion  in  this  state. 
We  believe  our  sample  is  skewed 
in  the  direction  of  intense  need 
for  abortion  because  of  the  ex- 
treme difficultv  in  obtaining  ter- 
mination of  pregnancy  at  this 
time.  From  these  data,  however, 
it  is  evident  that  in  terms  of  mar- 
ital status,  age,  and  religious  and 
educational  background,  there 
is  a generalized  need.  Our  data 
indicate  it  is  not  just  one  particu- 
lar tvpe  of  woman  who  seeks 
abortion.  In  comparing  the  demo- 
graphy of  this  sample  with  that 
of  the  community,  single  and 
under  23  women  are  over-repre- 
sented, while  racial  minorities 
and  very  poor  or  wealthy  women 
are  under-represented.  The  in- 
vestigators suggest,  however, 
that  availability  of  abortion  would 
stimulate  a state  pattern  consis- 
tent with  that  observed. 

abortion  for  what  reasons 

The  specific  reasons  for  seek- 
ing termination  of  pregnancy  are 
as  follows:  very  few  (approxi- 
mately 3 percent)  women  stated 
their  reasons  as  conventional 
medical  (danger  to  the  physical 
health  of  the  mother,  congenital 
defect),  psychiatric  (suicidal  his- 
tory), or  social  (incest  or  rape). 
On  the  other  hand,  we  detected 
little  in  the  way  of  flippant,  con- 
venience rationales  for  wanting 
abortion.  Almost  without  excep- 
tion, the  reasons  expressed  by 
these  women  did  not  qualify  for 
therapeutic  abortion  under  cur- 


rent interpretations  of  the  exist- 
ent Washington  statutes.  It  can 
be  stated  without  reservation 
that  the  vast  majority  of  reasons 
fall  in  the  broad  category'  of  soc- 
io -psychological  indications. 
This  category  includes  fear  of 
bearing  a child  out  of  wedlock, 
financial  and  emotional  stress  in 
bearing  a child,  too  many  chil- 
dren already,  conception  with 
someone  other  than  the  husband, 
and  unstable  relationships  that 
either  preclude  the  possibility 
of  getting  married  or  could  re- 
sult in  severe  marital  conflicts. 
Twenty-eight  (II  percent)  of  the 
married  women  in  the  sample 
stated  that  they  were  either  al- 
ready involved  in  obtaining  or 
were  seriously  considering  a 
divorce. 

In  many  instances,  concern  for 
the  child  born  into  any  of  the 
above  situations  was  expressed. 
While  the  immediate  personal 
crisis  had  to  be  resolved,  it  was 
often  anticipation  of  the  unborn 
child’s  future  which  seemed  the 
key  factor  in  the  woman’s  de- 
cision to  seek  termination  ofpreg- 
nancy. 

contraceptive  use 

The  use  or  non-use  of  contra- 
ception to  prevent  an  unwanted 
pregnancy  and  a crisis  is  an  im- 
portant consideration.  Specific- 
ally, three  distinct  situations 
were  found:  a.  true  contracep- 
tive failure,  b.  improper  or  in- 
consistent use,  and  c.  no  use 
whatsoever.  Table  2 reports  the 

TABLE  2 


Use  of  contraception 


Use 

No. 

Percent 

Yes 

217 

19 

No 

835 

75 

No  answer 

70 

6 

Total 

1,122 

100 

use  of  contraception  at  the  time 
of  this  conception. 

What  is  striking  is  the  high 
percentage  (75  percent)  of  no 
contraceptive  use.  When  asked 
why  no  contraception  had  been 
used,  frequent  responses  were  “1 
didn’t  plan  to  have  intercourse,” 
“I  didn’t  think  I’d  get  pregnant,  ” 
“I  didn’t  have  any  around,”  “It 
was  an  accident,”  and  “I  don’t 
know.”  Many  individuals  said 
they  had  been  “stupid,”  “unthink- 
ing” or  “dumb.” 

What  was  equally  striking  was 
the  fact  that  these  women,  by  and 
large,  stated  that  they  had  not 
wanted  to  get  pregnant  in  the 
first  place.  Such  a desire  would 
seem  to  conflict  with  their  ap- 
parently lackadaisical  use  of 
contraceptives.  We  attribute 
much  of  the  problem  to  a con- 
ceptual naivete  that  we  call  “re- 
lative pregnancy.”  This  is  the 
belief  on  the  woman’s  part  that 
her  safeness  from  pregnancy 
(without  contraception)  is  a func- 
tion of  frequency  of  intercourse. 
While  this  supposition  has  some 
basis  in  fact  and  finds  support 
in  vague  notions  about  what  con- 
stitutes effective  rhvthm  method, 
the  fallacious  conceptual  leap  is 
made  by  the  woman  that  the  less 
probability  of  getting  pregnant, 
the  “less  pregnant”  the  woman 
will  become.  Thus,  the  dichotomy 
of  pregnant/not  pregnant  is  not 
adequately  weighed  when  the 
individual  is  thinking  about  the 
relative  risks  of  getting  pregnant. 
She  therefore  proceeds  in  a fatal- 
istic manner,  confident  that  preg- 
nancy will  not  occur  because  she 
is  not  having  intercourse  “that 
often.” 

Many  women  had  used  oral 
contraceptives  in  the  past  but 
had  discontinued  their  use.  Most 
had  not  secured  another  form  of 
contraception  although  many 
had  planned  to  do  so.  While  some 
of  these  women  voiced  actual 
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problems  with  the  use  of  oral 
contraceptives,  the  comments 
were  to  a large  extent  vague  and 
primarily  fearful  concerning  un- 
known side  effects  of  oral  contra- 
ception. 

This  observation  points  up  two 
important  issues.  First  is  the  in- 
sistence from  many  sources,  in- 
cluding the  mass  media  and 
manv'  physicians,  that  contra- 
ception is  oral  contraception. 
While  this  is  clearly  not  true,  we 
often  heard  this  false  equation 
voiced.  “I  couldn’t  use  the  pill” 
was  presented  as  a sufficient 
reason  for  not  using  contracep- 
tion. Second  is  the  impression 
conveyed  to  many  of  these  wom- 
en that  the  contraindications  for 
oral  contraceptives  are  general- 
izahle  to  all  women.  This  notion 
is  not  factual.  Oral  contraception 
is  an  individual  matter  with  spec- 
ific contraindications.  Manv  had 
not  consulted  a phvsician  about 
the  method  because  they  had 
“heard  so  much  about  its  prob- 
lems.” To  the  woman  who  is  un- 
sure about  being  sexually  involv- 
ed or  about  using  contraception 
in  general,  lack  of  factual  infor- 
mation mav  well  provide  the 
impetus  to  discontinue  the  pill 
or  to  refrain  from  consulting  a 
physician  at  all. 

The  distinction  between  true 
contraceptive  failure  and  inef- 
ficient or  inconsistent  use  cannot 
be  made  on  data  from  this  sample. 
Our  impression,  however,  is  that 
the  vast  majority  of  unwanted 
pregnancies  were  due  to  incon- 
sistent or  inefficient  use.  With 
few  exceptions,  those  women 
using  contraceptives  did  not  find 
the  method  at  fault;  rather  they 
freely  admitted  some  type  of  pos- 
sible mistake.  Apparently  much 
is  needed  in  terms  of  motivating 
individuals  to  use  contraception 
and  to  use  it  consistently  and 
efficientlv.  While  in  some  cases 
it  may  be  lack  of  knowledge 


TABLE  3 
Decision 


Decision 

No. 

Percent 

Therapeutic  abortion 

93 

60 

Illegal  abortion 

12 

8 

Miscarriage 

12 

8 

Married  father  and  kept 

1 

5 

Did  not  marrv  and  kept 

7 

5 

Married  alreadx'  and  kept 

7 

5 

Not  pregnant 

4 

2 

Not  marry  and  adopt 

4 

2 

Have  not  decided 

3 

2 

Pregnant  and  can’t  afford  abortion 

2 

1 

Self-induced  abortion 

2 

1 

Married  other  and  kept 

1 

1 

Total 

154 

100 

about  sexual  physiology  and  con- 
traception which  leads  to  the 
predicament,  and  in  others  it 
may  be  a lack  of  access  to  con- 
traception—a particularly  salient 
problem  for  minors  — our  impres- 
sion is  that  in  this  group  the 
problem  was  essentially  moti- 
vational. Fear  of  incrimination 
or  premeditation  in  using  con- 
traception is  also  a factor.  The 
myth  of  the  need  for  spontaneitv 
in  sexual  encounters  often  seems 
to  preclude  rational  judgment 
about  avoiding  pregnancy.  The 
motivational  factors  associated 
with  effective  contraceptive  use 
have  received  little  attention 
and  little  is  known  as  a conse- 
quence.^ These  are  important 
issues  for  those  echo  advocate 
or  oppose  abortion;  they  shoidd 
he  explored. 

a follow-up:  satisfaction  with  and 
adjustment  to  abortion 

Women  who  gave  local  phone 
numbers  were  used  for  the  follow- 
up. Telephone  numbers  were 
not  always  asked  for  and  thus 
the  number  in  the  follow-up  is 
neither  that  of  the  original  sam- 
ple nor  a random  sample  from  it. 
We  attempted  to  follow-up  258 
women  in  this  sub-sample  (23 
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percent  of  the  original  group). 
Of  them,  we  were  able  to  obtain 
information  from  154  (60  percent 
of  the  sub-sample,  14  percent  of 
the  original  group).  Attrition 
was  traceable  to  the  following 
causes:  21  percent  false  tele- 
phone numbers;  10  percent  dis- 
connected phones;  7 percent 
moved;  3 percent  not  willing  to 
talk. 

The  purpose  of  our  follow-up 
was  to  assess  satisfaction  with 
medical  services  and  to  evaluate 
evidence  of  adjustment  to  abor- 
tion. Table  3 reports  the  decisions 
made  by  these  women. 

Of  these  women,  107  (69  per- 
cent) had  some  tvpe  of  abortion. 
Of  these,  93  (60  percent)  were 
therapeutic  {legal),  12  (8  percent) 
were  illegal  and  induced  by 
others,  and  2 (1  percent)  were 
illegal  and  self-induced. 

A total  of  22  women  (14  per- 
cent) decided  to  carry  the  preg- 
nancy to  term  and  keep  the  child. 
Of  these  7 (5  percent)  had  mar- 
ried the  father,  7 (5  percent)  did 
not  plan  to  marry,  7 (5  percent) 
were  already  married,  and  one 
person  (1  percent)  had  married 
someone  other  than  the  father. 
In  addition,  12  w'omen  (8  per- 
cent) had  miscarriages  (spon- 


taneous  abortion)  and  4 (2  per- 
cent) were  not  pregnant  after  all. 
Only  4 (2  percent)  had  decided 
to  carry  the  pregnancy  to  term 
and  arrange  adoption  and  2 (1 
percent)  said  they  wanted  an 
abortion  but  could  not  afford 
one.  Three  had  not  reached  a de- 
cision. 

Of  the  93  women  who  secured 
therapeutic  abortions,  63  (68  per- 
cent) had  dilatation  and  curre- 
tage,  19  (20  percent)  had  saline 
injection  and  4 (4  percent)  had 
other  operative  procedures. 
There  were  7 (8  percent)  “no 
answers.”  The  high  rate  of  saline 
injections  may  represent  the  time 
“lag”  between  request  for  abor- 
tion and  operation.  All  of  the 
women  who  had  illegal  abortions 
underwent  dilatation  and  cur- 
retage.  Of  the  two  self-induced 
abortions,  one  was  achieved  by 
use  of  a long,  blunt  instrument 
and  the  other  was  unspecified. 

One  of  the  central  concerns 
about  abortion  is  the  medical 
complication  rate.  Of  those  who 
secured  therapeutic  abortions, 
14  (15  percent)  reported  having 
had  some  complications  and  77 
(83  percent)  did  not;  there  were 
2 (2  percent)  “no  answers.”  The 
types  of  complications  the  women 
reported  were  4 excessive  bleed- 
ing, 3 post-operative  fever,  2 
minor  infections,  and  one  each 
of  excessive  pain,  blood  clotting, 
and  delayed  expulsion  of  placen- 
tal material. “ Two  failed  to  give 
specific  information. 

Of  vital  concern  is  the  indivi- 
dual’s adjustment  to  abortion. 
Table  4 reports  their  responses 
to  the  question,  “Having  had  the 
abortion,  how  do  you  feel  about 
it  now?”  This  question  was  to 


“ One  patient  died  of  sepsis  following  dila- 
tation and  curretage  performed  at  14  weeks. 
The  procedure  was  done  out  of  state  in  an 
accredited  hospital  by  a board  certified 
Ob/Gyn  specialist.  This  case  represents  the 
one  death  in  the  series  of  1,122  referrals. 


TABLE  4 


Feeling  about  abortion 


Feeling 

No. 

Percent 

Very  helpful 

62 

67 

Helpful 

22 

24 

Neutral 

3 

3 

Negative 

1 

1 

Very  negative 

1 

1 

No  answer 

4 

4 

Total 

93 

100 

assess  the  impact  of  abortion 
upon  the  woman’s  life. 


As  may  be  observed,  62  (67 
percent)  of  those  securing  thera- 
peutic abortions  felt  that  the  op- 
eration was  “very  helpful;”  22 
(24  percent)  “helpful;”  and  5 
(5  percent)  “neutral,”  “negative,” 
or  “very  negative.”  There  were  4 
(4  percent)  “no  answers.” 

A less  stringent  evaluation  of 
therapeutic  abortion  was  asked 
in  the  question,  “Under  the  cir- 
cumstances, do  you  think  abor- 
tion was  the  best  choice  for  you?” 
A total  of  88  (95  percent)  answer- 
ed “yes,”  only  one  woman  an- 
swered “no,”  two  “did  not  know” 
and  two  did  not  answer. 

Two  aspects  of  socio-psycho- 
logical  adjustment  to  therapeutic 
abortion  were  part  of  the  follow- 
up. Specifically,  post-operative 
feelings  of  guilt  and  depression 
were  assessed.  In  response  to  the 
question,  “Do  you  feel  guilty 
about  the  abortion?”  4 (4  percent) 
said  they  felt  “very  guilty,”  8 (9 
percent)  “some  guilt,”  6 (6  per- 
cent) a “little  guilt,”  and  69  (74 
percent)  said  “no  guilt.”  There 
were  6 (7  percent)  “no  answers.” 
Overall,  18  (19  percent)  expres- 
sed some  measure  of  guilt  about 
the  abortion  while  69  (74  percent) 
expressed  no  guilt. 

In  assessing  the  individual’s 
disposition  before  and  after  the 
operation,  3 (3  percent)  said  they 
were  “very  depressed”  relative 


to  their  pre-operative  disposition, 
9 (10  percent)  said  they  were  re- 
latively “depressed,”  12  (13  per- 
cent) said  they  were  about  the 
same,  35  (37  percent)  were  “hap- 
py” and  “relieved,”  and  26  (28 
percent)  said  they  were  “very 
happy”  and  “extremely  relieved” 
since  the  abortion.  There  were  8 
(9  percent)  “no  answers.”  Overall, 
12  (13  percent)  expressed  more 
depression  since  the  abortion 
while  61  (66  percent)  expressed 
relief  and  happiness  since  the 
operation.  An  important  compar- 
ison here  would  be  the  frequency 
of  depression  after  birth  of  an  un- 
wanted child. 

Our  data  indicate  that  a sub- 
stantial majority  of  women  se- 
curing therapeutic  abortions 
have  made  a positive  resolution 
of  the  operative  intervention.  Of 
the  93  women,  84  (91  percent) 
felt  that  the  operation  had  been 
at  least  helpful  to  them,  88  (95 
percent)  thought  that  under  the 
circumstances  it  had  been  their 
best  decision,  69  (74  percent) 
said  they  felt  no  guilt  about  the 
abortion  and  61  (66  percent)  ex- 
pressed relief  and  happiness  in 
their  post-operative  situation. 

One  must  ask  why  these  women 
were  able  to  preceive  their  abor- 
tion as  a positive  experience.  We 
conceive  two  major  factors  — 
the  medical  and  social  treatment 
of  the  individual  plus  the  indivi- 
dual’s motivation  for  the  opera- 
tion. 

Post-operative  adjustment  to 
abortion,  or  any  operation,  is 
partially  a function  of  the 
treatment  the  patient  receives. 
In  the  past  it  has  been  difficult 
to  evaluate  adjustment  to  abor- 
tion because  abortions  have  been 
almost  exclusively  illegal.  Not 
only  does  the  legal  status  com- 
plicate a clear  evaluation,  but 
the  relatively  poor  nature  of  med- 
ical as  well  as  social  treatment 
under  such  circumstances  can 
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stimulate  subsequent  malad- 
justment to  the  operation  itself. 
Abortion,  being  an  extraordinar- 
ily sensitive  area,  is  particularly 
susceptible  to  such  influences. 

In  contrast,  one  could  theoret- 
ically expect  an  opposite  effect 
if  a therapeutic  abortion  can  be 
secured.  Here  competent  and 
compassionate  treatment  could 
aid  the  patient  in  minimizing 
post -operative  dissatisfaction. 
Table  5 presents  the  patient’s 
evaluation  of  the  obstetrician, 
hospital,  and  the  telephone  ser- 
vice. 

Clearly,  each  of  these  contacts 
was  generally  evaluated  as  very 
helpful  or  helpful.  Such  positive 
reactions  to  social  services,  the 
physician  and  the  hospital  should 
certainly  enhance  post-operative 
adjustment.  In  fact,  those  who 
evaluated  the  services  positively 
also  evaluated  abortion  as  posi- 
tive for  them.  Those  who  were 
not  able  to  resolve  their  abortion 
were  also  dissatisfied  with  the 
services. 

While  reaction  to  treatment  is 
one  determining  factor  in  subse- 
quent adjustment,  another  impor- 
tant factor  is  the  degree  of  moti- 
vation to  have  an  abortion.  Un- 
doubtedly, the  more  severe  the 
woman  perceives  her  situation 
to  be,  the  more  stronglv  she  is 
motivated  and  thus  her  plight 
is  a factor  in  subsequent  adjust- 
ment to  abortion.  Clinical  ob- 
servation stronglv  suggests  that 
high  motivation  to  have  the  abor- 
tion proactivelv  resolves  subse- 
quent maladjustment.  Competent 
and  compassionate  treatment  en- 
hances this  effect. 

conclusion 

Because  of  both  the  unusual 
manner  in  which  these  data  have 
been  collected  and  the  topic  un- 
der consideration,  extreme  care 
needs  to  be  exercised  in  extra- 
polating our  results  to  other  pop- 


TABLE  5 


Evaluation  of  services:  Obstetrician, 
hospital  and  telephone  service 


Evaluation 

Verv  helpful 
Helpful 
Neutral 
Xegati\e 
Verv  negative 
No  answer 

Total 


Obstetrician 
No.  Percent 

57  62 

24  26 

3 3 

3 3 

2 2 

4 4 

93  100 


Hospital 
No.  Percent 

67  72 

14  15 

3 3 

2 2 

1 1 

6 7 

93  100 


Telephone  Ser, 
No.  Percent 

65  70 

14  16 

7 7 

7 7 

93  100 


ulations.  Nonetheless,  reliable 
and  valid  information  has  been 
obtained  on  a large  sample  of 
women  and  these  data  shed  im- 
portant light  on  a relatively  un- 
studied, but  highly  emotional 
subject. 

Our  findings  suggest  that  there 
is  a plurality'  of  need  for  abortion 
in  teiTns  of  marital  status,  age,  re- 
ligious and  educational  back- 
ground. The  poor  and  the  racial 
minorities  were  under-represent- 
ed in  the  sample.  The  vast  major- 
ity of  women  request  termination 
of  pregnancy  for  socio-psvcholo- 
gical  reasons.  Three-fourths  of 
the  sample  were  not  using  anv 
form  of  contraception  at  the  time 
of  conception.  Of  those  who  were, 
inconsistent  and  inefficient  use 
accounted  for  almost  all  failures. 


In  a follow-up  of  the  sample, 
many  of  the  women  had  secured 
therapeutic  abortions.  Along  the 
dimensions  of  marital  status,  age, 
religious  and  educational  back- 
ground the  sub-sample  did  not 
differ  appreciably  from  the  ori- 
ginal sample.  The  level  of  satis- 
faction with  medical  and  social 
treatment  for  those  securing  ther- 
apeutic abortion  was  high.  In 
terms  of  adjustment  to  abortion, 
the  psychological  state  was  gen- 
erally positive.  Further  study  of 
expanded  pre-  and  post-abortion 
counseling  services  should  be 
undertaken  to  help  patients-in- 
crisis  constructively  resolve  their 
problems. 

Universitu  of  W ashing, ton 
(98105) 
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The  96th  Annual  Session  of  the  Oregon  Medical 
Association  will  be  a special  one.  The  meeting, 
to  be  held  October  7-11  at  the  Portland  Hilton  Hotel 
features  an  e.xpanded  scientific  program,  two  sym- 
posiums on  important  medical-social  issues,  enlarged 
technical  and  scientific  exhibits  areas,  reinstitution  of 
the  installation  and  awards  dinner,  and  most  impor- 
tant, a new  time  and  a new  home. 

Traditionally  this  meeting  has  been  held  in  the 
middle  of  the  week.  The  1970  Session  will  commence 
on  Wednesday  evening  with  the  opening  session  of 
the  House  of  Delegates,  and  close  on  Sunday  morn- 
ing with  the  House’s  final  session.  The  date  change 
was  instituted  to  allow  physicians,  particularly  those 
outside  the  Portland  area,  to  attend  without  commit- 
ting an  entire  week.  The  meeting  was  moved  to  the 
downtown  location  in  order  to  provide  a single  place 
to  stay,  meet,  and  socialize.  Many  downtown  phy- 
sicians will  be  able  to  walk  to  sessions  during  the 
day.  For  those  who  are  further  away,  bus  service 
will  be  provided  throughout  each  day  of  the  conven- 
tion from  the  University  of  Oregon  Medical  School, 
St.  Vincent’s,  Good  Samaritan,  and  Providence 
Hospitals. 

The  OMA  Committee  on  Environmental  Pollution 
is  sponsoring  a half-day  symposium  on  air  pollution 
on  Friday  morning.  The  Preventive  Medicine  Section 
has  arranged  a Saturday  afternoon  symposium  on 
Population  Control  featuring  Senator  Bob  Packwood. 
Both  these  fine  programs  will  be  open  to  the  public. 

Excellent  scientific  programs  in  pediatrics,  internal 
medicine,  psychiatry,  anesthesiology,  pathology,  and 
radiology  are  also  planned  for  Saturday  afternoon. 

My  successor,  Robert  L.  Hare,  will  be  installed  as 
President  on  Saturday  evening.  The  banquet  will 
also  be  highlighted  by  introduction  of  the  1970 
Doctor-Citizen  of  the  Year,  presentation  of  the  Ore- 
gon Medical  Association  Press  Awards,  and  the  burn- 
ing of  the  mortgage  on  Association  Headquarters. 

These  are  just  some  of  the  new  ideas  and  inno- 
v'ations  for  the  Association’s  96th  Annual  Session, 
October  7-11,  1970.  1 sincerely  invite  you  to  attend, 
and  look  forward  to  seeing  you  at  what  will  be  an 
excellent  meeting. 
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Oregon  Medical  Association 


Officers,  1970 


Louis  O.  Machlan,  Jr.  M.D. 
Portland 

Speaker  of  the  House 


Lawrence  M.  Lowell,  M.D. 
Portland 

Secreta  ry- T reasu  rer 


John  T.  Weisel,  M.D. 

Medford 

Vice-President 
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Max  H.  Parrott,  M.D. 
Portland 

Chairman:  AMA  Board 
of  Trustees 


Blair  J.  Henningsgaard,  M.D. 
Astoria 

Delegate  to  AMA 


John  E.  Tysell,  M.D. 
Eugene 

Alternate  Delegate 
to  AMA 


Oregon  Medical  Association 

Representatives  to  the 
American  Medical  Association 


Ernest  T.  Livingstone,  M.D. 
Portland 

Delegate  to  AMA 

C* 


Daniel  K.  Billmeyer,  M.D. 
Oregon  CiU- 
Alternate  Delegate 
to  AMA 


Clinton  S.  McGill,  M.D. 
Portland 

Delegate  to  AMA 


Augustus  M.  Tanaka,  M.D. 
Ontario 

Alternate  Delegate 
to  AMA 
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ANNUAL  SESSION  COMMITTEE -1970 


Roy  A.  Payne,  M.D. 
Milwaukie 
Chairman 


Roy  A.  Payne,  MILWAUKIE,  Chairman 
Noel  B.  Rawls,  M.D.,  ASTORIA 
Robert  Chiapuzio,  M.D.,  NORTH  BEND 
Robert  L.  Hare,  M.D.,  PORTLAND 
Lawrence  M.  Lowell,  M.D.,  PORTLAND 
Louis  O.  Machlan,  Jr.,  M.D.,  PORTLAND 
J.  Richard  Raines,  M.D.,  PORTLAND 
Richard  C.  Robinson,  M.D.,  BEND 
John  T.  Weisel,  M.D.,  MEDFORD 
Arthur  L.  Rogers,  M.D.,  PORTLAND 
Huldrick  Kammer,  M.D.,  PORTLAND 
John  O’Halloren,  M.D.,  PORTLAND 
Stephen  Bennett,  M.D.,  EUGENE 
Vernon  L.  Summers,  M.D.,  PORTLAND 
Robert  H.  Gray,  M.D.,  PORTLAND 
Merritt  Linn,  M.D.,  PORTLAND 
L.  Paul  Rasmussen,  M.D.,  PORTLAND 
Thomas  Meador,  M.D.,  PORTLAND 
Delbert  M.  Kole,  M.D.,  PORTLAND 
Theodore  L.  Perrin,  M.D.,  SALEM 
Gerald  L.  Wamock,  M.D.,  PORTLAND 
Harvey  W.  Baker,  M.D.,  PORTLAND 
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SCHEDULE  OF  THE  OREGON  MEDICAL 
ASSOCIATION  ANNUAL  MEETING 


Wednesday,  October  7, 1970 

6:00  PM  Social  Hour 

House  of  Delegates 
6:45  PM  Dinner 

House  of  Delegates 

Thursday,  October  8, 1970 

Morning  Session 

8:30  AM  Reference  Committees  Begin 
8:30  AM  Short  Course 

Common  Skin  Disorders 
8:30  AM  Circuit  Course  Program 
10:30  am  Short  Course 

Common  Office  Dermatological  Problems 

Afternoon  Session 

12:00  NOON  Exhibits  Open 

Physician’s  Annual  Art  Exhibit  Opens 
1:30  PM  Sommer  Memorial  Lecture 
2:30  PM  Sommer  Memorial  Lecture 
3:30  PM  Recess 

4:00  PM  Defibrillation  by  Ambulance  Attendants 
Leonard  B.  Rose,  M.D. 

Chairman  Coronary  Care  Unit  Committee,  Good  Samaritan 
Hospital,  Portland 

4:20  PM  Sommer  Memorial  Lecture 
5:00  PM  Exhibits  Close 

5:00  PM  Social  Hour  Honoring  Technical  Exhibitors 


Friday,  October  9,  1970 

Morning  Session 
7:00  am  Breakfast  Roundtables 
8:30  am  Exhibits  Open 
Symposium  on  Air  Pollution 

Moderator:  Doug  Graham,  M.D.,  Member  Oregon  Legislature,  Portland 
9:00  am  The  Future  of  Humanity 

Mr.  Robert  Herbst,  Executive  Director, 

The  Izaak  Walton  League  of  America,  Glenview,  Illinois 
9:30  AM  The  Role  of  the  Federal  Government  in  Air  Pollution  Control 
Charles  C.  Johnson,  Jr.,  Administrator, 

Consumer  Protection  and  Environmental  Health  Service, 

Department  of  Health,  Education  and  Welfare,  Washington,  D.C. 

9:50  am  The  Local  Government  in  Air  Pollution  Control 
Richard  Hatchard,  Director 
Air  Quality  Control,  Portland 
10:10  am  Recess 
10:20  am  The  Livable  City 

Mr.  Nathaniel  Owings,  Sr.,  Partner,  Skidmore,  Owings  & Merrill, 

San  Francisco,  California 
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10:40  AM  Eugene,  a City  Under  Siege 

Ronald  A.  Findlay,  M.D.,  Eugene 
11:00  AM  The  Mediccd  Aspects  of  Air  Pollution 
James  Morris,  Portland 
11:20  AM  Question  and  Answer  Period 
11:45  am  Conference  Summary 
Doug  Graham,  M.D. 

Afternoon  Session 

12:00  NOON  Medicine  and  Religion  Luncheon 
1:30  PM  The  CHIPS  Program  of  the  Oregon  State  Board  of  Health 
Mr.  John  J.  Cipolla 

Health  Planning  Section,  Oregon  State  Board  of  Health,  Portland 
2:00  PM  Sommer  Memorial  Lecture 
3:00  PM  Recess 

3:30  PM  Sommer  Memorial  Lecture 
4:30  PM  Sommer  Memorial  Lecture 
5:00  PM  Exhibits  Close 

Evening  Session 

7:30  PM  Great  Medical  Decisions  Program 
Subject:  Air  Pollution 

Saturday,  October  10, 1970 

Morning  Session 
7:00  am  Breakfast  Roundtables 
8:30  AM  Exhibits  Open 
8:30  am  Sommer  Memorial  Lecture 
9:30  AM  Sommer  Memorial  Lecture 
10:30  AM  Recess 
11:00  am  Death  from  Asthma 

Thomas  Van  Metre,  M.D. 

Johns  Hopkins  Hospital,  Baltimore,  Maryland 


Afternoon  Session 

12:00  NOON  Sectional  Luncheons 
Pediatrics 
General  Practice 
Psychiatry 
Pathology 

Preventive  Medicine 

1:00  PM  Organizing  the  Cardiac  Arrest  Team  in  the  Community  Hospital 
Thomas  K.  Burnap,  M.D. 

University  of  Texas  Southwestern  Medical  School,  Dallas 
1:30  PM  Management  of  Barbiturate  Poisoning  and  Other  Drug  Intoxications 
Jerry  J.  Bass,  M.D.,  Portland 
Charles  L.  Martinson,  M.D.,  Portland 
2:30  pm  Prolonged  Artificial  Ventilation  in  the  Community  Hospital 
Thomas  K.  Burnap,  M.D. 

Dallas,  Texas 

1:30  PM  Newer  Concepts  of  Renin  Angiotensin,Aldosterone  Mechanisms  in 
Hypertension 
George  A.  Porter,  M.D. 

Associate  Professor  of  Medicine 
University  of  Oregon  Medical  School,  Portland 
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2:15  PM  Palliative  Surgery  for  Dysphagia  in  Chronic  SeuroJo^ic  Disease 
Jonathan  Levine,  M.D. 

Clinical  Instructor  in  Neurology 
University  of  Oregon  Medical  School,  Portland 
2:30  PM  Current  Perspectives  in  Diagnosis  and  Treatment  of  Endotoxin  Shock 
Michael  Miller,  M.D. 

Assistant  Professor  of  Pediatrics 
University  of  Oregon  Medical  School,  Portland 
3: 15  PM  Sommer  Memorial  Lecture 

4:00  PM  \eic  Developments  in  Prophylaxis  and  Treatment  of  Pulmonary 
Thromboembolism 
Frank  E.  Kloster,  M.D. 

Associate  Professor  of  Medicine 
University  of  Oregon  Medical  School,  Portland 
12:00  NOON  Luncheon 
1:45  pm  Unusual  Breast  Lesions 
Peter  J.  Dawson,  M.D. 

Department  of  Pathology 
University  of  Oregon  Medical  School,  Portland 
2:00  PM  In  Situ  Carcinoma  of  the  Breast 
Grier  Starr,  M.D. 

Eugene 

30  PM  Discussion 
45  PM  Recess 

00  pm  Intraprimate  Pathology 

James  L.  Palotay,  D.V.M. 

Oregon  Regional  Primate  Center 
Portland 

30  PM  Melanosis  of  the  Conjunctive — Tiventy-five  Year  Follow-up 
Jacqueline  D.  Pettet,  M.D. 

Eugene 

3:45  PM  Subcutaneous  Pseudorheumatoid  Modules  in  Children 
James  B.  Sawyer,  M.D. 

Pendleton 

4:00  PM  Determination  of  Plasma  Renin  Activity  by  Radio-Immunoassay  of 
Angiotensin  I 
Darwin  C.  Lehfeldt,  M.D. 

Department  of  Pathology 
University  of  Oregon  Medical  School,  Portland 
1:30  PM  Anxious  Parent  and  Pediatric  Care 
Jerome  Schulman,  M.D. 

Professor  of  Pediatrics  and  Professor  of  Child  Psychiatry 
and  Neurology 

Northwestern  University  Medical  School 
2:30  PM  Panel  Discussion  — The  Interphase  Between  Pediatrics  and  Child 
Psychiatry 

Moderator,  L.  Paul  Rasmussen,  M.D. 

Professor  of  Pediatrics  and 

Professor  of  Crippled  Children’s  Division  — UOMS 
Jerome  Schulman,  M.D. 

Harold  Boverman,  M.D. 

Associate  Professor  of  Pediatrics  and 
Associate  Professor  of  Psychiatry,  UOMS 
Herbert  Woodcock,  M.D. 


3: 
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Assistant  Professor  of  Pediatrics  and 
Assistant  Professor  of  Psychiatry,  UOMS 
Robert  Campbell,  M.D. 

Associate  Professor  of  Pediatrics,  UOMS 
George  Nash,  M.D. 

Associate  Clinical  Professor  of  Pediatrics,  UOMS 
Population  Control  Svmposiuin 
Moderator:  James  Stewart,  M.D. 

2:00  PM  Primary  Panel  Presentations 

Honorable  Robert  W.  Packwood 
U.  S.  Senator,  Oregon 
Honorable  Betty  Roberts 
Edward  T.  Tyler,  M.D. 

Director,  Family  Planning  Center  Greater  Los  Angeles  County 
(One  panelist  to  be  announced) 

3:15  pm  Recess 

3:30  PM  Reactor  Panel  Discussion 
Clinton  S.  McGill,  M.D. 

Oregon  Delegate  to  AMA 
J.  Oppie  McCall,  M.D. 

Medical  Director  of  Family  Planning,  Portland 
(Three  panelists  to  be  announced) 

4:15  PM  Question  and  Answer  Period 
12:00  NOON  Luncheon 
1:00  pm  Business  Meeting 

2:00  PM  Problems  in  Acbnittin^  Patients  icith  Emotional  Illness  to  General 
Hospitals 
Panelists 

Wayne  Pidgeon,  M.D.,  Moderator,  Portland 
Donald  Bray,  M.D.,  Assistant  Administrator, 

Oregon  Mental  Health  Division,  Salem 
Mr.  A.  E.  Brim,  Administrator,  Woodland  Park  Hospital 
Portland 

Charles  Brown,  M.D.,  Director  of  Johnson  Unit, 

Sacred  Heart  Hospital,  Eugene 
Joseph  Burdic,  M.D.,  Ontario 
Russell  Guiss,  M.D.,  Superintendent,  Dammasch 
State  Hospital,  Wilsonville 
Clarence  H.  Hagmeier,  M.D.,  Portland 
Nell  Haurelechko,  R.N.,  Inservice  Coordinator, 

Good  Samaritan  Hospital,  Corvallis 
Mr.  Chester  Stocks,  Administrator,  Good  Samaritan  Hospital, 
Portland 

3:20  PM  Discussion  among  panel  members 
4:00  PM  General  Discussion 
1:30  pm  The  Post-operative  Gl  Tract 
H.  Joachim  Burhenne,  M.D. 

Department  of  Radiology 

Children’s  Hospital  of  San  Francisco,  San  Francisco 
2:15  PM  The  Evaluation  of  Gl  Tract  Bleeding  in  the  Infant 
Edward  B.  Singleton,  M.D. 

Director  of  Radiology 
Texas  Children’s  Hospital 
Houston,  Texas 
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3:00  PM  Recess 

3:15  PM  The  Post-operative  Biliary  Tract 

H.  Joachim  Burhenne,  M.D.,  San  Francisco 
4:00  PM  Congenital  Intestinal  Obstruction 

Edward  B.  Singleton,  M.D.,  Houston 
4:45  PM  Question  and  Answer  Period 

5:00  PM  September  meeting  of  the  Oregon  Radiological  Society 
5:00  PM  Exhibits  Close 
Evening  Session 

6:45  PM  Installation  and  Awards  Banquet  Social  Hour 
7:30  PM  Installation  of  Robert  L.  Hare,  M.D.,  Oregon  Medical  Association 
President 

9:00  PM  Dinner  Dance 

Sunday,  October  11,  1970 

Morning  Session 

7:30  AM  Final  Session  OMA  House  of  Delegates 


Editor’s  note:  At  press  time,  names  of  Sommer  Memorial  Lecturers  had  not 
been  released.  Oregon  Medical  Association  members  will  recei\  e full  programs 
at  the  time  all  portions  of  the  schedule  have  been  approved. 


Intensive  Care  of  the  Neonate 

Staff  of  the  Neonatal  Intensive  Care  Center 
Doernbecher  Hospital,  University  of  Oregon  Medical  School 

Cardiopulmonary  Resuscitation 

Thomas  K.  Burnap,  M.D.,  Presbyterian  Hospital,  Dallas,  Texas 

Stroke  Care  Program 

Cerebrovascular  Disease  Clinic  and  Stroke  Care  Unit 

Robert  S.  Dow,  M.D.,  Project  Director,  Good  Samaritan  Hospital 

Medical  Treatment  of  Hydrocephalus 

Patricia  W.  Hayden,  M.D.,  Seattle,  Washington 

Home  Dialysis 

Kidney  Association  of  Oregon 

Mycoplasma  Urethritis  and  Cervicitis 

Identification,  Diagnosis  and  Treatment 

R.  A.  MacHaffie,  M.D.,  Oregon  State  University,  Corvallis 

Oregon  Regional  Primate  Research  Center 

Oregon  Regional  Primate  Research  Center 

Pathogenesis  and  Treatment  of  Urinary  Infections 

Herbert  Schwarz,  M.D.,  Johns  Hopkins  Hospital  (James  Buchanan  Brady 
Urological  Institute),  Baltimore,  Maryland 


Scientific  Exhibitors 

Oregon  Medicai  Association  Annuai  Session 


712 


Northwest  Medicine,  September,  1970 


Stat-Electrocardiography 
A New  Bedside  Method 

Herbert  J.  Semler,  M.D.,  St.  Vincent's  Hospital  and  University  of  Oregon 
Medical  School 

Catheter  Caddy 

A Catheter  Holding  Device 

Florian  J.  Shasky,  M.D.,  Rogue  Valley  Memorial  Hospital,  Medford 


Medical  Library  Service  — University  of  Oregon  Medical  School  Library 

Miss  Margaret  Hughes,  Librarian,  University  of  Oregon  Medical  School 

Unscientific  Practices 

Joseph  Eusterman,  M.D., 

Chairman,  OMA  Committee  on  Unscientific  Practices 

Rare  Blood  Donor  Registry 

Pacific  Northwest  Red  Cross  Blood  Center 

Rehabilitation  Program  for  the  Physically  Handicapped 
Rehabilitation  Institute  of  Oregon 

Oregon  Chapter,  Allergy  Foundation  of  America 

Oregon  Chapter,  Allergy  Foundation  of  America 

Oregon  Chapter,  Arthritis  Foundation 

Oregon  Chapter,  Arthritis  Foundation 

AMA  — Education  and  Research  Foundation 

NMomans  Auxiliary  to  the  Oregon  Medical  Association 

Cancer  Chemotherapy 

American  Cancer  Society,  Oregon  Division,  Inc. 

Epilepsy  — Current  Information 

Epilepsy  League  of  Oregon,  Inc. 

Mental  Health  Information 

Mental  Health  Association  of  Oregon 

Muscular  Dystrophy  and  Related  Neuro-Muscular  Diseases 
Muscular  Dystrophy  Association 

Food  . . . Not  Just  to  Grow  Strong  and  Tall . . . But  to  Grow  at  All 
Oregon  Dairy  Council 

Tools  to  Implement  your  "Heart"  Know-How 

Professional  Education  Committee,  Oregon  Heart  Association 

Screening  for  Chronic  Obstructive  Pulmonary  Disease 
Oregon  Thoracic  Society 

Myasthenia  Gravis  Association 
Multiple  Sclerosis  Society  of  Portland 
United  Good  Neighbor 

United  Ostomy  Association 

United  Ostomy  Association 
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His  wife  has  a lot  of  different 
njnopausal  symptoms,  but  only  a few 
ellly  irritate  him.  Her  hot  flashes,  her 
'titigo,  her  palpitations — that’s  her 
niiblem.  What  really  bothers  him  is 
u nervousness,  her  irritability  and 
It  excessive  anxiety,  often  expressed 
j^endless  “book-shuffling,  chain- 
rpking,  reading-lamp”  insomnia! 
Menrium  takes  care  of  hot  flashes, 

't  tigo,  palpitations  in  most 
T nopausal  women.  Menrium 
jl)vides  the  well-known  antianxiety 
uion  of  chlordiazepoxide  (Librium®) 
nj  water-soluble  esterified  estrogens, 
t herefore  relieves  more  symptoms 
jjin  either  component  separately, 
a akes  care  of  the  vasomotor 
nptoms  as  well  as  the  emotional 
nptoms.  This  means  the  symptoms 
bother  his  wife  most.  And  the 
ptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
■ menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion,  a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome  — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and  or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  {e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


# 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine . . . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you  have  the  Bio 
chemical  Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients. ..  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


1 nave  me  dio-  me  Amerii 

blOCHEMICAL 

PROCEDURES 

A 


AFFILIATE  OF  MEAD  JOHNSON 


screening;  “Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  Z4  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


I 


Headquarters  Laboratory 
12020  Chandler  Boulevard 
North  Hollywood,  California  91607 
From  Area  Code  213  Call: 


763-8203  • 984-3486  • 877-9639  or  Call  Collect 
Outside  Area  Code  213  Call  Collect 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  . SEATTLE.  WASHINGTON  98105 


HIGHLIGHTS 

• Comprehensive  Health  Planning 
relationship  to  RMP  explained  in 
Guest  Editorial 

• Plan  to  use  military  helicopters  for 
civilian  rescue  approved 

• Alaska  gets  first  “Guest 
Medical  Resident’’ 

• Fall  courses,  meetings  sponsored 
by  W/ARMP  announced 
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Continuing  education  programs 
iroduced  for  cartridge  - loading 
lortable  projectors  and  television 
iroadcast  will  be  demonstrated  at 
he  W/ARMP  exhibit  at  the  WSMA 
fleeting.  Sept.  20-23  in  the  Spo- 
kane Davenport  Hotel. 

The  exhibit,  located  in  the  Ex- 
icutive  Room,  will  feature  the 
atest  programs  produced  espe- 
ially  for  Washington  State  physi- 
cians. Brochures  and  photographs 
jescribing  opportunities  for  physi- 
cians in  WMRMP  activities  will 
siso  be  displayed. 

Preview  showing  for  the  WSMA 
Tieeting  on  Channel  7,  Spokane, 
will  be  “Chronic  Obstructive  Pul- 
monary Disease,’’  Sept.  22  and 
‘Diagnosis  Please,’’  Wed.,  Sept.  23. 


HELICOPTER  RESCUE  SERVICE  BEGINS 


Military  helicopters  which  save 
lives  by  lifting  wounded  men  off  bat- 
tlefields in  Viet  Nam  are  doing  the 
same  thing  in  Western  Washington, 
only  they  whisk  critically  ill  or  injured 
civilians  off  highways,  mountain  tops, 
and  isolated  areas  to  hospitals. 

A phone  call  made  by  the  Washing- 
ton State  Patrol  to  the  helicopter 
“hotline’’  at  Fort  Lewis  puts  a com- 
bat-trained medic,  two  pilots  and  a 
crew  chief  into  the  air  within  five 
minutes.  The  “HUEY”  aircraft  zooms 
“as  the  crow  flies”  directly  to  the  vic- 
tim’s side. 

Coast  Guard  whirlybirds  dispatched 
from  Port  Angeles  and  Astoria  serve 
the  areas  of  Western  Washington 


which  are  not  covered  by  Fort  Lewis 
helicopters. 

A forest  ranger  suffering  from  ap- 
pendicitis and  an  injured  climber  on 
Mt.  Rainier  were  two  of  the  first 
civilians  rescued  by  Army  helicopters 
during  the  first  week  of  the  new 
emergency  service. 

The  effectiveness  of  the  five- 
month  air  ambulance  pilot  program 
will  be  tested  through  December, 
1970. 

A joint  project  of  the  U.S.  Depart- 
ments of  Defense,  Transportation, 
and  HEW,  the  rescue  plan  was  de- 
scribed in  a Seattle  Times  editorial; 
“The  Washington  / Alaska  Regional 
Medical  Program  has  accomplished 
something  of  a miracle  in  inter-agen- 
cy cooperation  by  bringing  together 
a number  of  diverse  civilian  and  mili- 
tary groups  . . and  the  newspaper 
added,  “It  required  no  little  initiative, 
imaginative  planning  and  cooperative 
action  to  prepare  a program  of  this 
scope.” 

Less  than  two  months  after  repre- 
sentatives of  31  cooperating  orga- 
nizations met  in  the  W/ARMP  offices 
to  discuss  the  plan,  it  was  officially 
approved  by  the  Pentagon  and  an- 
nounced by  Governor  Evans. 

Much  of  the  credit  goes  to  Shirley 
continued  page  3 


ARMY  AND  COAST  GUARD  helicop- 
ters serve  as  "air  ambulances”  for 
critically  ill  or  injured  civilians  in 
Western  Washington.  The  "HUEY” 
Army  ‘copter,  at  left,  can  carry  three 
stretcher  patients  and  four  ambulatory 
patients. 


WARMP  SPOTLIGHT 


URSULA  STRASH 


No  other  person  in  Alaska  has 
contributed  more  to  the  success  of 
the  Alaska  Health  Sciences  Library 
than  Mrs.  Ursula  Strash,  its  director. 

From  the  inception  of  the  first 
state-wide  medical  library  in  Anchor- 
age three  years  ago,  Mrs.  Strash  has 
devoted  more  hours  to  its  develop- 
ment and  progress  than  anyone  else. 
Motivation  for  her  nine-hour-day,  six 
and  sometimes  seven-day-week,  is  a 
sincere  desire  to  foster  a strong,  co- 
operative system  of  medical  library 
service  in  Alaska. 

The  job  of  developing  the  library 
hasn’t  been  an  easy  one,  but  in  spite 
of  two  major  problems,  lack  of  funds 
and  staff,  Mrs.  Strash  and  her  assist- 
ants have  continued  to  meet  the  de- 
mands for  a professional  medical  li- 
brary offering  complete  service. 

In  fact,  their  record  of  users,  (56 
percent  of  all  Alaskan  physicians  use 
the  library),  is  better  than  that  of 
nearly  any  other  medical  library  in 
the  nation. 

During  the  first  year  of  operation, 
the  only  people  on  the  staff  were  Mrs. 
Strash  and  her  assistant,  Christine 
Schaedler,  who  worked  for  several 
months  without  pay  until  salary  funds 
were  available. 

The  library  is  supported  and  funded 
by  the  U.S.  Public  Health  Service, 
W/ARMP  and  the  Pacific  Northwest 
Regional  Health  Sciences  Library. 

Scores  of  “fan”  letters  have  been 
received  from  library  users  praising 
the  value  of  the  facility  and  the  serv- 
ice offered  by  the  staff.  One  physi- 
cian said;  “For  the  first  time  a facility 
is  available  which  can  aid  physicians 
in  time-consuming  literature  searches 
related  to  specific  medical  or  surgical 
problems.  Many  of  the  physicians  of 
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DR.  TED  PHILLIPS,  left,  will  head  the  new  Family  Practice  Division  recenm 
established  at  the  UW  to  provide  more  family  physicians  in  both  rural  and  t/rb  f ^ 
areas.  The  former  Sitka,  Alaska  general  practitioner  was  recommended  for 
post  by  many,  including  Dr.  Jay  Michel,  Swedish  Hospital  cardiologist,  rig 
who  served  as  Dr.  Phillips’  preceptor  two  years  ago.  Dr.  Phillips,  who  for  ft 
past  year  has  been  coordinating  the  family  practice  program  at  the  U.  i 
Rochester,  was  one  of  the  first  Alaskan  physicians  to  apply  for  a cardiolo 
preceptorship  in  the  W/ARMP  program.  " 
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this  hospital  have  used  the  library  be- 
cause of  the  excellent,  complete  and 
rapid  service  provided  by  Mrs.  Strash 
and  her  capable  staff.” 

Another  said:  “Mrs.  Strash  and 
her  competent  assistants  have  gone 
out  of  their  way  for  me  on  several 
occasions,  particularly  when  I had 
severely  ill  children  and  little  time  to 
research  needful  articles.” 

A public  health  officer  stated,  “Mrs. 
Strash  is  and  has  always  been  a 
source  for  the  most  up-to-date  biblio- 
graphic information  in  my  field.” 

Her  duties  have  included  every- 
thing from  ordering  books,  supplies 
and  furniture  to  writing  letters  and 
journal  articles  for  publicity  and  pro- 
posals for  funding.. 

Born  in  Kiel,  Germany,  Mrs.  Strash 
attended  college  during  World  War 
II  at  the  U.  of  Heidelberg  and  the  U. 
of  Berlin,  in  spite  of  frequent  bomb- 
ing raids. 

After  she  came  to  the  U.S.  in  1949, 
she  took  courses  at  the  Universities 
of  Alaska,  Oregon,  Washington  and 
Utah.  Prior  to  her  present  position, 
she  was  librarian  for  the  Arctic 
Health  Research  Library  for  seven 
years. 

What  are  the  rewards  of  her  job? 
Maybe  one  of  them  is  to  receive  a 
letter  from  a physician  who  says,  “My 
decision  to  come  to  Anchorage  to 
practice  was  strongly  influenced  by 
the  presence  of  a medical  library  and 
the  quality  of  its  staff.” 


FALL  EVENTS  SCHEDULEiV 


W/ARMP  is  the  sponsor  or  co-spc 
sor  of  the  following  conferences  ai 
courses.  Further  information  may  I 
obtained  by  calling  or  writing  the  ma 
office  in  Seattle. 

Regional  Medical  Computer  Set|^ 
ices  Conference,  Oct.  1-2,  Earn']  3 
Theatre,  Pacific  Science  CenUj 
Seattle.  Demonstrations,  question  aij 
answer  sessions,  panel  discussioij 
on  new  applications  of  computers 
bedside  medicine.  Fee  $25. 


Advanced  Coronary  Care  Nursitf 
Course,  Oct.  12-16,  University  Tow 
Motel  and  UW  Health  Sciences  Auc| 
torium.  Open  to  RN’s  who  have  corl 
pleted  basic  CCU  nursing  course  •! 
have  had  one  year’s  experience 
caring  for  monitored  patients.  Ft) 
$100. 

Nuclear  Medicine:  Its  Role  in  P;  | 
tient  Management,  Oct.  17,  Olymp  | 
Hotel,  Seattle.  Demonstration  of  ni) 
clear  medicine’s  application  in  clinj 
cal  medicine.  Pertinent  to  physiciarl 
in  all  disciplines.  Fee  $15. 


Automated  Tumor  Registry  Annu  i 
Meeting,  Oct.  22-23,  University  Towq 
Motel.  For  tumor  registry  secretariej 
of  17  participating  hospitals. 


CCU  Group  Preceptorships,  Oc 

26-29,  University  Hospital,  Seattkji 
Coronary  care  course  for  physician  1 
Fee  $75. 

Conference  on  British  Columbi 
Health  Care  System,  Nov.  7,  U\ 
Health  Sciences  Auditorium.  Discus 
sion  and  audience  participation  wit 
panel  of  B.C.  doctors,  administrator 
and  consumers.  No  fee.  Open  to  all. 


MP  TICKER  TAPE 


IqTANT  REPRINT  SERVICE 

^ new  service  for  Central  Washing- 
11  physicians  to  provide  quick  de- 
ify of  articles  on  cancer  topics  will 
iVied  next  month  through  Decem- 
’Jl970. 

beginning  Oct.  1,  physicians  may 
W toll-free  to  the  Pacific  Northwest 
^lional  Health  Sciences  Library  in 

tttle  (206-543-5530)  to  request  in- 
lation  on  cancer  topics  related  to 
hr  clinical  practice.  Print-outs  of 
ji'les  on  the  topic  specified  by  the 
ilsician  will  be  selected  by  a com- 
(3r  and  mailed  within  24  hours  after 
h call  is  received. 

I his  instant  reprint  system  does  not 
■e  ace  existing  bibliographic  serv- 
es, such  as  MEDLARS. 

' he  trial  project  was  developed  by 
t W/ARMP  Cancer  Committee  in 
(jponse  to  requests  from  Central 
r,shington  physicians.  A post  card 
|.luation  will  be  taken.  If  the  project 
liuccessful  and  if  additional  funds 
I be  obtained,  the  service  may  be 
>anded  to  include  reprints  on  a 
iety  of  medical  subjects,  accord- 
to  Dr.  Ann  Carter,  W/ARMP  can- 
: program  director. 

pBILE  ecu  EXHIBIT 

Operation  of  the  Mobile/Intensive 
U is  dramatically  displayed  at  the 
'onary  Care  Unit  exhibit  at  the 
:ific  Science  Center  in  Seattle. 

A five-minute  color  movie,  prepared 
W/ARMP,  explains  to  the  public 
N the  van  is  dispatched,  the  care 
en  to  heart  attack  victims,  and  the 
livery  to  the  hospital  by  the  mobile 
1 crew. 

-arge  photographs  of  the  van  and 
ntinuous  showing  of  slides  helps  to 
istrate  the  operation. 

IBLIC  STROKE  COURSES 

First  public  education  series  spon- 
•ed  by  W/ARMP  on  the  causes, 
Tiptoms  and  treatment  of  stroke 
d related  neurological  disorders 
I be  held  Sept.  29,  Oct.  6 and  13, 
7:30  p.m.  in  the  Jewish  Community 
nter  on  Mercer  Island,  near  Seattle, 
-eading  the  discussions  will  be 
bert  Frank,  M.D.,  associate  direc- 
, W/ARMP  Stroke  Program,  David 
^er,  M.B.,  Ch.B.,  neurologist.  The 
ison  Clinic,  and  Donald  Silverman, 
0.,  director.  Rehabilitation  Medi- 
le.  Providence  Hospital, 
entitled  “My  Father  Has  Just  Had  a 
oke,"  sessions  will  deal  with  the 
nan  brain  and  nervous  system,  the 
ns  and  causes  of  stroke;  and  re- 
/ery  and  rehabilitation. 


RAC  MEMBER  CHANGES 

Six  new  members  were  elected  to 
the  Regional  Advisory  Committee, 
seven  were  re-elected  and  seven 
members  retired  at  the  July  11  meet- 
ing at  the  Hilton  Inn. 

New  members  are:  Mrs.  Mary  Jane 
Fate,  Fairbanks,  member,  Committee 
for  Native  Education,  Fairbanks  Na- 
tive Association,  and  advisory  board 
for  State  Alcoholic  Rehabilitation;  Dr. 
Walter  Soboleff,  Juneau,  Presbyterian 
minister,  secretary-treasurer,  Alaska 
Native  Brotherhood;  Elmer  Gagnon, 
Anchorage,  president,  Anchorage 
Chapter,  American  Cancer  Society; 
Richard  Graybeal,  M.D.,  Seattle,  Bal- 
lard Community  Hospital  administra- 
tor; Victor  DeShaye,  M.D.,  Olympia, 
health  officer,  Thurston-Mason  Coun- 
ty; Henry  Mudge-Lisk,  Seattle,  direc- 
tor, Puget  Sound  Comprehensive 
Health  Planning  Council. 

Re-elected  were:  Winthrop  Fish, 
M.D.,  Anchorage;  Sam  Kinville, 
Seattle;  Mrs.  Isabelle  S.  Lamb,  Ho- 
quiam;  Patrick  A.  Lynch,  M.D.,  Yaki- 
ma; James  Pounder,  Spokane;  Don- 
ald W.  Sperry,  D.D.S.,  Vancouver,  and 
Harry  Wheeler,  Spokane. 

Those  retiring  were  Henry  I.  Aki- 
yama,  M.D.,  Juneau;  John  Bigelow, 
Seattle;  Fred  C.  Diamond,  Tacoma; 
George  S.  Grimes,  Anchorage; 
Charles  N.  Lester,  M.D.,  Seattle;  Wil- 
liam E.  O’Neil,  Everett;  and  J.  Paul 
Shields,  M.D.,  Spokane. 

COMMUNITY  ASSISTANT  NAMED 

Ron  C.  Hammett  was  appointed  as 
the  associate  director  for  W/ARMP 
Community  Health  Services  Program 
in  July.  In  this  capacity  he  will  assist 
communities  in  developing  solutions 
to  health  care  problems. 

A U.  of  Oregon  graduate,  Hammett 
was  with  the  Oregon  Vocational  Re- 
habilitation for  14  years,  becoming 
assistant  director  in  1961.  In  1969, 
he  became  director  of  Nevada’s 
Statewide  Comprehensive  Planning 
for  Vocational  Rehabilitation,  produc- 
ing their  “Plan  for  Action”  report  this 
year. 

TOP  POST  FOR  OGDEN 

C.  Robert  Ogden,  chairman  of  W/- 
ARMP  Regional  Advisory  Committee, 
was  appointed  to  the  16-man  National 
Advisory  Council  of  the  RMP  this 
summer.  Ogden,  president  of  the 
North  Coast  Life  Insurance  Co.,  in 
Spokane,  was  a charter  member  of 
the  RAC  and  headed  a 12-man  Plan- 
ning Committee  which  developed  W/- 
ARMP  goals  and  operation  plan.  The 
NAC  determines  RMP  policy  and  re- 
views all  planning  and  operational 
projects  submitted  by  the  55  RMP 
regions. 


Guest  Resident  To  Alaska 

Alaska  will  host  its  first  physician 
in  the  Guest  Residency  project  when 
John  Ciliberti,  M.D.,  resident  in  in- 
ternal medicine,  arrives  in  Septem- 
ber at  the  Alaska 
Clinic  in  Anchor- 
age for  a two- 
month  stay. 

The  26-year-old 
resident  asked  for 
the  Alaska  assign- 
ment because  he 
wanted  to  experi- 
ence practice  on 
the  “last  frontier.” 
The  two-year- 
old  program,  sponsored  by  W/ARMP 
and  the  UW  Department  of  Medicine, 
involves  private  hospitals  in  a rota- 
tion schedule  of  medical  residents, 
giving  the  young  doctors  a look  at 
community  medical  practice  and  pro- 
viding busy  hospitals  with  an  “extra 
hand.” 

Canada’s  National  Health 
Insurance  Meeting  Topic 

British  Columbia’s  experience  with 
the  Canadian  national  hospital  and 
medical  insurance  plan  will  be  dis- 
cussed by  physicians,  consumers  and 
administrators  of  the  health  care  sys- 
tem at  an  open  meeting,  Nov.  7,  in 
Seattle. 

The  all-day  meeting  will  be  held  in 
the  UW  Health  Sciences  Auditorium. 
Six  speakers  will  give  individual  talks 
during  the  morning  session  and  the 
afternoon  agenda  will  feature  a panel 
discussion  followed  by  audience 
questions  and  answers. 

W/ARMP,  in  cooperation  with  eight 
other  organizations,  is  sponsoring 
the  meeting. 

Helicopter  Rescue— Cont.  from  Pg.  1 

Taylor  of  the  W/ARMP  Community 
Health  Services  staff,  who  was  asked 
by  an  official  from  RMP  national 
headquarters  to  spearhead  the  proj- 
ect and  serve  as  liaison  between  the 
civilian  and  military  groups.  Mrs.  Tay- 
lor and  Tasker  Robinette,  formerly  of 
the  W/ARMP  staff,  wrote  the  operat- 
ing plan  for  the  project. 

Washington  is  the  fourth  state  to 
receive  a go-ahead  for  its  air  ambu- 
lance proposal,  dubbed  “MAST”  — 
Military  Assistance  to  Safety  and 
Traffic.  Others  are  Texas,  Idaho  and 
Colorado. 

Presently  five  hospitals.  Harbor- 
view,  Seattle;  St.  Joseph  and  Lake- 
wood  General,  Tacoma;  Cowlitz, 
Longview  and  Yakima  Memorial  are 
receiving  victims  via  helicopter.  Ne- 
gotiations are  continuing  to  include 
others. 


JOHN  CILIBERTI,  M.D. 


EDITORIAL 


by  Frank  Baker,  director 
Comprehensive  Health  Planning 

Contemporary  historians  have  already 
begun  using  descriptive  labels  both  com- 
plimentary and  uncomplimentary  regard- 
ing the  massive  changes  \which  have  oc- 
curred in  the  decade  just  passed.  I sus- 
pect, however,  that  the  sixties  may  well 
become  known  as  the  decade  of  concern 
for  social  and  health  problems.  Certainly 
no  other  period  witnessed  so  many  signifi- 
cant actions  in  the  field  of  health. 

Two  new  health  programs  of  the  sixties, 
significant,  but  pooriy  understood,  are  the 
Regional  Medical  Program  and  Compre- 
hensive Health  Planning. 

Both  programs  can  bring  about  real  im- 
provements in  the  health  care  system.  Both 
programs  share  a common  goal,  “That 
every  citizen  have  direct  and  ready  access 
to  high  quality  health  care  regardless  of 
income,  age,  race  or  place  of  residence, 
and  that  there  be  a consistent  maximum 
effort  toward  the  prevention  of  disease, 
disability  and  injury.” 

Both  CHP  and  RMP  are  intended  to  pro- 
vide continuing  frameworks  which  draw 
upon  other  resources  and  programs  and 
through  coordination  make  them  more  ef- 
fective. The  activities  of  RMP  and  CHP 
differ  in  scope,  in  the  people  involved,  and 
in  their  approach  to  the  common  goal. 

CHP  focuses  on  the  broad  policy  as- 
pects of  planning,  seeking  the  develop- 
ment of  improved  health  systems  through 
mutual  efforts  and  understanding  of  health 
consumer  and  health  provider. 

The  planning  processes  of  CHP  takes 
into  consideration  existing  resources  and 
facilities,  the  relationship  of  supply  and 
demand,  the  effective  organization  and  dis- 
tribution of  services,  the  gaps  in  these  re- 
sources and  services,  the  financing  mech- 
anisms, and  the  relationships  among  health 
programs  and  activities.  CHP  is  primarily 
concerned  with  a broadly-based,  con- 
sumer-oriented process,  rather  than  sub- 
stantive and  technical  judgment  of  medical 
care. 

By  contrast  the  RMP  is  a health  provider- 
oriented  activity  focused  on  improving  the 
quality  and  availability  of  care  for  persons 
at  risk  of  heart  disease,  cancer,  stroke  and 
related  diseases.  Its  program  addresses 
the  problems  of  organization,  distribution 
and  delivery  of  care  through  grants  for  re- 
search and  training  and  demonstrations  of 
patient  care. 

RMP  works  primarily  with  provider  rep- 
resentatives to  develop  action  programs 
designed  to  accomplish  needed  health 
service  improvements,  while  supporting 
CHP  efforts  in  planning  for  general  im- 
provements in  the  health  care  system. 

While  both  programs  cooperatively  seek 
the  achievement  of  identical  goals,  neither 
program  can  be  completely  successful 
without  the  other.  In  order  for  policy  direc- 
tions developed  through  CHP  to  be  imple- 
mented, it  is  essential  that  the  RMP  effort 
be  sustained  and  expanded.  Likewise,  in 
order  to  achieve  the  technical  and  profes- 


DR.  DALE  CLOYD,  center,  general 
practitioner  from  Sitka,  became  the 
200th  physician  to  take  a preceptor- 
ship  through  W/ARMP.  He  spent  three 
days  in  July  with  Dr.  Gilbert  Frank, 
right,  head  of  the  W/ARMP  Stroke 
Program,  reviewing  advances  in  neu- 
rological patient  care.  Post-graduate 
preceptorships  for  physicians  in 
nearly  any  specialty  may  be  arranged 
through  Joan  Kelday  at  the  RMP  main 
office  — 530  "U"  District  Building, 
Seattle. 


MODEL  CITIES  RECEIVES  GRANT 

Model  Cities  Program  received  a 
$9,000  grant  last  month  from  W/- 
ARMP  to  help  trairv  health  care  assist- 
ants to  work  in  neighborhood  health 
stations.  The  W/ARMP  Support  Unit 
will  provide  teaching  films  and  pro- 
jection equipment  to  train  the  lay 
personnel  who  will  be  recruited  from 
the  Seattle  area  for  the  project.  Isaac 
Banks,  director  of  the  Health  Planning 
Task  Force  for  Model  Cities  and  RAC 
member,  will  head  the  project. 


sional  improvements  in  the  health  care 
system  developed  through  the  expertise 
of  RMP,  it  is  essential  that  the  necessary 
policy  framework  be  established  within  the 
health  care  system  to  accommodate  such 
innovations  and  improvements. 

It  is  only  through  the  continued  coopera- 
tion and  constant  interaction  between  RMP 
and  CHP  that  rational  and  effective  im- 
provements in  the  health  care  systems 
can  be  assured. 


I 

MEDICAL  TELEVISIQ 
TO  BEGIN  SEPT.  2 

Continuing  medical  education  p 
grams  on  channels  9 in  Seattle;: 
Spokane;  47,  Yakima;  10  in  Pullir 
and  Portland  and  over  local  cables 
tions  begin  the  fall  schedule  Sept. 

Programs  will  be  broadcast  Tu 
days  at  7:35  and  8:05  a.m.  and 
peated  at  the  end  of  the  broadc 
day  at  10:30  or  11  p.m. 

First  series  will  be  on  “Chronic  ( 
structive  Pulmonary  Disease”  vt* 
pulmonary  specialists,  Dr.  Artl- 
Craig,  Spokane  and  Dr.  Thorr 
Sheehy,  Jr.,  Seattle.  Schedule  is: 

Sept.  29  — Differential  Diagnosis 
Emphysema 

Oct.  6 — Office  Management 
Chronic  Emphysema 

Oct.  13  — Respiratory  Failure 

Oct.  20  — Live  telecast  of  questk 
answer  session  by  toll-free  telephc 
calls.  Channels  9,  47  only. 

Oct.  27  — Recent  Advances  in  t 
Treatment  of  Malignant  Disea 
(Hodgkin’s),  from  the  UCLA  Medu 
T.V.  Network 

The  second  series  will  be  “He« 
ache”  featuring  neurologists  D 
Robert  Aigner,  Fletcher  Pomerc 
Timothy  Chapman  and  Richard  M 
lins  from  the  Seattle  Medical  Surgic 
Clinic. 

Nov.  3 — Differential  Diagnosis 
Non-Organic  Headache 

Nov.  10  — Office  Management 
Vascular  Tension  Headache 

Nov.  17  — Management  of  Orgar 
Headache 

Nov.  24  — Live  telecast  of  questic 
answer  session  by  toll-free  telepho 
calls.  Channels  9 and  47  only. 

STROKE  PROGRAM  CITED 

“Management  Decisions  in  Stroke 
a television  program  produced 
W/ARMP  featuring  Drs.  David 
Fryer  and  John  S.  Tytus  of  The  Mas' 
Clinic,  won  first  place  in  the  4C 
Annual  National  Exhibition  of  Medic 
Education  Programs. 

Mrs.  Marion  H.  Johnson,  progra 
producer  and  director  of  communic 
tions  for  W/ARMP,  received  the  awa 
in  Houston  last  month  at  a meeting 
medical  illustrators,  photographe 
and  television  producers. 

The  winning  program  was  Part 
in  a stroke  management  series  whi( 
was  telecast  last  spring  in  the  Norf 
west  as  part  of  a weekly  medic 
television  schedule  presented  by  tl 
W/ARMP  Support  Unit. 

RMP  RESULTS  is  publishsd  by  the 

Washington/Alaska  Regional  Medical  Progratr 
500  University  District  Building 
Seattle,  Washington  98105 
543-8540 

Donal  R.  Sparkman,  M.D.  — Director 
Marion  Hotf  Johnson  — Editor 

Shirley  I.  Cannon  — Assistant  Editor 
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OREGON 


Oregon  Medical  Association-^M^  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Noe/  B.  Rawls,  M.D.,  Astoria 

SECY-TREAS.  Lawrence  M.  Lowell,  M.D.,  Portland 
EXECUTIVE  SECY.  Mr.  Robert  O.  Bissell,  Portland 

Annual  Meeting,  October  7-11,  1970,  Hilton,  Portland 


Medical  Board  Licenses  78  Physicians 


At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held  on 
July  9-11,  1970,  Harry  E.  Sprang,  Secretary,  an- 
nounced that  the  following  physicians  are  licensed  to 
practice  medicine  in  Oregon: 

Richard  Powell  Anderson,  Carl  Valdemar  Bisgard, 
Jr.,  Ronald  Ellis  Carver,  James  Walter  Coin,  Jr., 
James  Austin  Cross,  Albert  Joseph  diVittorio,  Jr., 
Richard  Kenny  Green,  George  Frederick  Gross, 
Robert  Michael  Hakala,  John  Benjamin  Hasbrook, 
Christopher  Lang  Hiatt,  Charles  Earl  Jones,  Thomas 
Harlan  Jurney,  Robert  Kim,  Ettore  Val  Liberace, 
Richard  Eugene  Lienert,  John  Lingas,  Richard  Leslie 
Loomer,  Christopher  Thomas  Maloney,  Curtice 
Thomson  Martin,  Frederick  Andrew  Mote,  Kent 
Edward  Neff,  Harold  Chaim  Nevis,  Michael  Norman 
Nichols,  Henrik  Petersen  Porter,  John  Boyd  Rush, 
Edwin  Hideo  Sasaki,  James  Frederick  Schmidt, 
Waldemar  Adrian  Schmidt,  IV,  Ward  Tolbert  Smith, 
David  Gordon  Van  Sickle,  David  Dawson  Weaver, 
and  David  Franklin  Wilson,  all  of  Portland. 

Randell  Edward  Bauman,  Klamath  Falls;  Theo- 
dore Tertius  Bolliger,  Salem;  Walter  Arthur  Bozak, 
Yuba  City,  California;  Ralph  Raymond  Braund,  Jr., 
Salem;  Frederick  Albert  Camp,  II,  Milwaukie,  Ore- 
gon; Edward  Michael  Colbach,  Jr.,  and  Josephine 
Kri.stine  Colbach,  Jr.,  both  of  Falls  Church,  Virginia; 
John  Ross  Cooper,  U.S.  Navy;  Dennis  Kenneth  Collis, 
Eugene;  Robert  Joseph  Platt  Costleigh,  Seattle, 


Washington;  John  Ernest  Dunn,  Seattle,  Washing- 
ton; William  Allen  Disher,  Yakima,  Washington; 
DeWayne  Edwin  Ditto,  Los  Angeles,  California; 
Gareth  Allen  Eberle,  Sierra  Vista,  Arizona;  Dennis 
Lynn  Ellison,  U.S.  Army;  David  Todd  Elmgren, 
Medford;  Charlotte  Christine  Erickson,  San  Jose, 
California;  Frederick  Charles  Felter,  Los  Angeles, 
California;  Irwin  Howard  Fine,  Waterville,  Maine; 
Edward  George  Foxley,  Jr.,  Bend;  Milford  Wesley 
Freeman,  Eugene;  Alden  Bruce  Glidden,  Klamath 
Falls;  Peter  Lawrence  Hatfield,  Lebanon;  DeWayne 
Dale  Hofer,  Concordia,  Kansas;  Archer  David  Huott, 
U.S.  Army;  Charles  Edgar  Johnston,  Lake  Oswego; 
George  William  Knox,  U.S.  Air  Force;  John  McCon- 
kie,  San  Jose,  California;  Miles  Joseph  Novy,  Beaver- 
ton; Anselmo  Pizzuti,  Tustin,  California;  Leslie 
Dwight  Rivers,  Livermore,  California;  David  An- 
drews Ross,  Medford;  Marianne  Sanders,  Corvallis; 
Earl  Glenn  Sherod,  Provo,  Utah;  Stanley  Oral  Shep- 
ardson,  Milwaukie;  Jimmie  Nick  Tarro,  Lake 
Oswego;  Emmett  Lee  Tetz,  Loma  Linda,  California; 
Frederick  William  Tiley,  New  Haven,  Connecticut; 
James  Louis  Uhrhammer,  U.S.  Public  Health  Service; 
and  Thomas  Duncan  Utterback,  U.S.  Navy. 

Gaylord  Dean  Janzen,  D.O.,  Estacada;  Robert 
Perry  Lorey,  D.O.,  Portland;  In  Suok  Suo,  D.O., 
Portland;  Darryl  Rae  Stevens,  D.O.,  Temperance, 
Michigan,  and  Richard  Alan  Tuscher,  D.O.,  Portland. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  October  8-10,  1970. 
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WASHINGTON 


Washlllgtou  State  Medical  Association — 444  N.E.  RAVENNA  BLVD.,  Seattle,  Washington  98115 

PBESiDEN'T  Robert  P.  Parker,  M.D.,  Spokane 

SECRETARY  J.  Walfred  Wallen,  M.D.,  Burlington 
EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  20-23,  1970,  Spokane 


Strauss  Lecture 


ALFRED  A.  STRAUSS,  M.D. 


H.  WILLIAM  SCOTT  JR.,  M.D. 


H.  William  Scott,  Jr.,  will  deliver  the  twenty-first 
Strauss  Leeture,  in  the  Health  Seiences  Auditorium, 
University  of  Washington,  4:30  p.m.,  October  30. 
His  subject  will  be  Cushing’s  Syndrome  and  Adreno- 
cortical Tumors.  The  lectures  are  given  under  joint 
sponsorship  of  the  Department  of  Surgery,  and  Alfred 
A.  Strauss,  who  graduated  from  the  University,  with 
honors,  in  1904.  He  graduated  from  Rush  Medieal 
College,  four  years  later. 

Dr.  Strauss  was  bom  in  Germany  and  came  to  Col- 
ville, Washington  in  1893.  He  has  been  a loyal  alum- 
nus of  the  University  of  Washington,  a football  fan, 
and  an  enthusiastic  supporter  of  the  School  of  Medi- 
cine from  the  time  of  its  first  planning.  His  sponsor- 
ship of  the  lecture  series  is  only  one  of  many  activities 
evidencing  his  interest  in  the  University.  His  surgical 
practice  in  Chicago  has  been  marked  b\'  many  con- 
tributions. Years  have  not  dimmed  his  curiosity  or 


slowed  his  search  for  knowledge.  His  current  field  of 
interest  is  in  immunity  to  cancer. 

Dr.  Scott  is  Professor  of  Surgery  and  Chairman  of 
the  Department  of  Surgery  at  Vanderbilt  University 
School  of  Medicine.  He  graduated  from  Harvard 
Medical  School  in  1941  and  trained  at  two  Boston 
hospitals,  Peter  Bent  Brigham,  and  Children’s  Hospi- 
tal. He  is  a prolific  writer  on  a wide  variety  of  surgical 
subjects  and  has  investigated  many  problems.  His  re- 
search has  ranged  from  renal  influence  on  hyperten- 
sion to  causes  for  obesity.  He  has  been  interested  in 
peptic  ulcer  and  lists  some  1,800  cases  of  vagotomy- 
antrectomy  performed  under  his  direction,  with  ulcer 
recurrence  rate  of  less  than  1 percent.  His  special 
interests  have  e.xtended  to  atherosclerosis  and  endo- 
crine diseases. 

Dr.  Scott  is  Treasurer  of  the  American  College  of 
Surgeons,  in  which  he  has  long  been  influential,  and 
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is  a member  of  some  thirty  other  professional  organi- 
zations. He  has  been  made  an  honorary  member  of  a 
number  of  surgical  societies  and  has  been  a visiting 
professor  of  surgery  at  more  than  twenty  educational 
institutions.  He  has  been  concerned  with  training  in 
surgery  and  has  participated  actively  in  the  program 
of  the  American  Board  of  Surgery,  of  which  he  has 
been  a member  and  examiner  since  1956. 


Computer  Demonstrations  to  be  Held 

New  applications  of  computers  in  bedside  medi- 
cine will  be  demonstrated  and  discussed  at  a confer- 
ance  in  Seattle  October  1-2  sponsored  by  the  Wash- 
ington/Alaska Regional  Medical  Program.  Sessions 
will  be  held  from  9 to  5 p.m.  in  the  Eames  Theater  of 
the  Pacific  Science  Center. 

Live  demonstrations  will  include  how  computers 


are  used  in  both  rural  and  metropolitan  areas  for  ECG 
analysis,  automated  medical  histories  and  patient 
monitoring. 

Workshops,  panel  discussions  and  audience  ques- 
tion and  answer  periods  will  feature  speakers  from 
throughout  the  nation  and  Washington  State  to  ex- 
plain and  demonstrate  various  computer  systems  and 
their  usefulness  to  individual  physicians,  as  well  as 
to  hospitals  and  clinics. 

Representatives  from  PAS  in  Michigan  (Profession- 
al Activities  Study)  and  from  one  of  the  seven  hospi- 
tals in  Washington  State  which  is  using  this  system 
of  collecting,  comparing  and  summarizing  patient 
care  data  will  present  a panel  discussion. 

Registration  fee  will  be  $25  and  application  forms 
may  be  obtained  from  the  Medical  Computer  Services 
Project  office  of  the  RMP,  Room  180  University  Dis- 
trict Building,  Seattle  98105  or  phone  543-7399.  All 
registrants  will  receive  a syllabus  with  information 
and  background  materials  on  the  various  applications 
of  computers  in  medicine. 


EMT’s  Graduate 


Howard  Pyfer  presents  a certificate  of  completion  to  Charles 
Taplin  who  is  one  of  25  Shepard  Ambulance,  Inc.  employees  to 
complete  the  firm’s  sponsored  emergency  medical  technician  train- 
ing course.  Looking  on  are  from  the  left  Stew  Jacobson,  Dave 
Holstine  and  Dick  Huggins.  Dr.  Pyfer  is  Shepard's  Director  of 
Medical  Education. 


The  first  25  Shepard  Ambulance,  Inc.  employees 
to  successfully  complete  the  firm’s  emergency  medi- 
cal technician  training  program  received  certificates 
of  completion  and  the  right  to  wear  a distinctive 
sleeve  patch.  Mr.  Lee  R.  Cox  told  these  men  that 
they  may  be  the  first  in  the  nation  to  pass  such  a 
course  provided  by  a private  ambulance  firm.  The 
employees  reeeived  more  than  60  hours  of  instruction 


over  a 20-week  period.  Seattle  area  physicians  were 
the  instructors. 

Basic  educational  needs  were  determined  in  a re- 
search project  conducted  by  Ronald  G.  Early,  Ph.D. 
in  advance  of  course  planning.  Dr.  Early  is  from  the 
University  of  Washington  School  of  Physical  and 
Health  Education.  The  program  was  developed  by 
Dr.  Early  and  Howard  R.  Pyfer,  Shepard’s  Director 
of  Medical  Education. 
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Consolidated  Schedule  — WSMA  — Monday,  September  21,  1970 

NOTE:  Events  scheduled  to  nearest  quarter  hour. 

Times  vary  slightly  from  those  listed  in  the  complete  program 


1 

Georgian 

Room 

Progress 

Room 

Isabella 

Room 

Marie  Antoinette 
Room 

Hall  of  Doges 
Room 

Executive 

Room 

7:30  A.M. 

8:00  AM. 

8:30  A.M. 

Electroca 

Pa 

'diography 
rt  1 

Chron 

Ana 

(Pa 

losome 
Jysis 
rt  I) 

9:00  A.M. 

DUNLOP 
Tietze  revisited 

POU< 

Dia 

rHER 

Jetes 

WOLE 

Orbital  Dysplasia 

Audio- 

Appro 

Contini 

Visual 
ach  to 
ing  Ed. 

9:15  A.M. 

MOR 

Pulm 

Syndr 

GAN 

Dnary 

omes 

MAHER 
Ocular  Pathology 
Vietnam 

9:30  A.M. 

WAl 

Hea 

-TER 

dache 

HILL 

Anisometropic 

Amblyopia 

9:45  A.M. 

CHAPMAN 
Peripheral  Renin 
Activity 

RUEDI 

Caterac 

:mann 

Surgery 

10:00  A.M. 

SIMPSON 

Coronary 

Arteriography 

UNI 

Parki 

Dis 

>AHL 

nson's 

ease 

10:15  A.M. 

INTERMISSION 

INTERMISSION 

10:30  A.M. 

INTERMISSION 

10:45  A.M. 

POUC 
Stable  I 

HER 

)iabetic 

JO 

Retinal  D 

NES 

etachment 

11:00  A.M. 

WALTER 

Stroke 

Patient 

11:15  A.M. 

HAFERMANN 

Cancer 

KALINA 

Retinal  Hemorrhages 

11:30  A.M. 

1 

BA> 

Cryptc 

ITER 

trchism 

RUEDI 

Electror* 

EMANN 

»tinogram 

11:45  A.M. 

GERDES 

Hodgkin’s 

2:00  P.M. 

BU 

Urinary 

RKE 

Infections 

Sports 

Pa 

Panel  o 

vledicine 
rt  I 

n Skiing 

2:15  P.M. 

2:30  P.M. 

2:45  P.M. 

HIGGINS 

Uretero-Vesical 

Reflux 

3:00  P.M. 

1 

3:15  P.M. 

INTERMISSION 

INTERMISSION 

3:30  P.M. 

3:45  P.M. 

BU 

Glomeru 

RKE 

onephritis 

Upper  I 
Injurie 

-xtremity 
Part  II 

4:00  P.M. 

4:15  P.M. 

4:30  P.M. 

McLaughlin 
Anxiety  and 
Depression 

4:45  P.M. 

1 
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Consolidated  Schedule  — WSMA  — Tuesday,  September  22,  1970 

NOTE:  Events  scheduled  to  nearest  quarter  hour. 

Times  vary  slightly  from  those  listed  in  the  complete  program 


1 

Channel  7 

Georgian 

Room 

Progress 

Room 

Isabella 

Room 

Marie  Antionette 
Room 

Hall  of  Doges 
Room 

Executive 

Room 

[ 7:30  A.M. 

CRAIG 

Emphysema 

||l;00  A.M. 

||i;30  A.M. 

Electrocar 

Par 

diography 
t II 

Chrorr 

Ana 

Pa 

losome 
lysis 
■t  II 

\i:00  A.M. 

1 

WHITE 

Chondromalacia 

Patellae 

Rounc 

Discu 

Table 

ssions 

ELLINGSEN 

Schlemm's 

Canal 

Audio 

Continuin 

Educ 

Visual 
g Medical 
ation 

jhlS  A.M. 

NEWTON 
Silastic  Joints 

BOYD 
Soft  Contact 
Lenses 

9;30  A.M. 

BIRKI 

Legg- 

ELAND 

’erthes 

KAISER 
Regional  Opthal- 
ology 

|9;45  A.M. 

HUNGERFORD 

Uveitis 

) 

\0:00  A.M. 

KRENGEL 

Methyl 

Methacrylate 

RUEDl 

Mt 

Imb, 

EMANN 

scle 

ilance 

h 

0:15  AM. 

BOETTCHER 
Femoral  Head 
Necrosis 

0:30  A.M. 

INTERMISSION 

INTERMISSION 

J 

0:45  A.M. 

'l:00A.M. 

VAN  CITTERS 
Medical  Education 

1:15  A.M. 

SM 

M 

ITH 

:dex 

'1:30  A.M. 

'1:45  A.M. 

PHILLIPS 
Family  Practice 

2:00  P.M. 

PF 

Higt 

Pat 

LUG 

Risk 

ients 

2:15  P.M. 

2:30  P.M. 

S A DOVE 
Anesthetic 
Management 

MO 

Bupi' 

ORE 

/acaine 

2:45  P.M. 

PE 

Resp 

Fa 

TTY 

iratory 

lure 

3:00  P.M. 

Cast  Ap 
Demor 

plication 

stration 

3:15  P.M. 

INTERMISSION 

3:30  P.M. 

INTERMISSION 

3:45  P.M. 

UELAND 
Fetal  Monitoring 

4:00  P.M. 

Emphysema 
Repeat  at  10:00  p.m. 

P 

Respiratc 

inel 

ry  Distress 

4:15  P.M. 

DECKER 

Laparoscopy 

4:30  P.M. 

4:45  P.M. 
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Consolidated  Schedule  — WSMA  — Wednesday,  September  23,  1970 

NOTE:  Events  scheduled  to  nearest  quarter  hour. 

Times  vary  slightly  from  those  listed  in  the  complete  program. 


Channel  7 

Georgian 

Room 

Progress' 

Room 

Isabella 

Room 

Marie  Antoinette 
Room 

Hall  of  Doges 
Room 

Executive  1 
Room  1 

7:30  A.M. 

JUDGE 

Diagnosis 

Please 

8:00  AM. 

8:30  A.M. 

9:00  A.M. 

BROCKMANN 
Vocal  Cord 
Paralysis 

C 

Appli 

Demon 

ast 

cation 

straiion 

LU. 

Drug 

AN 

Abuse 

ZECH 

Rectal 

Prolapse 

RMP 

Vis 

Pro| 

Audio 
ual  B 
;ram  B 

9:15  A.M. 

DUVALL 

Mediastinoscopy 

SONNELAND 
V agotomy 

9:30  A.M. 

ZIMMER 
Ca.  of  Mid 
Rectum 

9:45  A.M. 

HILGER 

Nasal 

Deformity 

S A DOVE 
Drug 

Overdosage 

BERG 
Blue  Baby 

10:00  A.M. 

DUVALL 

Maxillo-Facial 

Injuries 

HAL 

Meth 

PERN 

adone 

INTERMISSION 

10:15  A.M. 

10:30  A.M. 

INTERMISSION 

BLAISDELL 
Liver  Trauma 

10:45  AM. 

^ 

11:00  AM. 

Panel 

How  I Do  It 

CAHILL 

Esophagus  Injuries 

11:15  A.M. 

MADSEN 
Caecal  Volvulus 

11:30  AM. 

KLEAVELAND 
Arterial  Recon- 
structive Procedures 

11:45  AM. 

GRUNWALD 
Coronary  Artery 
Surgery 

2:00  P.M. 

2:15  P.M. 

2:30  P.M. 

2:45  P.M. 

3:00  P.M. 

3:15  P.M. 

3:30  P.M. 

3:45  P.M. 

Diagnosis  Please 
(Repeat) 

4:00  P.M. 

4:15  P.M. 

4:30  P.M. 

4:45  P.M. 
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ROBERT  P.  PARKER,  M.D. 


Delivery  of  Health  Care 


Imagine  how  Winston  Churchill  must  have  felt  after 
he  led  Britain  through  World  War  II  when,  at 
the  next  election,  they  threw  him  out  of  office.  It  is 
easy  in  medicine  today  to  know  that  feeling.  In  spite 
of  delivering  the  finest  health  care  any  nation  has  ever 
known,  on  all  sides,  both  high  and  low,  efforts  are 
being  made  to  change  the  system.  It  may  be  the 
finest  ever,  but  it  is  not  available  to  two  significant 
segments  of  our  population,  and  there’s  the  rub.  The 
poor  person  cannot  find  the  door  to  get  in,  and  the 
rural  patient  when  he  gets  in  finds  nobody  there.  But 
medicine  has  learned  a lot  in  the  last  five  years  and 
the  medical  profession  of  this  State  intends  to  lead  the 
way  in  any  change  that  comes.  For  the  next  cocktail 
party,  if  someone  asks,  “What  are  you  doing?”  let  me 
give  you  some  answers. 

Seattle  has  been  chosen  as  a model  city  to  deliver 
health  care  to  the  poor,  and  its  situation  is  unique  in 
the  nation.  Five  hundred  families  from  the  poverty 
area  will  have  their  entire  health  care  given  by  Group 
Health,  a closed  panel  system.  A comparable  five  hun- 
dred families  will  use  the  private  practioners  of  King 
County  with  the  Medical  Service  Bureau  and  Blue 
Cross  acting  as  intermediaries.  There  will  be  some 
areas  of  similarity,  such  as  providing  transportation, 
visiting  nurses,  and  training  workers  to  go  out  and 
teach  people  how  to  get  into  either  system.  The  real 
point  of  comparison  will  be;  which  system  performs 
the  better  in  terms  of  patient  acceptance,  maintenance 
of  health,  ease  of  access,  quality  of  care,  and  the  most 
reasonable  cost?  Monies  will  come  from  the  federal 
government,  and  the  project  is  designed  to  run  for  five 
years.  It  will  be  supervised  by  leaders  from  business, 
medicine,  the  University  of  Washington,  and  neigh- 
borhood health  councils.  Out  of  this  should  come  rea- 
sonable answers  how  this  segment  of  our  population 
might  best  be  served. 

The  rural  health  needs  require  an  entirely  different 


approach.  Efforts  are  constantly  being  made  to  in- 
crease the  number  of  doctors  available,  but  this  may 
take  years.  In  the  meantime,  other  avenues  are  being 
explored.  Two  rural  counties  in  eastern  Washington 
are  under  consideration  for  a pilot  project  to  deliver 
care  by  a team  approach.  With  a physician  in  charge, 
paramedical  personnel  such  as  the  Medex  and  nurses 
will  extend  care  to  more  people  and  to  distant  areas. 
The  community  colleges  will  tie  in  to  train  loc^l  peo- 
ple as  inhalation  therapists,  physical  therapists,  ambu- 
lance drivers,  practical  nurses,  etc.  This  will  be  further 
backed  by  specialists  from  the  city  who  will  visit  and 
be  available  for  consultation.  Helicopters  will  trans- 
port the  critically  ill  and  electronic  communication 
will  be  established  with  a large  medical  center  for 
transmission  of  electrocardiograms,  consultations, 
etc.  Eventually  medical  students  may  receive  part  of 
their  training  in  these  small  communities. 

The  AMA  Rural  Health  Committee  has  been  here 
and  is  enthusiastic  in  backing  the  project.  The  WSMA 
Education  and  Research  Foundation  may  administer 
the  program,  and  the  local  Comprehensive  Health 
Planning  Group  will  coordinate.  The  Regional  Medi- 
cal Program  is  already  actively  involved  in  patient 
education,  post-graduate  courses,  vacation  relief,  and 
so  on. 

These  are  just  two  of  many  areas  where  medicine 
is  working  to  provide  medical  care  to  all  at  a reason- 
able cost. 

Winston  Churchill  should  have  had  our  staff;  he 
would  never  have  had  time  to  become  a painter. 
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IDAHO 


Idaho  Medical  Association west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  William  R.  Trcmonin^,  M.D.,  Boiac 

SECRETARY  J.  Gordoti  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armond  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Annual  Meeting  Held 

The  Annual  Meeting  of  the  South  Idaho  Medical 
Service  Bureau,  Inc.,  was  conducted  at  Sun  V'allev, 
July  3,  1970,  during  the  Annual  Meeting  of  the  Idaho 
Medical  Association. 

Officers  elected  at  the  meeting  are:  President: 
David  C.  Miller,  Pocatello;  President-Elect:  H.  Kent 
Staheli,  Pocatello,  and,  Secretary-Treasurer:  Allen 
H.  Tigert,  Soda  Springs. 

Physicians  elected  to  the  Board  of  Directors  were: 
Droston  H.  Baker,  Idaho  Falls;  Bernard  L.  Kreilkanip, 
Ketchuin,  and  Gerald  C.  Bauman,  Caldwell. 

Other  members  of  the  Board  are:  Glenn  E.  Talboy, 
Boise;  F.  W.  Cottrell,  Nampa;  Reuben  C.  Matson, 
Jerome,  and  Asael  Tall,  Rigbv,  Immediate  Past 
President.  In  addition  there  are  three  lav  members  of 
the  Board:  Mr.  James  A.  Sinclair,  Twin  Falls;  Mr. 
Russell  Fogg,  Idaho  Falls,  and  Mr.  T.  Wilbur  Dakan, 
Caldwell. 

Resolutions  Adopted 
At  Annual  Meeting 

During  the  78th  Annual  Meeting  of  the  Idaho 
Medical  Association  at  Sun  Valley,  Julv  1-4,  1970, 
the  House  of  Delegates  adopted  12  resolutions  and 
rejected  two. 

House  action  is  summarized.  Copies  of  all  resolu- 
tions, together  with  minutes  of  the  meeting,  are  being 
prepared  and  will  be  sent  to  component  society  presi- 
dents and  association  officers.  Loan  copies  will  be 
available. 

Resolutions  were  adopted  in  the  following  fields: 

Mental  Health  (Resolution  No.  “70-B”)  — Proposed 


that  a Department  of  Mental  Health  be  established 
as  a separate  state  ageney. 

By-Laws  (Resolution  No.  “70-C”)  — Adopted 
amended  Bvlaws  to  permit  osteopaths  licensed  as 
physicians  and  surgeons  and  belonging  to  a com- 
ponent medical  society  to  be  accepted  as  members 
of  the  Idaho  Medical  Association;  provide  for  dues 
exemption  for  associate  members,  for  hardship  or 
disability  reasons;  permit  dues  reductions  to  physi- 
cians establishing  practice  for  the  first  time;  define 
categories  and  conditions  of  membership;  grant  the 
Speaker  of  the  House  of  Delegates  a vote  as  a member 
of  the  Council;  extend  the  term  of  the  Secretary- 
Treasurer  from  one  to  two  years;  requiring  at  least 
two  nominations  in  election  of  President-Elect  and 
Secretary-Treasurer;  providing  that  councilor  district 
submit  nominations  for  Councilors,  and  providing 
that  former  members  may  reactivate  their  member- 
ship with  payment  of  dues  for  one  year  of  delinquency, 
rather  than  for  intervening  years  of  inactivity.  Also 
provided  that  physicians  in  relatively  remote  locations 
may  hold  membership  in  societies  most  convenient 
for  them  to  attend. 

Quackery  (Resolution  No.  “70-D”)  — Directed 
that  the  association  coordinate  an  intensive  public 
education  program  against  quackery,  in  cooperation 
with  interested  health  groups  and  agencies,  particular- 
ly directed  to  legislators  and  candidates. 

Abortion  (Resolution  No.  “70-E”)  — The  House 
approved  the  concept  of  a proposed  revision  of  Idaho’s 
abortion  law  which  would  permit  abortion  in  licensed 
hospitals  when  approved  bv  the  medical  staff  and  I. 
there  is  substantial  risk  that  continuance  of  the  preg- 
nancy would  gravely  impair  the  physical  or  mental 
health  of  the  mother;  2.  the  pregnancy  resulted  from 
rape  or  incest,  and  3.  there  is  substantial  risk  that 
the  child  could  be  bom  with  grave  physical  or  mental 
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defect.  The  current  statute  prohibits  abortion  unless 
it  is  necessary  to  preserve  the  mother’s  life.  The 
House  specified  that  it  does  not  approve  abortion  as 
a method  of  birth  control. 

Medical  Examiner  (Resolution  No.  “70-F”)  — Dir- 
ected that  legislation  to  create  a State  Medical  Exam- 
iner System  be  prepared  at  the  earliest  possible  time. 

Medical  Education  (Resolution  No.  “70-G”)  — Re- 
quested Idaho  Department  of  Education  to  investi- 
gate and  evaluate  feasibility  of  various  proposals  for 
community  based  medical  education  programs;  agreed 
to  support  and  assist  the  board  in  establishment  of  a 
program  if  it  appears  feasible;  encouraged  Idaho  phy- 
sicians to  participate  in  teaching  of  medical  students 
and  to  assist  in  coordinating  education  with  the  teach- 
ing program;  offered  to  assist  in  obtaining  accredita- 
tion if  it  is  necessary,  and  requested  Legislature  to 
appropriate  funds  necessary  for  implementation. 

Hospital  Board  Membership  (Resolution  No.  (“70- 
H”)  — Directing  that  efforts  be  made  to  remove  from 
Idaho  law  provisions  prohibiting  physicians  from 
serving  on  county  and  district  hospital  boards. 

Medicare  Fees  (Resolution  No.  “70-1”)  — Pro- 
tested Medicare  fee  adjustments  and  directed  appoint- 
ment of  a committee  to  meet  with  Idaho  Medicare 
carrier  for  discussion  of  fees. 

Annual  Meeting  (Resolution  No.  “70-J”)  — Reso- 
lution 70-J,  as  amended,  calls  for  annual  meetings  to 
be  held  in  different  locations  in  the  state  with  site 
locations  subject  to  approval  two  years  in  advance  by 
the  House  of  Delegates.  It  was  defeated.  Also  de- 
feated was  Resolution  70-A,  naming  Boise  as  site. 

Peer  Review  (Resolution  No.  “70-M”)  — Directed 
the  establishment  of  Peer  Review  Committees  on  a 
component  society  basis  or,  in  the  case  of  smaller 
societies,  a district  basis,  specifying  that  each  com- 
mittee act  as  an  appeal  body  from  decisions  of  hospital 
utilization  committees  and  as  a primary  investigation 
board  for  all  questions  of  utilization,  fee  disputes, 
over-servicing  or  under-servicing  in  hospitals,  nurs- 
ing homes  and  extended  care  facilities.  The  Councilor 
of  the  district  is  to  be  an  ex-officio  member  of  each 
committee  and  no  physician  is  to  sit  in  review  of  any 
matter  to  which  he  is  a party. 

Physicians’  Assistants  (Resolution  No.  “70-N”)  — 
Endorsed  projects  developing  physician  assistant  pro- 
grams and  authorized  the  Officers  and  Councilors 
to  undertake  cooperative  efforts  to  bring  such  programs 
to  Idaho  on  an  exploratory  basis,  urging  that  efforts 
be  made  to  provide  information  to  physicians  and 
residents  of  Idaho. 

Health  Facilities  (Resolution  No.  “70-0”)  — Went 
on  record  as  supporting  the  concept  of  the  “Certifi- 
cate of  Need  Bill”,  which  would  require  the  approval 
of  a state  planning  council  for  construction  of  medical 
care  facilities  costing  more  than  $100,000.00. 

continued  on  page  730 


There  is  more  to  system  than  tie- 
lines, Telex,  computers,  inventory 
analysis  and  control.  To  be  sure, 
without  them  all,  no  supplier  to  a 
business  as  demanding  and  diver- 
gent as  medicine  could  survive.  At 
Scherer,  we  add  something  else. 
Better  people.  Thanks  in  no  small 
measure  to  dedicated  men  and 
women  you  can  count  on  to  inform, 
advise,  act  — our  growth  has  been 
phenomenal.  So,  obviously,  it’s  no 
secret  that  Scherer  has  a system 
that  works  even  better. .. because 
it’s  also  people... ready,  willing 
and  able  to  do  a better  job— for  you! 

SCHERER  COMPANY 

Medical  and  Scientific  Supplies 

5714  N.E.  Hassalo,  Portland,  Oregon  97213 
Telephone:  (503)  282-2295 
Divisions  in 

Los  Angeles  • San  Diego 
San  Francisco  • Phoenix 

A Bergen  Brunswig  Company 
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W.  Paul  Shrum 
Evacuated  From  Jordan 

W.  Paul  Shrum,  formerlv  of  Hayden  Lake,  was 
evacuated  from  Jordan  after  being  held  hostage  for 
a week  by  Palestinian  guerrills  in  an  Amman  hotel 
during  mid-June  hostilities.  Earlier,  he  had  been  re- 
ported as  missing  when  some  298  Americans  were 
flown  from  Jordan.  A ci\ilian  employe  of  the  Army, 

Dr.  Shrum  is  attached  to  the  U.  S.  Embassy’s  military 
assistance  advisoiA-  group  and  lives  in  .Athens,  Greece. 

He  was  in  .\mman  as  part  of  an  assignment  that  in- 
cludes Greece,  Turkey,  the  Middle  East  and  North 
.\frica.  Dr.  Shrum,  who  also  holds  an  engineering 
degree,  practiced  at  Hayden  Lake  for  10  years  before 
entering  government  ser\  ice  in  1966. 

J.  P.  Munson  Elected  Chairman 

J.  P.  Munson,  Sandpoint,  has  been  elected  chair- 
man of  the  newly  organized  Idaho  Education  Task 
Force  for  Legislative  Planning.  The  committee  has 
been  asked  to  determine  needed  education  legis- 
lation and  to  submit  recommendations  to  the  State 
Board  of  Education,  and  to  develop  more  channels 
of  communication  with  the  public  and  the  State 
Board  of  Education. 

Interim  Session  To  Be  Heid 

Tentative  plans  are  being  made  for  an  Interim 
Session  of  the  House  of  Delegates  of  the  Idaho  Med- 
ical Association  to  be  held  in  Boise  in  February, 

Speaker,  James  R.  Kircher,  Burley,  reports.  An 
Interim  Session  of  the  House  was  urged  by  many 
Delegates  at  the  recent  meeting  at  Sun  \’allev. 

The  new  Rodewav  Inn  in  Boise  has  been  selected 
as  the  site  for  the  meeting.  Dates  are  Februar\'  4-6, 

1971.  Arrangements  are  also  being  made  for  a 
scientific  session  to  be  scheduled  so  that  members 
of  the  House  of  Delegates  may  register  and  attend. 

Organizational  Efforts  Underway 

Organizational  efforts  are  underway  in  two  health 
districts  under  provisions  of  HB-412,  which  was 
enacted  by  the  last  session  of  the  Idaho  Legislature. 

The  bill  provides  for  seven  districts  covering  the 
state.  The  District  Six  Health  Board  was  named  by 
commissioners  of  the  counties  of  Power,  Oneida, 

Bannock,  Franklin,  Garibou,  Bear  Lake,  Bingham 
and  Butte.  Among  those  names  was  Richard  G.  Gran- 
dall,  Pocatello.  A.  M.  Palrang,  Galdwell,  is  Vice- 
Ghairman  of  the  proposed  Third  District  Public 
Health  Gommittee  encompassing  the  counties  of 
.\dams,  Washington,  Payette,  Gem,  Ganyon  and 
Owvhee. 

Continued  on  page  731 
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ANNOUNCEMENT 

Mr.  P.E.  “Ted”  Goodwin 
announces  the 
formation  of 
Economika 
Data 

Corporation, 
a new  concept 
in  computerized 
billing  and 
general  ledger. 

Using  direct  transmission, 
Economika  is  inexpensive 
and  involves  no  duplica- 
tion of  effort. 

Economika's  error-free  sys- 
tem of  billing  and  general 
ledger,  including  income 
and  expenses,  produces  the 
facts  to  make  intelligent 
decisions  in  the  fields  of 
investment,  estate  tax  and 
business  planning. 

Call  or  w rite  Ted  Goodwin 
for  further  information 


Economika  Data  Corporation 
7714  Greenwood  .\venue  North 
Seattle.  ^ ashington  98103 
(206)  784-7070 

Ont  of  thf  wholly  owned  iubiuliartti  of  Eeonomtka,  Inc  , a complete 
fmonctal  itrxtce  Corporation  .Wedually  oriented.  Client  controlled 
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State  Board  Of  Medicine  Section 

The  regular  meeting  of  the  Idaho  State  Board  of 
Medicine  was  held  in  Boise,  July  13-15,  1970.  Mem- 
bers attending  included  Bobert  E.  Lloyd,  Boise, 
Chairman;  Orland  B.  Scott,  Kellogg,  Vice-Chairman; 
G.  Curtis  Waid,  Idaho  Falls;  Dan  E.  Stipe,  Lewiston; 
Fred  H.  Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls 
and  Arthur  S.  Cudmore,  Boise. 

During  the  meeting,  17  physicians  who  had  received 
Temporary  Licenses  since  the  January  session,  re- 
ceived permanent  licensure. 

Included  were:  Robert  G.  Mitchell,  Salt  Lake  City; 
John  J.  Mohr,  Boise;  Lynn  T.  Levy,  Sun  Valley;  Cur- 
tis W.  Sande,  Caldwell;  Ivan  J.  Gustafson,  Sun  Valley; 
Harold  T.  Machigashira,  Pocatello;  Thomas  R. 
Kruzich,  Boise;  James  N.  Wheeler,  Boise;  Thomas 

D.  Turner,  Boise  and  Rocco  P.  Cifrese,  Ashton. 
Twenty-one  physicians  were  granted  licensure  on 

the  basis  of  endorsement. 

Included  were:  Marcia  Keller  Mitchell,  Salt  Lake 
City;  Frederick  R.  Oyer,  Spokane;  Roger  Dale  Quinn, 
Nampa;  Reuben  Stutch,  Ketchum;  Glenn  E.  Millar, 
Sacramento;  Earl  C.  Skinner,  Whittier;  Frederick  A. 
Nickel,  La  Crosse;  Larry  K.  Hatch,  Spokane,  Sara  A. 
Cifrese,  Ashton;  Peter  E.  Briesch,  Coeur  d’Alene; 
Darrel  A.  Kammer,  Nampa;  James  E.  Scheel,  Jerome, 
and  R.  Lee  Belknap,  Boise. 

A.  Robert  Bauer,  Jr.,  Mt.  Pleasant,  Michigan; 
Jerry  E.  Scyphers,  Ronan,  Montana;  Lennart  E.  Aimer, 
Boise;  Charles  P.  Bockenstette,  Nampa;  Charles  T. 
Marrow,  American  Falls;  Willis  M.  Tipton,  Ontario; 
Lyle  R.  Wendling,  Mt.  Home  AFB,  and  Richard  B. 
Maxwell,  St.  Anthony. 

Physicians  previously  reported  as  having  received 
temporary  licenses  and  who  were  granted  permanent 
licensure,  were:  Don  G.  Griffith,  Boise;  Don  H. 
Nichols,  Idaho  Falls;  Dave  V.  Bass,  Idaho  Falls; 
Ardean  J.  Ediger,  Boise;  Stephen  R.  Dunphy,  Idaho 
Falls;  Bruce  R.  Rosenberg,  D.  O.,  Boise,  and  Shelby 

E.  Jarrell,  St.  Anthony. 

The  Board  of  Medicine  granted  registration  on  the 


basis  of  endorsement  to  six  physical  therapists.  They 
were: 

William  H.  English,  R.P.T.,  Ontario,  Oregon;  M. 
Lee  Irving,  R.P.T.,  Spokane;  Ann  L.  Jones,  R.P.T., 
Pocatello;  John  W.  Linhart,  R.P.T.,  Boise;  Janice  H. 
Stanford,  R.P.T.,  Boise;  and  Robert  F.  Palmer,  R.P.T., 
Auburn,  California. 


Personais: 

New  members  of  the  Association’s  “50-Year  Club’’ 
are:  William  A.  Koelsch  of  Boise,  and  George  S.  Met- 
calf of  Lewiston,  both  began  their  practices  of  medi- 
cine and  surgery  in  1920. 

Immediate  Past-President  John  M.  Ayers,  Moscow, 
was  given  custody  of  the  Crested  Cuspidor  for  the 
coming  year  by  O.  D.  Hoffman,  Rexburg. 

Golf  Winners  were:  E.  V.  Simison,  Pocatello,  first; 
Robert  S.  McKean,  Boise,  second;  J.  Wayne  Tyler, 
Boise,  third;  Donald  K.  Worden,  Lewiston,  fourth 
and  John  M.  Ocker,  Jr.,  Boise,  fifth. 

Robert  E.  Lloyd,  Boise,  Ghairman  of  the  Idaho 
State  Board  of  Medicine,  was  the  winner  of  the  color 
television  set  given  away  at  the  Exhibit  Hall. 

James  R.  Kircher,  Burley,  has  been  appointed  to 
the  Health  Goals  and  Planning  Gommittee  and  the  Ad 
Hoc  Steering  Gommittee  for  Developing  the  Health 
Gongress.  These  are  branches  of  the  Govenor’s  Ad- 
visory Gouncil  on  Gomprehensive  Health  Planning. 
Dr.  Kircher,  a Past-President  of  the  Idaho  Medical 
Association,  is  Speaker  of  the  House  of  Delegates. 

Willis  L.  Hubler,  Caldwell,  has  assumed  office 
as  President  of  the  Idaho  Heart  Association  for  1970- 
71  succeeding  John  M.  McKain  of  Twin  Falls. 

The  following  physicians  have  been  elected  as 
members: 

Ada  County  Medical  Society:  James  S.  Noble, 
and  Evelyn  H.  St.  Clair,  both  of  Boise. 

Southwestern  Idaho  District  Medical  Society: 
Novell  M.  Wells,  Mountain  Home. 

Life  memberships  have  been  granted  to: 

H.  L.  Newcombe,  Boise;  Ralph  A.  Drake,  Twin 
Falls;  L.  M.  Kelly,  Burley,  and  W Carlyle  Smail, 
Jerome. 
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CONTINUlll 

Compiled  by  Washington/Alaska  Regional  Medico!  Program,  y. 


SUBJECT 

FACULTY 

SPONSOR 

lcx:ation 

FOR 

PRECEPTORSHIPS: 
HEART  DISEASE 
CANCER.  STROKE 
AND  OTHER  FIELDS 

Practicing  physicians 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical 
Education,  University  of 
Washington  School  of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma 

Physicians 

ARRHYTHMIA  AND 
INJURY  PATTERNS 

Charles  S.  Campbell,  M.D.,  Director 
Coronary  Care  Training  Program 
Salem  Hospital 

Salem  Hospital.  Memorial  Unit 

Salem  Hospital,  Memorial 
Unit,  665  Winter  Street, 
Southeast,  Salem,  Oregon 

Physicians 

DISORDERS  OF  THE 
COLON:  DIAGNOSIS 
AND  TREATMENT 

William  C.  Awe,  M.D. 
Walter  E.  Meihoff,  M.D. 
Alfred  J.  Rampone,  Ph.D. 
John  A.  Benson,  M.D. 
Clifford  S.  Melnyk.  M.D. 
Clemens  W.  Van  Rooy,  M.D. 

Circuit  Course  Program 
U.  of  Oregon  Medical  School 

Beaconess  Hospital 
Great  Falls,  Montana 

Physicians 
AAGP  Credit 
4-1/2  hours 

DISORDERS  OF  THE 
COLON:  DIAGNOSIS 
AND  TREATMENT 

William  C.  Awe,  M.D. 
Walter  E.  Meihoff,  M.D. 
Alfred  J.  Rampone,  Ph.D. 
John  A.  Benson,  M.D. 
Clifford  S.  Melnyk.  M.D. 
Clemens  W.  Van  Rooy,  M.D. 

Circuit  Course  Program 
U.  of  Oregon  Medical  School 

Saint  Vincent  Hospital 
Billings,  Montana 

Physicians 
AAGP  Credit 
4-1/2  hours 

PULMONARY 

EMBOLISM 

Arthur  J.  Seaman,  M.D. 
Frank  E.  Kloster,  M.D. 
John  C.  Bigelow,  M.D. 

Circuit  Course  Program 
University  of  Oregon  Medical 
School 

Pacific  Community  Hospital 
Newport,  Oregon 

Physicians 
AAGP  Credit 
4-1/2  hours 

ANESTHESIA 
CONFERENCE 
“MANAGEMENT  OF 
PERINATAL 
PROBLEMS’ 

Frank  Moya.  M.D.,  Professor,  Chair- 
man, Acting  Dean,  Department  of 
Anesthesia,  University  of  Miami 
School  of  Medicine 

Sacrad  Heart  General  Hospital 
Department  of  Medical 
Education 

Sacrad  Heart  General 
Hospital,  1200  Alder  Street 
Eugene,  Oregon  97401 

Physicians 

DISORDERS  OF  THE 
COLON:  DIAGNOSIS 
AND  TREATMENT 

William  C.  Awe,  M.D. 
Walter  E.  Meihoff,  M D. 
Alfred  J.  Rampone,  Ph.D. 
John  A.  Benson.  M.D. 
Clifford  S.  Melnyk,  M.D. 
Clemens  W.  Van  Rooy,  M.D. 

Circuit  Course  Program 
U.  of  Oregon  Medical  School 

Saint  Patrick  Hospital 
Missoula,  Montana 

Physicians 
AAGP  Credit 
4-1/2  hours 

PULMONARY 

EMBOLISM 

Arthur  J.  Seaman,  M.D. 
Frank  E.  Kloster,  M.D. 
JohnC.  Bigelow,  M.D. 

Circuit  Course  Program 
University  of  Oregon  Medical 
School 

Columbia  Memorial  Hospital 
(formerly  Saint  Mary 
Hospital)  Astoria,  Oregon 

Physicians 
AAGP  Credit 
4-1/2  hours 

AVAILABLE  DIRECT 
SERVICES  THROUGH 
THE  OREGON  EASTER 
SEAL  SOCIETY 

James  Torson,  Executive  Director 
and  Professional  Staff 

Easter  Seal  Society  for  Crippled 
Children  and  Adults  of  Oregon 

Benson  Hotel 
Portland,  Oregon 

Physicians,  Staff,  Board 

CHRONIC  RENAL 
DISEASE 

Richard  F.  Drake,  M.D. 
Theodore  H.  Lehman,  M.D. 
Charles  L.  Martinson,  M.D. 
Robert  J.  Moore,  M.D. 
George  A.  Porter,  M.D. 

Circuit  Course  Program 
U.  of  Oregon  Medical 
School 

Magic  Valley  Memorial 
Hospital,  Twin  Falls.  Idaho 

Physicians 
AAGP  Credit 
4-1/2  hours 

CHRONIC  RENAL 
DISEASE 

Richard  F.  Drake,  M.D. 
Theodore  H.  Lehman,  M.D. 
Charles  L.  Martinson,  M.D. 
Robert  J.  Moore,  M.D. 
George  A.  Porter,  M.D. 

Circuit  Course  Program 
U.  of  Oregon  Medical 
School 

Boise  State  College 
Boise,  Idaho 

Physicians 
AAGP  Credit 
4-1/2  hours 

GUIDING  ADULT 
PATIENTS  WITH 
APHASIA 

McKenzie  Buck.  Ph.D. 

Portland  Center  for  Hearing 
and  Speech 

Veterans'  Administration 
Hospital,  Roseburg.  Oregon 

Physicians,  Nurses,  Physii 
Therapists,  Occupational 
Medical  Social  Workers,  1 
gists.  Speech  and  Hearing 
Personnel,  Vocational  Ret 
tion  Personnel 

OREGON  MEDICAL 
ASSOCIATION 

(Please  refer  to  pages  703-713 
in  which  this  is  covered 

Oregon  Medical  Association 

Hilton  Hotel 
Portland,  Oregon 

Physicians 

ANNUAL  SESSION  in  detail.) 
held  in  conjunction  with 
the  Sommer  Memorial 
Lectures 

(Please  refer  to  pages  703- 
713  in  which  this  is 
covered  in  detail.) 


RADIOLOGY  OF  THE  Joachim  Burhenne,  M.D.  Oregon  Radiologic  Society  Hilton  Hotel  Physicians 

GASTRO-INTESTINAL  University  of  California,  San  Francisco  in  conjunction  with  the  Oregon  Portland,  Oregon 

AND  BILIARY  TRACTS  Edward  Singleton,  M.D.  Medical  Association 

Houston 
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^ICAL  EDUCATION 

I Medical  Program,  Mountain  States  Regional  Medical  Program. 


NROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorships  Project,  Washington/ 
Alaska  Regional  Medical  Program,  530  “U” 
District  Building,  Seattle  98105 

Two  days 

September  21-22 

8:00  a.m.  — 5:00  p.m. 

None 

Charles  S.  Campbell,  M.D.,  Director 
Coronary  Care  Training  Program 
Salem  Hospital 
665  Winter  Street,  Southeast 
Salem,  Oregon  97301 

4-1/2  hours 

September  23 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.  W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4-1/2  hours 

September  24 

1:00  p.m.  — 6:30  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4-1/2  hours 

September  24 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

One  morning 

September  25 

8:00  a.m.  — 12:00  p.m. 

None 

Mrs.  Marlene  Boynton 
Department  of  Medical  Education 
Sacrad  Heart  General  Hospital 
1200  Alder  Street 
Eugene,  Oregon  97401 

4-1/2  hours 

September  25 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4-1/2  hours 

October  1 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

1-1/2  hours 

October  2 

3:30  p.m.  — 5:00  p.m. 

None 

Mrs.  Helen  Bibiler 
Easter  Seal  Society 
4343  S.  W.  Corbett  Avenue 
Portland,  Oregon  97201 

4-1/2  hours 

October  6 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4-1/2  hours 

October  7 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland.  Oregon  97201 

Three  days 

October  7-9 

9:00  a.m.  — 4:00  p.m. 

$5.00 

McKenzie  Buck,  Ph.  D. 

Portland  Center  for  Hearing  and  Speech 
3515  S.  W.  Veterans'  Hospital  Road 
Portland,  Oregon  97201 

2-1/2  days 

October  8,  9,  10 
October  8 

1:00  p.m.  — 5:30  p.m. 
October  9 

8:30  a.m.  — 5:30  p.m. 
October  10 

8:30  a.m.  — 5:30  p.m. 

None 

Mr.  James  Kronenberg 
Oregon  Medical  Association 
2164  S.  W.  Park  Place 
Portland,  Oregon  97205 

3-1/2  hours 

October  10 

1:30  p.m.  — 5:00  p.m. 

None 

Gerald  Warnock,  M.D. 
Oregon  Radiologic  Society 
1 1699  N.  E.  Glisan  Street 
Portland,  Oregon  97220 
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SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

THE  ANEMIAS: 
DIAGNOSIS  BEFORE 
TREATMENT 

Robert  H.  Bigley,  M.D. 
David  D.  Kliewer,  M.D. 
Robert  D.  Koler,  M.D. 
David  R.  Rullman,  M.D. 
John  Walsh,  M.D. 

Circuit  Course  Program 
University  of  Oregon  Medical 
School 

Rogue  Valley  Memorial 
Hospital,  Medford,  Oregon 

Physicians 
AAGP  Credit 
4-1/2  hours 

THE  ANEMIAS: 
DIAGNOSIS  BEFORE 
TREATMENT 

Robert  H.  Bigley,  M.D. 
David  D.  Kliewer,  M.D. 
Robert  D.  Koler.  M.D. 
David  R.  Rullman,  M.D. 
John  Walsh,  M.D. 

Circuit  Course  Program 
University  of  Oregon  Medical 
School 

Presbyterian  Intercommunity 
Hospital,  Klamath  Falls, 
Oregon 

Physicians 
AAGP  Credit 
4-1/2  hours 

PARKINSONS 
DISEASE  SYMPOSIUM 

Richard  I.  Birchfield,  M.D.,  Chm. 

Virginia  Mason  Medical  Center; 
La  Roche  Laboratories 

The  Mason  Clinic, 
1111  Terry,  Seattle 

Physicians 

NUCLEAR  MEDICINE: 
ITS  ROLE  IN 
PATIENT 
MANAGEMENT 

Raymond  Marty,  M.D.,  Chm. 

Washington/Alaska  Regional 
Medical  Program;  Tumor 
Institute,  Swedish  Hospital; 
Nuclear  Chicago;  Washington 
State  Division,  American  Cancer 
Society 

Olympic  Hotel,  Seattle 

Physicians 

AAGP  Credit  6 hours 

THE  BIO-SOCIAL 
SETTING  FOR 
PSYCHOLOGICAL 
HEALTH 

Edward  Stainbrook,  Ph.D.,  M.D. 
Professor  and  Chairman,  Department 
of  Human  Behavior.  U.S.C. 

Chief  Psychiatrist,  Los  Angeles  County 

Mental  Health  Association 
of  Oregon 

Memorial  Coliseum 
Portland,  Oregon 

Physicians,  Nurses,  Soci 
Members  of  the  Associa 

TRAINING  PROGRAM 
IN  DIABETES 
MELLITUS 

John  W.  Stephens,  M.D. 
Elizabeth  Burke,  R.N. 

Oregon  Regional 
Medical  Program 

Good  Samaritan  Hospital 
and  Medical  Center 
1015  N.W.  22nd  Avenue 
Portland,  Oregon 

Physicians 
OAGP  Credit 
40  hours 

MEDICAL-SURGICAL 

POSTGRADUATE 

COURSE 

GENERAL  PRACTICE 
SEMINAR 

Twenty-Four  physicians 

General  Practice  Department 
Providence  Hospital 

Providence  Hall 
631  N.E.  49th 
Portland,  Oregon 

General  Practitioners 
AAGP  Credit 
12  hours 

SHOCK 

Max  Harry  Weil,  M.D. 

Director  and  Associate  Professor  of 
Medicine,  University  of  Southern 
California  School  of  Medicine 
Shock  Research  Unit 

Sacrad  Heart  General  Hospital 
Department  of  Medical 
Education 

Sacrad  Heart  General 
Hospital 

1200  Alder  Street 
Eugene,  Oregon  97401 

Physicians 

DERMATOLOGY: 
PRACTICAL 
APPROACH  TO 
COMMON  DISORDERS 

Robert  E.  Kellum,  M.D.,  Chm.; 
Walter  C.  Lobitz,  Jr.,  M.D. 
Portland,  Oregon 

Virginia  Mason 
Medical  Center 

The  Mason  Clinic, 
Seattle 

General  Practitioners, 
Internists 

MONTHLY  MEETING 
Program  to  be 
announced 

To  be  announced 

Oregon  Society  of 
Internal  Medicine 

Benson  Hotel 
Portland,  Oregon 

Physicians 

DISORDERS  OF  THE 
COLON:  DIAGNOSIS 
AND  TREATMENT 

John  A.  Benson,  Jr.  M.D. 
Walter  E.  Meihoff,  M.D. 
Clemens  W.  Van  Rooy,  M.D. 
Clifford  S.  Melynk,  M.D. 
William  W.  Awe,  M.D. 

Alfred  J.  Rampone,  Ph.  D. 

Circuit  Course  Program 
U.  of  Oregon  Medical  School 

Salem  Memorial  Hospital 
Salem,  Oregon 

Physicians 
AAGP  Credit 
4-1/2  hours 

RECENT  ADVANCES 
IN  TREATMENT  OF 
MALIGNANT  DISEASE 

Produced  by  Medical  Television 
Network,  University  of 
California  at  Los  Angeles; 
sponsored  by  the  Washington/ 
Alaska  Regional  Medical 
Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians 

DIFFERENTIAL 
DIAGNOSIS  OF 
NON-ORGANIC 
HEADACHE 

Robert  Aigner,  M.D.; 
Fletcher  Pomeroy,  M.D.; 
Timothy  Chapman,  M.D.; 
Richard  Mullins,  M.D. 

Produced  and  sponsored  by  the 
Washington/Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians  and 
allied  health  personnel 

OFFICE  MANAGE- 
MENT OF  VASCULAR 
TENSION 
HEADACHE 

Robert  Aigner,  M.D.; 
Fletcher  Pomeroy,  M.D. ; 
Timothy  Chapman,  M.D.; 
Richard  Mullins,  M.D. 

Produced  and  sponsored  by  the 
Washington/Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians  and 
allied  health  personnel 

MANAGEMENT  OF 

ORGANIC 

HEADACHE 

Robert  Aigner,  M.D.; 
Fletcher  Pomeroy,  M.D.; 
Timothy  Chapman,  M.D.; 
Richard  Mullins,  M.D. 

Produced  and  sponsored  by  the 
Washington/Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians  and 
allied  health  personnel 
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ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

4-1/2  hours 

October  14 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  Program 
3181  S.  W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4-1/2  hours 

October  15 

1:30  p.m.  — 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.  W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

100 

One  day 

October  16 

None 

Division  of  Continuing  Medical  Education 
Virginia  Mason  Medical  Center 
1 1 1 1 Terry,  Seattle,  98101 

No  limit 

One  day 

October  17 

Registration:  9:00  a.m.  — 9:30  a.m 
Session:  9:30  a.m.  — 4:30  p.m. 

$15 

(lunch 

included) 

Mrs.  Leslie  Broady 

Division  of  Nuclear  Medicine,  Tumor  Institute 
of  Swedish  Hospital 
1211  Marion,  Seattle 

One  day 

October  17 

9:00  a.m.  — 9:00  p.m. 

To  be 
announced 

Mr.  Jack  Spaulding 

Mental  Health  Association  of  Oregon 

718  W.  Burnside 

Portland,  Oregon  97209  — 228-6571 

One  week 

October  19-23 

8:00  a.m.  — 5:00  p.m. 

None 

Mrs.  Kaye  Hutchins 

Diabetic  Research  Project 

Good  Samaritan  Hospital  and  Medical  Center 

1015  N.  W.  22nd  Avenue 

Portland,  Oregon  97210 

Two  days 

October  22-23 

$15.00 

Miss  Roberta  Jeffrey 
Staff  Secretary 
Providence  Hospital 
700  N.  E.  47th 
Portland,  Oregon  97213 

One  day 

October  23 

8:00  a.m.  — 5:00  p.m. 

None 

Mrs.  Marlene  Boynton 
Department  of  Medical  Education 
Sacrad  Heart  General  Hospital 
1200  Alder  Street 
Eugene,  Oregon  97401 

30 

One  and 
one-half  days 

October  23,  24 
October  23 

Session:  8:30  a.m.  — 5:00  p.m. 
October  24 

Session:  8:30  a.m. — 12  noon 

$35 

Division  of  Continuing  Medical  Education 
Virginia  Mason  Medical  Center 
1 1 1 1 Terry  Avenue,  Seattle  98101 

3-1/2  hours 

October  27  — November  24 
6:30  p.m.  to  10:00  p.m. 

None 

Mr.  Roscoe  Miller 

Oregon  Society  of  Internal  Medicine 

2164  S.  W.  Park  Place 

Portland,  Oregon  97205 

4-1/2  hours 

October  28 
1:30  p.m. 

— 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.  W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

25  minutes  October  27,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 


25  minutes  November  3,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 


25  minutes  November  10,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 


25  minutes  November  17,  7:35  a.m,; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:00  p.m.  and  10:30  p.m. 
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LIFESAVING  BRACELETS 


More  than  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  "hid- 
den" medical  problem.  The 
American  Medical  Association 
estimates  that  forty  million 
Americans  should  be  wearing 
some  sort  of  medical  warn- 
ing device. 

One  side  of  the  emblem  has  the  words  "Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetera. 
A 24-hour  a day  collect  telephone  number  and  an 
individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 
A one-time  basic  fee  of  $5.00  is  charged. 


Ec- 

on- 

omy! 

Dicarbosil 

ANTACID 


Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144’s- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts,  Missouri  63102 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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REVIEWS 


Arthritis  and  Physical  Medicine 


By  Sidney  Licht,  AA.D.  522  pp.  Illustrated.  P rice  $14.00.  Elizabeth 
Licht,  Publisher,  New  Haven,  Connecticut,  1969. 

This,  the  eleventh  volume  of  Physical  Medicine 
Library,  is  a curious  book.  It  is  exactly  as  described  in 
the  title,  in  that  the  first  ten  chapters  deal  with  arthri- 
tis: classification,  pathologv,  x-rav  and  laboratory 
findings,  medical  and  surgical  treatment,  with  the 
emphasis  on  rheumatoid  arthritis,  bits  of  gout  and 
other  diseases  added,  and  the  latter  ten  chapters 
cover  physical  measures  such  as  rest,  heat,  climate, 
splints  and  braces. 

Reflecting  a European  influence,  there  is  a chapter 
on  spa  therapv  and  one  on  massage,  manipulation  and 
traction  — topics  generallv  not  mentioned  in  rheu- 
matologic  circles  in  this  countrv.  The  spa  chapter,  bv 
Lenoch  of  Czechoslovakia,  contains  much  intriguing 
information  such  as  the  classification  of  medicinal 
waters  bv  the  International  Societv  of  Medical 
Hvdrologv  and  the  di\  ision  of  peloids  into  peat,  moor, 
earthv'  moor  and  muds.  The  discussion  of  massage  re- 
calls instructual  books  on  the  golf  swing — “For 
ligaments,  he  uses  most  frecjuentlv  the  index  crossed 
over  the  middle  finger  or  the  other  way  around,  or  the 
thumb.”  I am  forced  to  agree  with  the  author  that 
massage  and  manipulation  can  be  learned  only  from 
a teacher,  not  from  a book. 

QualitN'  of  contributions  varies  enormouslv.  Among 
them  is  the  best  essav  on  examination  of  joints  I have 
ever  read.  Lucidlv  written  bv  Dixon  and  Kirk,  it  is  a 
far  cn’  from  those  drear\-  diagrams  showing  range  of 
motion.  It  is  superbK'  illustrated  with  68  drawings 
and  photographs  (one,  of  a calf  cyst,  is  printed  upside 
down).  Their  discussion  is  stimulating  and  the  bits  of 
information  reflect  the  experience  and  acumen  of  the 
authors. 

Lehmann  and  DeLateur  have  contributed  a long 
chapter  on  heat  and  cold,  which  tells  us  everx  thing 
about  them  but  whv.  It  has  250  references,  in  33  of 
which  Lehmann  is  the  first  author. 

This  book  suffers  from  the  same  difficultv  encoun- 
tered bv  manv  patients  with  arthritis;  the  consultants 
have  not  talked  together  and  coordinated  their  efforts. 
Much  of  the  material  is  pedestrian  although  a few 
contributions  make  interesting  reading.  It  is  not  re- 
commended for  practical  use.  Aspects  of  arthritis  are 
better  discussed  in  Hollander’s  textbook  and  a much 
better  guide  to  phvsical  therapy  for  patients  with 
rheumatic  diseases  is  the  book.  Arthritis  bv  Lowman. 

LOUIS  A.  HEALEY,  M.D. 


Your  Thyroid  Gland,  Fact  and  Fiction 

By  Joel  I.  Hamburger,  M.D.,  F.A.C.P.  Clinical  Assistant  Profassor 
of  Medicine  (Thyroid  Service),  Wayne  State  University  College  of 
Medicine;  Director  of  Nuclear  Medicine  Laboratories,  Highland 
Park  General  Hospital,  Highland  Park,  Michigan;  North  Detroit 
Crittenton  General  Hospital,  Park  Community  Hospital,  Detroit, 
Michigan.  77  pp.  Illustrated.  Price  $5.75.  Charles  C Thomas, 
Springfield,  III.  1970. 

As  part  of  the  increasing  demand  by  patients  that 
thev  be  more  completely  informed  about  the  nature 
of  their  illnesses  and  that  they  be  educated  to  partici- 
pate in  decision  making,  there  will  imdoubtedlv  be 
an  increasing  number  of  booklets  to  assist  the  physi- 
cian in  guiding  his  patients.  This  book  is  an  above 
average  example  of  this  tvpe  of  literature.  The  author 
states  that  his  motive  for  writing  the  book  was  in  self 
defense;  he  seldom  found  a dav  passed  without 
ha\’ing  a patient  request  a fuller  explanation  of  his 
thvroid  problem  that  the  busv  office  schedule  pre- 
vented dealing  with  satisfactorily.  The  booklet  con- 
tains onlv  seventv-seven  small  pages  and  can  easilv 
be  read  in  an  hour.  The  author  clearlv  defines  his 
terms  so  that  the  lavman  can  follow  his  reasoning, 
and  he  presents  manv  reassuring  statements  to  avoid 
alarming  the  patient. 

One  of  the  handicaps  of  this  tvpe  of  literature  is 
that  it  may  raise  questions  and  fears  that  might  other- 
wise not  have  occurred  to  the  patient.  This  mav  re- 
quire that  the  phvsician  spend  more  time  than  the 
book  was  initially  intended  to  sa\  e.  In  this  instance, 
the  author  has  successfully  avoided  this  pitfiill. 
Another  handicap  of  such  books  is  the  risk  that  the 
views  of  the  author  deviate  significantlv  from  the 
particular  needs  of  the  individual  patient  or  from  the 
opinions  of  the  physician  caring  for  the  patient.  Again, 
the  author  has  succeeded  in  avoiding  this  problem. 
His  approach  to  the  treatment  of  Graves’  disease, 
with  a strong  emphasis  on  radioiodine  therapv,  and 
his  conservative  attitude  toward  operating  on  thvroid 
nodules  agree  with  the  modem  consensus  on  treating 
these  disorders.  The  author  has  also  wisely  avoided 
the  temptation  to  present  case  histories  with  drama- 
tic accounts  that  might  be  entrancing  but  could  well 
cause  confusion  and  anxietv. 

The  brief  presentation  of  anatomy  and  piivsiologv 
is  adequate,  but  would  be  better  served  with  more 
illustrations.  Some  of  the  most  interesting  recent  dis- 
coveries, such  as  the  autoimmune  nature  of  Graves’ 
disease,  are  not  mentioned.  The  obsolete  butanol  ex- 
tractable iodine  (BED  test  is  described,  but  the  new 
T4  tests  which  are  currently  replacing  the  FBI  are  not 
mentioned.  There  is  no  index.  However,  there  is  a 
useful  chapter  presenting  a group  of  fictions  and  fal- 
lacies about  thvroid  function  and  disease.  All  in  all 
the  book  succeeds  in  its  puqjose  and  I intend  to  re- 
commend it  to  selected  patients  with  thyroid  disease 
who  have  an  above  average  intelligence  and  interest 
in  their  disorder. 
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To  satisfy  the  increasing  need  for  this  tv'pe  of  litera- 
ture, I would  hope  that  some  public  spirited  medical 
society  or  pharmaceutical  company  might  be  moti- 
vated to  prepare  such  booklets  at  a more  reasonable 
price  in  the  fashion  of  those  prepared  bv  the  heart 
and  diabetes  associations. 

JOHN  L.  BAKKE,  M.D. 

The  Principal  of  Parsimony  in 
Medicine  and  Other  Essays 

By  I.  M.  Tarlov,  M.D.  65  pp.  Price  $4.75.  Charles  C Thomas, 
Springfield,  III.  1969. 

This  brief  book  contains  seven  essays,  fiv'e  of  which 


have  appeared  in  medical  journals.  Tarlov  has  also 
described  a malpractice  trial  in  which  he  was  the  un- 
successful defendent.  It  is  similar  to  cautionary  tales 
of  this  genre  in  Medical  Economics  and  jarringly 
inappropriate. 

The  principal  of  parsimony,  formulated  bv  William 
of  Occam,  a fourteenth  century  Franciscan  monk, 
states,  “It  is  vain  to  do  with  more  what  can  be  done 
with  less.”  In  two  essays,  the  author  applies  “Occam’s 
Razor”  to  medicine  using  examples  of  diagnosis  and 
treatment  drawn  from  his  own  neurosurgical  practice. 
The  inspiration  is  a happy  one  but  Occam  said  it 
better. 

LOUIS  A.  HEALEY,  M.D. 


LEGAL  TERMS  ARE  NECESSARY 

Many  persons  feel  that  the  “whereases,”  “aforesaids,”  and  other  legal  verbiage  are  used 
by  the  lawyer  for  the  purpose  of  confounding  the  layman. 

Nothing  could  be  further  from  the  truth.  In  writing  legal  documents,  the  lawyer  at- 
tempts to  draft  them  in  such  a way  as  to  exclude  all  ambiguities.  As  a consequence,  it  is 
the  lawyer  s duty  to  his  client  to  attempt  to  draft  the  instrument  in  such  a way  that  it  can 
mean  only  one  thing. 

Abnost  any  paragraph  of  non-legal  language  contains  numerous  ambiguities.  When  a 
lawyer  refers  to  the  “deed  aforesaid,”  he  is  attempting  to  make  it  clear  beyond  question 
that  the  deed  he  is  referring  to  is  the  deed  mentioned  in  a prior  portion  of  the  instrument. 
Likewise,  when  he  prefaces  a legal  document  with  a long  list  of  “whereases,”  he  is  simply 
reciting  pertinent  facts  for  the  benefit  of  the  court  to  show  the  facts  of  the  .situation  that 
led  to  the  execution  of  the  instrument. 

The  difficulty  with  drafting  a document  in  laymans  language  is  that  to  the  trained 
analyst  such  language  is  .susceptible  of  several  meanings  and  consequently  may  lead  to 
controversy  or  litigation.  It  is  the  draftmans  purpose  to  avoid  litigation,  which  sometimes 
is  expensive  for  the  client. 

Another  reason  why  laicyers  use  legal  language  is  historical  in  nature.  Thus  most  deeds 
declare  that  the  grantor  “by  these  presents  does  grant,  sell,  and  convey”  the  land  in  ques- 
tion to  the  grantee.  Each  of  the  words  recited  has  a technical  meaning.  The  words  to- 
gether have  frequently  been  construed  by  the  courts  and  consequently  the  lawyer  knows 
their  meaning  is  settled,  and  that  they  will  operate  to  properly  transfer  the  title.  He 
would  be  inviting  litigation  for  this  client  if,  instead  of  using  those  words,  he  devi.sed  new 
language  to  express  the  same  purpose. 

As-  a consequence,  the  lawyer,  in  the  interest  of  his  client  naturally  uses  time-tested 
and  court-tested  language  instead  of  experimenting  with  new  language. 

(This  column  is  written  to  inform  not  advise.  Facts  may  change  the  application  of  the 
law.) 


It's  the  Law,  presented  by  the  Washington  State  Bar  Association. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  spa£e  permits. 


Preventive  Myocardiology:  Fundamentals  and  Targets.  By 

Wilhelm  Raab,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P.,  F.A.C.S.M., 
Emeritus  Professor  of  Experimental  Medicine,  Department  of 
Medicine,  University  of  Vermont,  Burlington,  Vermont.  227  pp. 
Illustrated.  Price  $13.50.  Charles  C Thomas,  Springfield,  111.  1970. 

Big  Fleas  have  Little  Fleas  or  Who’s  Who  Among  the  Protozoa. 

By  Robert  Hegner  with  a new  introduction  by  Reginald  D.  Man- 
well,  Professor  (Emeritus)  of  Zoology,  and  Research  Associate  in 
Syracuse  University.  285  pp.  Illustrated.  (Paperback)  Price  $2.00. 
Dover  Publications,  Inc.,  New  York.  1968. 

Introduction  to  Protozoology.  By  Reginald  D.  Manwell,  Professor 
(Emeritus)  of  Zoology  and  Research  Associate,  Syracuse  Univer- 
sity. Second  Revised  Edition.  642  pp.  Illustrated.  Price  $4.00. 
(Paperback)  Dover  Publications,  Inc.,  New  York.  1961  and  1968. 

The  American  Academy  of  Orthopaedic  Surgeons:  Instructional 
Course  Lectures.  Volume  XIX.  236  pp.  Illustrated.  Price  $19.50. 
The  C.  V.  Mosby  Company,  St.  Louis.  1970. 

Sudden  Infant  Death  Syndrome:  Proceedings  of  the  Second  Inter- 
national Conference  on  Causes  of  Sudden  Death  in  Infants. 
Edited  by  Abraham  B.  Bergman,  M.D.,  J.  Bruce  Beckwith,  M.D., 
and  C.  George  Ray,  M.D.,  Children’s  Orthopedic  Hospital  and 
Medical  Center  and  University  of  Washington  School  of  Medicine. 
248  pp.  Price  $10.00.  University  of  Washington  Press,  Seattle, 
Washington.  1970. 

The  People’s  Health:  Medicine  and  Anthropology  in  a Navqjo 
Community.  By  John  Adair,  Ph.D.,  Professor  of  Anthropology,  San 
Francisco  State  College,  San  Francisco,  California;  Kurt  W. 
Deuschle,  M.D.,  Lavanburg  Professor  and  Chairman,  Department 
of  Community  Medicine,  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York,  New  York.  187  pp.  Illustrated. 
Price  $6.95.  Appleton-Century-Crofts,  New  York.  1970. 

Fabricated  Man:  The  Ethics  of  Genetic  Control.  By  Paul  Ramsey. 
174  pp.  Price,  Paper  Edition:  $1.95,  Cloth:  $7.50.  Yale  University 
Press,  New  Haven,  Connecticut  06520.  1970. 

The  Principal  of  Parsimony  in  Medicine  and  Other  Essays.  By 
I.  M.  Tarlov,  M.D.  65  pp.  Price  $4.75.  Charles  C Thomas,  Spring- 
field.  111.  1969. 


Pharmacology  and  Patient  Care.  3rd  Ed.  By  Solomon  Garb,  Scienti- 
fic Director,  American  Medical  Center  at  Denver  (on  leave  of  ab- 
sence from  faculty  of  University  of  Missouri,  School  of  Medicine); 
Betty  Jean  Crim,  Associate  Professor  of  Nursing,  University  of 
Missouri,  School  of  Nursing;  Garf  Thomas,  Chief  Pharmacist, 
University  of  Missouri  Medical  Center;  Instructor  of  Pharmacology, 
University  of  Missouri,  School  of  Medicine;  Assistant  Professor  of 
Hospital  Pharmacy,  University  of  Missouri-Kansas  City,  School  of 
Pharmacy.  598  pp.  Price  $8.95.  Springer  Publishing  Co.,  Inc.,  New 
York  1970. 

A Primer  on  Immunologic  Disorders.  By  Heinz  J.  Wittig.  M.D., 
Associate  Professor,  Department  of  Pediatrics;  Chairman,  Section 
of  Allergy,  University  of  Florida  School  of  Medicine,  Gainesville, 
Florida;  William  A.  Welton,  M.D.,  Associate  Professor,  Depart- 
ment of  Medicine;  Chairman,  Division  of  Dermatology,  West 
Virginia  University  School  of  Medicine,  Morgantown,  West 
Virginia;  and  Robert  Burrell,  Ph.D.,  Professor,  Department  of 
Microbiology,  West  Virginia  University  School  of  Medicine,  Mor- 
gantown, West  Virginia.  123  pp.  Price  $6.75.  Charles  C Thomas, 
Springfield,  111.  1970 

The  Role  of  the  Surgeon  in  Medical  School  Education.  The  Allen 
O.  Wipple  Surgical  Society  — Edited  by  Harold  G.  Barker,  M.D., 
New  York,  New  York.  155  pp.  Price  $7.50.  Charles  C Thomas, 
Springfield,  111.  1970. 

Abdominal  Trauma.  By  Meyer  O.  Cantor.  M.D.,  M.S.,  F.A.C.S., 
F.A.C.G.,  President  of  The  American  Society  of  Abdominal  Sur- 
geons; Chief  of  Surgery,  North  Detroit  General  Hospital;  Attend- 
ing Surgeon,  Grace  Hospital,  Huntington  Woods,  Michigan.  212  pp. 
Price  $9.50.  Charles  C Thomas,  Springfield,  111.  1970. 

The  Unique  Legacy  of  Doctor  Hughlings  Jackson.  By  Arthur  M. 
Lassek,  Sr.,  Ph.D.,  M.D.  146  pp.  Price  $6.75.  Charles  C Thomas, 
Springfield,  111.  1970. 

Television  Ophthalmoscopy:  Instrumentation  and  Medical 

Application.  By  Richard  L.  Dallow,  M.D.,  Medical  Systems  Devel- 
opment Laboratory,  Health  Care  Technology  Program,  National 
Center  for  Health  Services  Research  and  Development,  Health 
Services  and  Mental  Health  Administration,  Department  of 
Health,  Education,  and  Welfare,  Washington,  D.C.  104  pp. 
Illustrated.  Price  $8.50.  Charles  C Thomas,  Springfield,  111.  1970. 


Septic  Complications  of  Neurosurgical  Spinal  Procedures.  By  R. 

Lewis  Wright.  M.D.  Neurosurgical  Service,  Massachusetts  Gen- 
eral Hospital,  and  the  Department  of  Surgery,  Harvard  Medical 
School,  Boston,  Massachusetts.  107  pp.  Illustrated.  Price  $9.50. 
Charles  C Thomas,  Springfield,  111.  1970. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  wTio  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


‘NEOSPORirr 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


CLASSIFIED  ADVERTISEMENTS 

AM  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
dote  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
In  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


RADIOLOGIST  WANTED  — $30,000  first  year— $40,000  third  year 
with  continued  increases.  Partnership  after  two  years  includes 
profit  sharing.  Liberal  fringe  benefits  including  excellent  retirement 
program.  Contact  Henry  H.  Kavitt,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217 


GENERAL  PRACTITIONER  WANTED—  Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact  Mr. 
Willard  Perry,  Administrator,  Forks  Community  Hospital,  Forks, 
Wa..  9S33 1 . Phone  374-627 1 . 


COLLEGE  HEALTH  PHYSICIAN  — Position  open  immediately. 
Hospital  and  office  practice  with  full  individual  care  of  patient; 
12  months,  40  hour  week,  generous  fringe  benefits,  annual  incre- 
ment, no  medicare  or  medicaid,  competitive  salary,  6,000  students. 
Contact  William  D.  Fitzgerald,  M.D.,  Director,  Student  Health 
Service,  University  of  Idaho,  Moscow,  Idaho  83843. 


OBSTETRICIAN-GYNECOLOGIST  — Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Department 
of  OB-Gyn.  The  Permanente  Clinic,  5055  N.  Greeley,  Portland, 
Ore.  97217. 


INTERNIST  — Board  certified  or  eligible  for  active  275-bed 
GM&S  Hospital;  Medical  Service  133  beds,  7 internists,  excellent 
supporting  staff.  Some  experience  in  supervision  of  pulmonary 
function  laboratory  or  participation  on  a pulmonary  disease 
service  desirable.  Nondiscrimination  in  employment.  Inquiries 
should  be  sent  to  Director  or  Chief  of  Staff,  Veterans  Adminis- 
tration Hospital,  2615  E.  Clinton  Ave.,  Fresno,  Cal.  93703. 
Phone  (209)  227-2941,  ext.  215. 


GENERAL  PRACTITIONER  OR  INTERNIST  — For  Outpatient 
Service  at  this  275-bed  GM&S  Hospital.  Excellent  supporting 
staff  and  excellent  fringe  benefits.  Nondiscrimination  in  em- 
ployment. Inquiries  should  be  sent  to  Director  or  Chief  of  Staff. 
Veterans  Administration  Hospital,  2615  E.  Clinton  Ave.,  Fresno, 
Cal.  93703.  Phone  (209)  227-2941,  ext.  215. 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miles  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write,  J.L. 
Campiche,  M.D.,  12th  & Pacific,  Long  Beach,  Wa.,  98631. 
Phone:  office  (206)  642-2700,  home  642-2701. 


INTERNIST — For  a specialist  medical  group  associated  with  a 
prepaid  health  plan.  $24,800  if  board  eligible,  $26,000  if 
certified.  Partnership  after  2 years,  if  mutually  satisfactory. 
A.  Hurtado,  M.D.,  The  Permanente  Clinic.  5055  N.  Greeley, 
Portland,  Ore.  97217. 


FAMILY  PHYSICIAN,  ORCAS  ISLAND  — Located  between  Belling- 
ham, Wa..  and  Victoria,  B.C.,  offers  an  unusual  way  of  life  to  a 
qualified  physician  wishing  to  give  his  family  a superior  environ- 
ment. Extremely  low  overhead  community-owned  clinic  building  is 
equipped  and  ready.  Present  commuting  physician  wishes  to  con- 
centrate at  his  home  based  island  and  will  cooperate  in  every  way 
with  the  community  and  applicant.  Approximately  1,400  year-round 
residents,  multiplying  many  times  in  the  summer  months.  Main  in- 
dustries on  Orcas  Island  are  retirement  and  resort.  Area  offers  the 
finest  in  boating,  fishing,  hunting,  golf  and  just  plain  good  living. 
Contact  Mr.  William  Good,  Chairman  Orcas  Island  Medical  Society. 
(206)  376-2151. 


INTERNIST  — Board  certified  or  eligible,  with  or  without  sub-spec- 
ialty, for  8-man  multi-specialty  group  with  excellent  reputation. 
Drawing  area  60,000  on  Southwestern  Oregon  Coast.  Small  com- 
munity with  fine  schools;  tremendous  outdoor  area,  beaches,  lakes, 
boating,  fishing  and  hunting.  Mild  year-round  climate;  150-bed 
hospital  in  process.  Guaranteed  salary  and  benefits,  2 years  to 
immediate  full  partnership.  Write  Manager,  Bay  Clinic,  295  So. 
lOth,  Coos  Bay,  Ore.,  phone  (503)  267-7091. 


MEDICAL  DICTATION 


QUALITY  TRANSCRIPTION  — Attractive  production  rates.  Over- 
flow and  regular  work;  24  hour  service.  Introductory  rates  for 
tryout.  Trans-Tech  Transcriptions.  Ma.  4-2376. 


OFFICE  SPACE 


SPACE  FOR  LEASE — Will  build  medical  clinic  bldg.,  in 
Woodinville  Medical  Dental  Center.  Dental  Clinic  just  com- 
pleted. HU  6-2746  or  HU  6-4574. 


SPACE  AND  OPPORTUNITY  — Available  for  GP.  Double  office 
in  new  clinic  building,  Burien.  GP  of  15  yrs  in  area  seeking 
associate  to  share  premium  office  space.  Contact  Alan  L.  W. 
Gunsul,  M.D.,  216  S.W.  156th  St.,  Burien,  Wa.  98166 


OFFICE  FOR  RENT — Attractive  Medical-Dental  Building  'lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician.  GP  or  internist.  Population  close  to  30,000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D.,  101  N.  E.  11th,  East  Wenatchee, 
Wa.  98801. 


OFFICE  SPACE  AVAILABLE—  For  internist  and  pediatrician  in 
well-located  medical  center.  Fastest  growing  area  in  Pacific- 
Northwest.  Economy  and  climate  excellent.  Other  specialties 
represented.  May  participate  in  ownership  of  building  and 
ancillary  facilities.  Write  Box  22-A.  Northwest  Medicine, 
500  Wall  St.,  Seattle.  Wa..  98121. 


MEDICAL  SPACE  IN  MODERN  CLINIC  — For  lease  in  Milwaukie 
Oregon.  Parking.  For  information  call  (503)  654-6529  Milwaukie, 
Oregon. 


EXCELLENT  900  SO.  FT.  MEDICAL  SUITE  — Proven  Lake  Hills 
location,  will  redecorate.  Call  Mr.  Showers,  MA  4-8096  Seattle. 


MEDICAL  EQUIPMENT 


SANBORN  VISETTE  671  ECG — Direct  writer.  New  $635,  selling 
price  $150.  Call  (206)  AD  2-0713  Seattle. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annua] — June  20*24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  29— Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — Annual 
Meeting,  October  7-11,  1970,  Hilton, 
Portland. 

Washington  State  Medical  Association — 
Annua]  Meeting,  Sept.  20-23,  1970, 
Spokane;  Sept.  19-22,  1971,  Seattle. 

Idaho  Medical  Association — Annual 

Meeting,  June  30  — July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — Annual 
Meeting,  Bay  Shore  Inn,  Vancouver, 
B.C.,  Sept.  25-26,  1970. 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

PaciBc  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del  Webb’s 
Tow  ne  House,  Phoenix,  Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971;  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information:  Eldon  E.  Smith,  M.D., 
2270  Kalakaua  Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson, 
Arizona 

Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 

OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  May  5-7,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Hodgson,  Port- 
land 

Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 


Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 

Oregon  Pediatric  Society — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  Macfarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October- .\pril.  University  Club,  Port- 
land. 

Pres.,  James  A.  Schneider,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum,  Annual  Meeting,  October, 
1970,  Portland. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland. 

May,  Salishan,  Sept.,  Village  Green. 
Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd  Fri. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland.  Annual  Meeting,  December 
7,  1970,  Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan.-May,  Sept.-Nov.) 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 

WASHINGTON 
King  County  Academy  General  Practice 
4th  Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Seattle. 
Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.) 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 

Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Pres.,  Edward  Johnston,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Place  of  Meeting,  an- 
nounced monthly. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club— 3rd  Tues.  (Sept. 
— May) 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept--June). 

Pres.,  J.  Lowell  Kinslow  D.O., 

Seattle 

Sec.,  Colleen  Faye  Richardson, 

M.A.,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting,  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr., 

Snohomish 

Sec.,  Paul  M.  Tueffers,  Seattle 

Washington  State  Radiological  Society 
— Quarterly,  Seattle 

Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  L.  Leland  Burnett,  Seattle 

Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum 
Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesio- 
logist— Quarterly  meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 
Annual  Meeting  Sept.  19,  1970. 

Pres.,  J.  Porter  Reed,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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therefore  this  is  the  logical 
potassium-sparing  diuretic  for  the 
digitalized  patient 

Aldoctone* 

(spironolactone) 

for  unique  physiologic 
advantages  which 
no  other  diuretic  can  provide 


• Does  not  cause  potassium  depletion  (as  do  the 
thiazides,  furosemide  and  ethacrynic  acid)  which 
may  increase'  the  effect  of  digitalis  on  the  myo- 
cardium, giving  rise  to  premature  systoles,  ventricu- 
lar tachycardia  or  ventricular  fibrillation. 

• Unique  “safety-valve”  action  due  to  competitive 
antagonism^  of  aldosterone  helps  prevent  excessive 
potassium  retention,  since  endogenous  aldosterone 
production  is  increased'^  and  counterbalances 
Aldactone  action  if  the  serum  potassium  level  be- 
comes too  high. 


• Hyperkalemia  may  occur,  especially  in  severely 
ill  patients  with  relatively  small  urine  outputs  or  in 
patients  receiving  supplemental  potassium.  How- 
ever, with  Aldactone,  because  of  its  mechanism  of 
action,  hyperkalemia^  should  be  less  likely  than  with 
triamterene  or  other  agents  which  act  independ- 
ently of  aldosterone. 

• Gradual  onset  of  action  avoids  the  danger'’ of  sud- 
den electrolyte  and  fluid  depletion. 

• May  be  effective  as  the  sole  diuretic  or  may  be 
combined  with  a thiazide,  furosemide^  or  ethacrynic 
acid^ 


Indications— Essential  hypertension;  edema 
or  ascites  of  congestive  heart  failure,  cirrhosis 
of  the  liver  and  the  nephrotic  syndrome;  idio- 
pathic edema.  Some  patients  with  malignant 
effusions  may  benefit  from  Aldactone,  particu- 
larly when  given  with  a thiazide  diuretic. 

Contra  indicat  ions -Acute  renal  insuffi- 
ciency, rapidly  progressing  impairment  of  renal 
function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may 
cause  hyperkalemia  and  is  not  indicated  un- 
less a glucocorticoid  is  also  given.  Discontinue 
potassium  supplementation  if  hyperkalemia 
develops. 

Usage  of  any  drug  in  women  of  childbearing 
age  requires  that  the  potential  benefits  of  the 
drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked 
carefully  since  electrolyte  imbalance  may  occur. 
Although  usually  insignificant,  hyperkalemia 
may  be  serious  when  renal  impairment  exists; 
deaths  have  occurred.  Hyponatremia,  mani- 
fested by  dryness  of  the  mouth,  thirst,  lethargy 
and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  espe- 
cially when  Aldactone  is  combined  with  other 
diuretics.  Elevation  of  BUN  may  occur,  espe- 
cially when  pretreatment  hyperazotemia  exists. 
Mild  acidosis  may  occur.  Reduce  the  dosage 
of  other  antihypertensive  drugs,  particularly 
the  ganglionic  blocking  agents,  by  at  least  50 
per  cent  when  adding  Aldactone  since  it  may 


potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy, 
headache,  diarrhea  and  other  gastrointestinal 
symptoms,  maculopapular  or  erythematous  cu- 
taneous eruptions,  urticaria,  mental  confusion, 
drug  fever,  ataxia,  gynecomastia,  mild  andro- 
genic effects,  including  hirsutism,  irregular 
menses  and  deepening  voice.  Adverse  reac- 
tions are  infrequent  and  usually  reversible. 

Dosage  and  Administration-Por  essential 
hypertension  in  adults  the  doily  dosage  is  50 
to  100  mg.  in  divided  doses.  Aldactone  may 
be  combined  with  a thiazide  diuretic  if  neces- 
sary. Continue  treatment  for  two  weeks  or 
longer  since  an  adequate  response  may  not 
occur  sooner.  Adjust  subsequent  dosage  ac- 
cording to  response  of  patient. 

For  edemo,  ascites  or  effusions  in  adults  ini- 
tial daily  dosage  is  100  mg.  in  divided  doses. 
Continue  medication  for  at  least  five  days  to 
determine  diuretic  response;  add  a thiazide 
or  organic  mercurial  if  adequate  diuretic  re- 
sponse has  not  occurred.  Aldactone  dosage 
should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  consider- 
ably greater  than  75  mg.  may  be  given  if 
necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of 
prednisone  daily,  may  be  desirable  for  patients 
with  extremely  resistant  edema  which  does  not 
respond  adequately  to  Aldactone  and  a con- 
ventional diuretic.  Observe  the  usual  precau- 
tions applicable  to  glucocorticoid  theropy;  sup- 


plemental potassium  will  usually  be  necessary. 
Such  patients  frequently  have  an  associated 
hyponatremia— restriction  of  fluid  intake  to  1 
liter  per  day  or  administration  of  mannitol  or 
urea  may  be  necessary  (these  measures  are 
contraindicated  in  patients  with  uremia  or 
severely  impaired  renal  function).  Mannitol  is 
contraindicated  in  patients  with  congestive 
heart  failure,  and  urea  is  contraindicated  with 
a history  or  signs  of  hepatic  coma  unless  the 
patient  is  receiving  antibiotics  orally  to  “steri- 
lize" the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given 
first  to  patients  with  nephrosis  since  Aldactone, 
although  useful  for  diuresis,  will  not  directly 
affect  the  basic  pathologic  process. 

For  children  the  daily  dosage  should  provide 
1.5  mg.  of  Aldactone  per  pound  of  body  weight. 
References:  1.  Dali,  J.  L.  C.:  Amer.  Heart  J. 
70:572-574  (Oct.)  1965.  2.  Liddle,  G.  W.:  Ann. 
New  York  Acad.  Sci.  1 39:466-470  (Nov.)  1966. 
3.  Gantt,  C.  L.:  Diuretic  Therapy,  DM  (Disease- 
A-Month),  Chicago,  Year  Book  Medical  Pub- 
lishers, Inc.,  1967,  pp.  1-31.  4.  Alexander,  $.: 
Geriatrics  23:131-139  (Nov.)  1968.  5.  Stason, 
W.  B.,  and  others:  Circulation  34:910-920 
(Nov.)  1966.  6.  Lieberman,  F.  L,  and  Reyn- 
olds, T.  B.:  Gastroenterology  49:531-538  (Nov.) 
1965.  012 
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psychic  tension... 
and  irritable  colon 


Included  in  the  therapeutic  regimen, Valium  (diazepam) 
relieves  psychic  tension  and  helps  lessen  G.I.  complaints. 


The  pronounced  calming  action 
of  Valium  (diazepam)  is  generally 
evident  within  the  first  days  of 
therapy. . .proper  maintenance 
dosages  seldom  dull  the  senses  or 
interfere  with  functioning . . . the 
h.s.  dose,  added  to  the  t.i.d.  sched- 
ule, helps  relieve  insomnia  in- 
duced by  psychic  tension. 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pa- 
thology, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis,  stiff- 
man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under 


6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  have 
occurred  following  abrupt  discontinu- 
ance. Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  ten- 
dencies. Obsei've  usual  precautions  in 
impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 


amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Valium®(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche 

LABORATORIES 


Division  ol  Hoffmann-La  Roche  Inc. 
Nulley.  New  Jersey  07110 
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They  were  not  associated  with  subacute  bacterial 
endocarditis  but  were  diagnosed  correctly  at  a 
CPC.  See  the  report  from  the  University  of  Oregon 
Medical  School,  page  790. 
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thyroid  eiiiergeii 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  iow  binding  capacity.  The  bound 
levothyroxine  it  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  PBI  levels  of 
8-70  meg.  per  TOO  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  ievothyroxine) 
INJECTiON  is  specific  repiacement  therapy 
for  diminished  or  absent  thyroid  function 
resuiting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SYNTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  Ini^ 

myxedematous  stupor  or  como,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utiiizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
SOO  meg.  of  lyophilized  active  ingredient  and 
1 0 mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid‘ 

(sodium  levothyroxine,  FLINT) 

Iniection 

FLINT  LABORATORIES 

DIV1S70N  Of  TRAVENOL  LAaORATORlES.  INC. 

Morton  Grove,  Illinois  60053 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE.  DISPOSABLE.  ECONOMICAL  UNIT 


^ s 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


HYNSON, 

WESTCOTT  & 

DUNNING.  INC 

Baltimore,  Maryland  21201 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Important  Step  Forward 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

Just  a short  note  to  express  my  appreciation  for  the 
new  look  of  northwest  medicine  which  now  in- 
cludes The  Western  Journal  of  Medicine. 

I feel  that  this  is  an  important  step  forward  in  el- 
evating this  journal  from  a purely  regional  one,  to  one 
that  can  achieve  national  prominence.  I realize  that 
this  venture  is  probably  more  expensive,  but  I for  one 
would  be  willing  to  pay  an  additional  cost. 

Keep  up  the  good  work. 

Sincerely  yours, 

RAYMOND  MARTY,  M.D. 

Who  Offers  Euthanasia? 

Forest  Grove,  Oregon 

Editor,  NORTHWEST  medicine: 

I can  conceive  of  no  surer  way  to  diminish  the 
physician’s  value  to  society  and  his  own  sense  of 
worth  than  by  having  him  become  a purveyor  of  eu- 
thanasia. What  dire  distress,  and  what  depths  of  pain 
would  a man  endure  rather  than  present  himself  to 
that  person  he  knows  would  out-perform  God  in  his 
decision  making?  It  makes  no  difference  that  a phy- 
sician be  non-religious — he  is  practicing  within  the 
fabric  of  Judaeo-Christian  ethics  in  which  most  of  his 
patients  are  found. 

Religious,  ethical  and  traditional  considerations  a- 
side,  the  economic  consequences  would  be  enough  to 
prevent  many  gold  letter  sequences  like  the  fol- 
lowing: 

DR.  LUEIFER  F.  BLIMP 
X-ray-Euthanasia 

Competitive  capitalism  suggests  that  morticians 
could  more  aptly  display  signs: 

BBWL-Q-L0VE-D-RAMA  E+HAPEL 
Chimes-Euthanasia 

This  could  replace  the  lost  furniture  business. 

Sincerely  yours, 

ALBERT  M. LEWIS,  M.D. 


Dangerous  Approach  to 
Solution  of  National  Problems 

Seattle,  Washington 

Editor,  northwest  medicine: 

Robert  Williams  has  brought  up  several  fundamen- 
tal questions  concerning  human  society  and  the  values 
that  form  the  basis  for  laws  in  regulating  the  activ- 
ities of  men.  In  basic  fact  the  premise  that  Dr.  Will- 
iams has  advanced  is  that  it  is  not  only  permissible 
but  desirable  to  terminate  human  life  at  any  stage  of 
the  life  cycle  when  that  individual  has  lost  his  util- 
ity to  the  State.  Dr.  Williams  may  dispute  my  inter- 
pretation of  his  viewpoints,  but  I see  no  other  logical 
interpretation  of  what  he  is  suggesting.  He  has  sug- 
gested that  human  life  at  any  stage  may  be  terminat- 
ed for  no  crime  other  than  being,  if  that  human  life 
is  of  no  apparent  value  to  society  and  is  an  expense  or 
an  inconvenience. 

I believe  that  this  is  a dangerous  approach  to  fol- 
low in  attempting  to  solve  our  national  social  pro- 
blems. We  engaged  in  a World  War  with  Nazi  Ger- 
many and  militaristic  Japan,  presumably  based  upon 
idiologic  differences.  We  now  appear  ready,  at  least 
in  some  quarters,  to  espouse  those  aspects  of  soci- 
eities  that  have  been  proven  failures  even  in  recent 
times,  let  alone  the  lessons  that  history  has  taught. 

There  are  several  statements  in  Dr.  Williams’  art- 
icle that  I wish  to  question: 

One  relates  to  the  number  of  illegal  abortions  pre- 
formed annually  in  the  United  States.  He  states  that 
there  are  one  million  performed  per  year.  Is  this  mere- 
ly a guess?  I know  of  no  facts  to  back  up  this  figure. 
Dr.  Williams  suggests  that  we  have  a terrible  pop- 
ulation problem  in  this  country.  When  80  percent  of 
the  people  live  on  2 percent  of  the  land  in  our  coun- 
try, I wonder  about  the  reality  of  his  assessment. 
Furthermore,  I would  like  to  know  what  the  percent- 
age population  increase  at  the  present  time  actually 
is  in  this  country.  Probably  less  than  I percent  of  ob- 
stetrical services  across  the  country  are  coming  out 
even  near  to  making  expenses  because  of  the  marked 
reduction  in  births.  For  example,  in  the  City  of 
Seattle,  a few  years  ago  Providence  Hospital  had  ap- 
proximately 2,500  deliveries  per  year.  This  is  now 
down  to  approximately  700  deliveries  per  year.  There 
is  only  one  obstetrical  service  which,  to  my  knowl- 
edge, breaks  even  in  the  Greater  Seattle  area  and  that 
is  Northwest  Hospital  which  serves  the  entire  North 
End.  The  population  of  Seattle  itself  has  decreased 
over  12  percent  in  the  past  10  years.  Such  a large 
geographic  area  as  Wyoming  has  a decrease  in  its 
population  of  approximately  15  percent  in  the  past  10 
years.  I wonder  if  Dr.  Williams  has  ever  looked  out 

continued  on  page  755 
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Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /l-H'DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  l\ 

ning.SUPPLIED'.Bottlesof  100  and  500.  Richmond',"  va°'2322o 


Dimetapp 

Extentaos 

Dimetane^')  (brompheniramine  maleate),  12  mg  ; phenyl- 
ephrine HCI.  15  mg  ; phenylpropanolamine  HCI,  15  mg. 


Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 
acceptance  with  Saffola^ 
products. 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 


Correspondence  continued  from  page  752 

from  an  airplaine  traveling  at  night  from  New  York  to 
Seattle  and  noted  the  infrequency  of  lights  upon  the 
ground? 

I think  it  is  high  time  that  we  came  to  grips  as  to 
what  this  struggle  is  all  about.  It  is  basically  whether 
the  solution  of  socioeconomic  problems  is  sufficient 
justification  for  taking  of  human  life  at  any  stage  in 
the  life  cycle. 

The  term  “negative  euthanasia”  is  a misnomer. 
Common  sense  dictates  that  there  is  no  moral  obli- 
gation at  all  to  take  steps  to  prolong  human  life  where 
the  expected  result  will  not  be  commensurate  with 
the  effort  expended.  There  is  no  moral  necessity  to 
prolong  the  act  of  dying  by  medical  means  when  no 
useful  purpose  is  to  be  served  by  so  doing.  The  Cath- 
olic Church  has  held  this  position  for  centuries.  How- 
ever, to  take  the  positive  step  to  terminate  a life  is 
murder. 

As  final  point,  I would  like  to  dispute  the  state- 
ment that  the  predominate  opposition  to  the  taking  of 
human  life  for  the  solution  of  socioeconomic  problems 
is  fundamentally  a Catholic  position.  I believe  that 
this  is  an  insult  to  the  great  majority  of  our  society 
(non  Catholic)  who  view  human  life  as  sacred.  Re- 
garding Father  Drinden,  I am  sure  that  Dr.  Williams 
fully  recognizes  that  this  man  does  not  represent  re- 
sponsible Catholic  thought  on  this  subject.  To  quote 


such  an  individual  as  representing  Catholic  thought 
is  about  as  accurate  as  quoting  Senator  Goodell’s 
views  as  representing  those  of  the  Nixon  administra- 
tion. 

Dr.  Williams  presents  a viewpoint  that  “My  belief 
is  that  there  is  no  stage  (of  human  life)  in  which  it 
may  not  be  terminated  if  the  indications  are  suffi- 
ciently great.”  This  is  not  a new  viewpoint.  It  has 
been  espoused  by  totalitarian  regimes  over  the  ages. 
What  is  unique,  however,  is  for  this  viewpoint  to  be 
coming  to  the  fore  in  a nation  founded  upon  the  basic 
principles  of  life,  liberty  and  the  pursuit  of  happiness. 
It  was  no  accident  that  the  Founding  Fathers  gave 
first  place  to  “life.”  It  seems  further  unusual  in  this 
time  when  the  so-called  liberal  element  of  society  is 
advocationg  the  complete  abolition  of  capital  punish- 
ment for  even  the  most  hideous  of  crimes  that  there  is 
emerging  a philosophy  that  is  calling  for  the  destruc- 
tion of  not  only  the  unborn  but  the  bom  for  no  cause 
other  than  existing. 

We  are  being  asked  by  disciples  of  this  new  philos- 
ophy, that  calls  the  State  supreme  and  the  individual 
the  servant  of  the  State,  to  open  a door-to-what?  This 
country  has  prospered  on  the  basis  of  a strong  moral 
fabric.  What  we  are  witnessing  is  a rapid  degen- 
eration of  this  moral  base.  We  are  seeing  a deterio- 
ration of  the  most  sacred  relations  of  men  and  women. 

continued  on  page  763 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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Louie's  back  on 
the  track! 

After  an  arthritic  flare-up. 


They  laughed  about  Louie's"lumbago”. 

But  it  wasn't  lumbago. 

He  lost  weeks  with  an  attack  of  aspirin-stubborn 
rheumatoid  spondylitis. . .weeks  of  inflammatory  pain  and  stiffness. 

"The  early  symptoms  of  ankylosing  spondylitis 
are  frequently  mislabelled  as  muscular  rheumatism,  fibrositis, 
lumbago,  chronic  low  back  strain,  idiopathic  sciatica 
or  even  kidney  disease."* 

"In  a few  (patients),  disabling  attacks  often 
described  as  'lumbago'  occur. " * 

In  patients  with  clinically  confirmed 
aspirin-stubborn  spondylitis,  consider  Butazolidin  alka: 

Prompt  anti-inflammatory  action 

Short  trial  period 

Low  maintenance  dosage 

Butazoliclinr  alka 

100  mg,  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

Serious  side  effects  can  occur.  Select 
patients  carefully  (particularly  the 
elderly)  and  follow  them  closely  in  line 
with  the  drug's  precautions,  warnings 
and  contraindications.  Read  the  pre- 
scribing information.  It's  summarized 
below. 


If  it  doesn't  work  in  a week,  forget  it. 


* Boland,  Edward  W. : Ankylosing  Spon- 
dylitis, m ARTHRITIS,  ed.  7,  edited  by 
J.  L Hollander  (section  edited  by  C 
McEwen),  Philadelphia,  Lea  & Febiger. 
1966,  chap.  39.  p 639. 

Indications  Osteoarthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis,  psori- 
atic arthritis,  acute  gout,  painful  shoul- 
der (peritendinitis,  capsulitis,  bursitis 
and  acute  arthritis  of  that  )oint).  actjle 
superficial  thrombophlebitis 
Contraindications:  Edema,  danger  of 
cardiac  decompensation,  history  or 
symptoms  of  peptic  ulcer,  renal,  hepatic 
or  cardiac  damage:  history  of  drug 
allergy,  history  of  blood  dyscrasia.The 
drug  should  not  be  given  when  the  pa- 


tient IS  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large 
doses  of  the  alka  formulation  are 
contraindicated  in  glaucoma. 

Warning  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic 
ulcer,  perform  upper  gastrointestinal 
x-ray  diagnostic  tests  if  drug  is  con- 
tinued. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents 
and  insulin.  Carefully  observe  patients 
receiving  such  therapy  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy 


and  in  patients  with  thyroid  diseas- 
Precautions:  Before  prescribing 
carefully  select  patients,  avoiding  ' 
responsive  to  routine  measures  as 
as  contraindicated  patients.  Obtau 
detailed  history  and  a complete  ph 
and  laboratory  examination,  inclur 
a blood  count.  Patients  should  not 
ceed  recommended  dosage,  shoul 
closely  supervised  and  should  be 
warned  to  discontinue  the  drug  an 
report  immediately  if  fever,  soreth 
or  mouth  lesions  (symptoms  of  bio 
dyscrasia):  sudden  weight  gam  (w, 
retention);  skin  reactions,  black  or 
stools  or  other  evidence  of  intestin 
hemorrhage  occur.  Make  complete 
blood  counts  at  weekly  intervals  di 


osed  by  professional  model  at 
low  Stud  Farm,  Pine  Bush.  N.Y 
.e  in  the  picture  is  Romeo 
, a world  champion  pacer. " 


;rapy  and  at  2-week  intervals 
fler.  Discontinue  the  drug  imme- 
ita  nd  institute  countermeasures 
b iite  count  changes  significantly, 
•Icytes  decrease,  or  immature 
•iDpear.  Use  greater  care  in  the 
(Hind  in  hypertensives. 

A se  Reactions:  The  more  com- 
• ■ nausea  and  edema.  Swelling  of 
•!es  or  face  may  be  minimized  by 
i||(Jing  dietary  salt,  reduction  in 
III  or  use  of  diuretics.  In  elderly 
^ and  in  those  with  hypertension 
A j should  be  discontinued  with 
llearance  of  edema.  The  drug  has 
Bsociated  with  peptic  ulcer  and 
Ijictivate  a latent  peptic  ulcer. 
Blent  should  be  instructed  to 


take  doses  immediately  before  or  after 
meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs. 

If  It  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  or  a generalized  allergic 
reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  with- 
drawal of  medication.  Agranulocytosis 
can  occur  suddenly  in  spite  of  regular, 
repeated  normal  white  counts.  Stoma- 
titis and,  rarely,  salivary  gland  enlarge- 
ment may  require  cessation  of  treat- 
ment. Such  patients  should  not  receive 
subsequent  courses  of  the  drug.  Vomit- 
ing, vertigo  and  languor  may  occur. 


Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely 
attributable  to  the  drug,  a causal  rela- 
tionship cannot  be  excluded. Thrombo- 
cytopenic purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agita- 
tion, headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several  cases 
of  anuria,  glomerulonephritis  and 
hematuria.  With  long-term  use,  re- 
versible thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may 
occur. 

Dosage  in  Rheumatoid  Spondylitis: 


Initial ' 3 to  6 capsules  daily  in  3 or  4 
equal  doses. Trial  period:  1 week. 
Maintenance  dosage  should  not  exceed 
4 capsules  daily,  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in 
any  specific  case,  consideration  should 
be  given  to  the  patient's  weight,  gen- 
eral health,  age  and  any  other  factors 
influencing  drug  response.  (B)46-070-C 

For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporafion 

Ardsley,  New  York  10502 


NOTES 


Earl  Scarlett,  whose  monthly  page,  "The  Medical  Jack- 
daw" in  Group  Practice  reflects  an  astounding  breadth  of 
interest,  contributes,  in  the  July  issue  this  discovery  on 
the  title  page  of  a materia  medica  published  in  London  in 
1630:  "Eurnished  with  a varietie  and  choice  of:  Apophlegms , 
Balms,  Baths,  Caps,  Cataplasmes , Caustiks,  Cerots,  Clysters, 
Collyries,  Decoctions,  Diets,  and  Wound-Drinks,  Defensat- 
ues , Dentifrices,  Electuaries,  Embrocations,  Epithemes , 
Errhines , Foments,  Fumes,  Gargarismes , Injections,  Lini- 
ments, Lotions,  Oyles , Pessaries,  Pils , Playsters,  Potions, 
Powders,  Quilts,  Suppositories,  Synapsismes , Trochisces, 
Ungents , and  Waters . " 

Members  of  the  National  Federation  of  Independent 
Business  give  heavy  support  to  a bill  that  would  deny 
federal  highway  aid  to  any  state  not  using  all  of  its  own 
highway -use  revenue  on  highways  or  highway-related 
projects.  Percentage  vote  of  Northwest  business  men,  for, 
against,  and  undecided,  was:  67-26-7  in  Oregon;  70-25-5 
in  Washington;  and  66-31-3  ia  Idaho. 

Recent  extension  of  FDA  ban  on  cyclamates  was  based 
on  report  from  the  Medical  Advisory  Group  on  Cyclamates. 

They  found  it  necessary  to  reduce  recommended  allowance 
to  168  mg,  equivalent  to  5»i  S sucrose,  or  21  calories. 

Such  small  benefit  does  not  warrant  continued  approval  of 
the  sweetener.  This  report  is  credible  because  of  the  caliber 
of  those  in  the  advisory  group:  Mr.  Ivan  Frantz,  George 
C.  Griffith,  Harvey  Knowles,  Ian  A.  Mitchell,  Henry  Sebrell, 
Theodore  Van  Itallie,  and  the  Chairman,  Edward  Rosenow. 

I know  the  last  three  personally  and  can  vouch,  without 
reservation,  for  their  integrity. 

Establishment  of  Guy's  Hospital  in  London  was  the  re- 
sult of  several  interesting  events  but  it  was  finally 
possible  only  because  Thomas  Guy  was  too  smart  to  get 
caught  in  the  failure  of  the  South  Sea  Compciny.  He  had 
invested  £5A,000  in  the  company  but  sold  out  just  before 
the  bubble  broke  - for  £23A,000  cash.  That  was  in  1720 
when  there  was  no  income  or  capital  gain  tax.  Guy  planned 
the  hospital  and  supervised  much  of  the  construction  but 
died  in  1724,  a year  before  the  hospital  was  formally 
opened. 

Female  water  skiers  should  be  advised  to  wear  perineal 
protection.  Speed  and  position  can  produce  what  amounts  to 
a high  pressure  douche,  if  protective  garment  is  not  worn. 
Three  such  cases  were  reported  in  The  Medical  Journal  of 
Australia , June  20,  1970.  One  was  a vault  laceration,  one 
am  incomplete  abortion  and  the  third,  a girl  of  14,  was 
acute  salpingitis.  Rubber  wet-suit  offers  adequate  pro- 
tection but  a one-piece  swim-suit  does  not. 
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The  gut  reactor. 


BELAP 

is  for  him. 


He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 


He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 


Each  tablet  contains: 

No.O 

No.l 

No.  2 

Phenobarbital 

8 mg. 

15  mg. 

3p,mg. 

1 (Warning:  May  be  habit  forming) 

1 Belladonna  Extract 

8 mg. 

8 mg. 

^'g. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obetruction  as  in  proetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  habd  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warning  May  be  haOd  forming) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med‘  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  Ty-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


Olt7»  LCMMON  tV-M* 


Roche 

announces 


Efudex* 

(fluorouracil) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex® (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


1/22/68 — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


kWt 


idj— After  11  days  of  treatment, 
rtj-ma  is  seen  at  site  of  keratoses.  In 
jbn,  numerous  lesions  not  apparent 
bIo  therapy  have  become  manifest 
sirply  defined  reactions.  Intervening 
Jilso  treated,  shows  no  response  to 

|>y- 

|69— One  year  after  cessation  of 
Skin  appears  clear  with  no  evi- 
1 of  scarring.  Examination  reveals 
|f  recurrence  or  the  formation  of 
■ijesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 

7%  and  5%  Solutions,-  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

Sudex 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche  f 

introduces  ! 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (m.ethyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO-,  urea, 
a-fluoro-/3-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  “C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  COj. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy : Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


I 

t 

s 

reactions  were  pain,  pruritus,  hyperpigmentation  and  burning  at  ! 
the  site  of  application.  Other  local  reactions  included  dermatitis,  | 
scarring,  soreness  and  tenderness.  | 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaling,  I 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  daily 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  the  ' 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequence: 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration,  j 
necrosis  and  epithelization.  The  lower  frequency  and  intensity  of  1 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic  , 

property.  Medication  should  be  continued  until  the  inflammatory 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the  | 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  of  | 
Efudex  therapy.  ' 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— containing  I 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  where 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  more 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2% 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 


Roche 

laboratories 


Division  o(  HoHinann  La  Roche  Inc. 
Nulley.  New  Jersey  07110 


Correspondence  continued  from  page  755 

The  solutions  being  offered  to  the  problems  seem  un- 
likely to  bring  happiness  to  our  society. 

Perhaps  Dr.  Williams  has  done  a real  service  by 
making  it  unmistakenly  clear  that  there  is  a very  real 
association  between  Referendum  20  and  the  rest  of 
his  plan  for  a “better”  society.  It  would  be  well  if  the 
voters  of  this  state  would  read  his  article  carefully  be- 
fore November. 

Sincerely, 

LESTER  R.  SALVAGE,  M.D. 


Not  a Matter  of  Total  Population 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

I enjoyed  both  of  Bob  Williams  articles  and  your 
comments  in  the  last  issue  of  northwest  medicine. 
It  seems  to  me  that  the  more  facts  (evidence)  we 
have  about  a certain  subject,  the  less  of  a problem  ex- 
ists. Conversely,  the  more  a premise  is  based  upon  as- 
sumptions (guesses),  the  more  of  a problem  exists. 

Bob  assumes  that  the  population  expansion  is  caus- 
al to  the  introduction  of  ethical  abortion,  the  inter- 


ruption of  defective  pregnancies  and  euthanasia.  You 
assume  that,  “It  is  normal  to  fear  death.”  and  that 
“Most  people  wish  to  preserve  life  as  long  as  pos- 
sible.” 

My  personal  experience  is  a bit  the  antithesis  of 
these.  In  my  experience,  women  seek  abortion  be- 
cause they  are  not  able  to  anticipate  that  they  will  be 
able  to  protect,  nurture  and  supply  parental  love  to 
this  particular  being  if  it  is  bom.  Sociologists  and 
those  of  us  who  attend  the  behavioral  and  functional 
disorders  of  man  recognize  the  essential  need  of  a 
long  period  of  developmental  security  for  the  human 
being.  Few  women  wish  to  deliver  a defective  baby. 
It’s  not  a matter  of  total  population.  The  people  I talk 
with  do  not  fear  death  but  rather  hope  for  it  in  lieu  of 
the  living  disasters  of  prolonged  pain,  disability,  per- 
sonal failure,  personal  helplessness  and  abject  depen- 
dency or  financial  deprivation  for  those  they  love. 
Surgical  mutilation,  stroke  and  the  dread  endless  exis- 
tance  in  a nursing  home  are  the  fears  most  often  voic- 
ed. Relatives  often  express  fear  of  death  for  mom  or 
dad.  This  more  often  is  a manifestation  of  fear  of  neg- 
lect and  subsequent  guilt  than  it  is  an  act  of  kindness. 

In  this  land  of  freedom  of  religious  thought,  I hear 
few,  if  any,  pregnant  women  who  are  concerned  about 
the  presence  or  absence  of  a soul  or  the  hereafter  and 
other  theologic  assumptions. 

Sincerely, 

DANIEL  R.  KOHLi,  M.D 


a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— .Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  .ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  .Maleate  15  mg. 


Conlraindicalions:  Hypersensitivity  to  any 
comptonent. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  ptossible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow  ; treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
developm.ent  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastroi/ilesfi/ia/— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5k//i— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  dose-related  rise  in 

BUN.  Hy  persensitivily  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/oo</— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York  10965 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


Asodjuncrtve  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Irn»m  lOOOOON.F  Umts.ChrmiHiypsiii  8.000 N.F. Units: 
niunalsm  in  tryptic  acliyity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
J Speeds  recovery 


OrtG  fxak^Gt  q.  f.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventiorral  measures  of  treatment  ^ould  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  tt  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  iv>t  been  established. 

Adverso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  anin>ai-origin  surgical 
sutures.  There  have  been  isolated  reports  of  ar^aphylactic 
shock,  albuminuria  and  hematuria,  increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  ifKidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Doeage:  Or>e  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMMNV 

1 DIVISION  OF  RICHARDSON  MERRELL  INC. 

, PHILADELPHIA,  PEfMSVlVANiA  19VM 


Bitabs 


Trypsin;  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 
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Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  va 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications:  Known  sensitivity  to  sulfonomides. 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  af  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  ore 
reosons  to  discontinue  treatment. 

Dosage:  One  applicotorful  or  one  suppository  introvagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 


TRADEMARK:  AVC  AV.007A  7/70  7-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
PHILADELPHIA.  PENNSYLVANIA  19144 


The  caus^  of  vaginitis 
are  multiple 


AVC 

The  treatment  is  singular 


Don’t 

complete  another 

insurance 


claim 


If  you  are  not  presently  using  the  Synergy 
insurance  claim  processing  program, 
your  office  overhead  costs  and  accounts 
receivables  are  probably  twice  as  high 
as  they  need  to  be.  Because  our  spe- 
cialized service  can  do  in  minutes  the  de- 
tailed work  your  people  need  days  to 
complete. 

As  complicated  new  health  insurance 
legislation  is  written,  our  programs  auto- 
matically put  these  changes  into  effect. 

And  that's  just  the  beginning. 

As  part  of  our  service,  we’ll  . . . 

• Process  all  types  of  insurance  claims, 

• Send  you  an  advance  payment  on 
outstanding  insurance  claims, 

• Prepare  and  mail  your  patient  state- 
ments, 

• Provide  an  accounts  receivable 
report  which  gives  more  information 
at  a glance  than  the  ledger  card  you 
are  now  using, 

• Even  write  your  refund  checks  on 
overpaid  accounts,  and  more. 


form 


For  probably  less  than  it  is  presently  cost- 
ing you  to  manage  your  accounts  receiv- 
able. 

Synergy  offers  the  kind  of  program  which 
will  allowyou  and  your  medical  assistants 
to  devote  full  time  to  the  practice  of  med- 
icine. 

You  can  get  the  full  story  on  Synergy’s 
complete  accounts  receivable  manage- 
ment service  by  calling  MA  2-6944  in 
Seattle,  or  by  mailing  this  coupom. 


Synergy,  Inc. 

1411  4th  Avenue  Building 
Seattle,  Washington  98101 

I would  like  additional  information  on  the 
Synergy  accounts  receivable  manage- 
ment program. 

Name 

Address 

City/State 

Telephone 
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in  cairdiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescrrbing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4°o  of  patients  under  60  years,  in  12°o 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been,  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  too  capsules. 


Smith  Kline  & French  Laboratories 
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EDITORIAL 


The  Cancer  Called  Government 


A free  country?  Hardly.  The  body  of  freedom 
L dies,  little  by  little,  when  goyernment  in 
cancer-like  growth  destroys  the  tissue  of  initiatiye 
and  inyention.  This  is  exactly  what  is  happening 
as  goyernment  approaches,  eyer  more  closely,  to- 
tal control  of  the  economy  including  the  practice 
of  medicine.  The  malignant  character  of  this 
growth  is  illustrated  by  a proposal  from  Senator 
Bennet,  of  Utah,  to  establish  goyernment  as  the 
arbiter  of  the  way  medicine  is  practiced. 

It  is  all  yery  well  to  say  that  such  proposals  are 
for  the  good  of  the  people.  That  is  the  claim.  But 
it  is  yet  to  be  established  that  goyernmental  oper- 
ation of  anything  is  the  most  efficient  way  to  get 
things  done  or  that  progress  is  best  accomplished 
by  goyernment.  For  goyernment  is  authority 
and  authority  must  always  be  restrictiye.  And 
when  the  restrictiye  power  of  goyernment  as- 
sumes control  oyer  the  practice  of  medicine,  the 
people  will  lose  in  the  long  run,  no  matter  how 
many  dollars  goyernment  takes  from  some  cit- 
izens in  order  to  giye  to  others  less  able. 

Medicine  is  not  the  only  segment  of  society  to 
feel  the  stifling  reach  of  expanding  bureaucracy 
but  is  increasingly  the  yictim  of  schemes  that  al- 
ways cost  more  than  estimated  when  the  plans 
are  made,  that  seldom  bring  the  benefits  prom- 
ised, that  frequently  upset  the  normal  balance  of 
professional  interest,  and  that  frequently  inter- 
fere with  progress. 

The  Food  and  Drug  Administration,  in  its  pat- 
ernalistic program  to  protect  the  people  from 
harmful  or  useless  drugs,  has  prohibited  sale  of 
drugs  used  successfully  by  many  physicians  and 
has  preyented  introduction  of  others  of  great 
promise.  By  the  inyolyed  procedures  it  demands 
the  FDA  has  not  only  hampered  research  but  has 
increased  the  cost  of  manufacturing.  Instead  of 
bringing  benefits,  the  FDA  has  increased  the  cost 
of  research  and  deyelopment,  has  reduced  the 
flow  of  new  drugs  to  the  market  and  has  either  in- 
creased costs  of  drugs  to  patients  or  interfered 
with  industry’s  ability  to  lower  prices. 

More  significant,  because  of  its  portent,  has 


been  the  command  from  FDA  that  its  warning 
material  be  included  in  eyery  prescription  pack- 
age of  contraceptiye  pills.  Neither  the  physician 
nor  the  pharmacist  can  stop  this  maneuyer.  The 
result  of  this  action,  and  the  news  releases  that 
preceded  it,  has  been  to  frighten  thousands  of 
women  to  the  extent  that  they  haye  stopped  the 
pill  only  to  incur  greater  risk  of  normal  pregnancy. 

Much  worse,  howeyer,  is  the  fact  that  by  this 
action  the  FDA  establishes  itself  as  being  able  to 
oyerwrite  the  physician’s  direction  to  his  patient. 
If  it  can  be  done  with  contraceptiye  pills,  it  can 
be  done  with  any  prescription  drug.  This  is  a di- 
rect takeoyer  of  an  important  function  that  should 
be  performed  only  by  physicians.  This  is  flagrant 
interference  with  the  practice  of  medicine.  It  is 
difficult  to  understand  how  such  contempt  for 
physician  responsibilty,  and  how  such  important 
deyiation  from  established  principles  could  pos- 
sibly be  in  conformity  with  proyisions  of  the  Con- 
stitution. 

It  should  not  be  necessary  to  remind  anyone 
that  original  promoters  of  the  federal  income  tax 
said  that  by  no  stretch  of  the  imagination  would 
the  tax  eyer  go  beyond  ten  percent.  That  was  in 
1913.  And  Social  Security,  in  spite  of  many  ben- 
efits to  many  people  has  reduced  incentiye  to 
thrift  and  hampered  capital  accumulation  by  pro 
ductiye  indiyiduals.  Thus  goyernment,  establish- 
ing social  security  by  force,  is  doing  exactly  what 
de  Tocqueyille  said,  in  1835,  that  it  would  eyen- 
tually  do.  In  his  report,  “Democracy  in  America” 
he  said,  that  the  power  of  goyernment  “would 
be  like  the  authority  of  a parent,  if,  like  that  au- 
thority, its  object  was  to  prepare  men  for  man- 
hood; but  it  seeks,  in  the  contrary,  to  keep  them 
in  perpetual  childhood. . . For  their  happiness  such 
a goyernment  labors,  but  it  chooses  to  be  the  sole 
agent,  the  only  arbiter  of  that  happiness;  it  pro- 
yides  for  their  security,  foresees  and  supplies 
their  necessities,  facilitates  their  pleasures,  man- 
ages their  principle  concerns,  directs  their  indus- 
try, regulates  the  descent  of  property,  and  sub- 
diyides  their  inheritances;  what  remains,  but  to 
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spare  them  all  the  care  of  thinking  and  all  the 
trouble  of  living?”® 

The  Fabian  method  being  followed  has  gone  a 
long  way  toward  establishing  what  de  Tocque- 
ville  called  an  “immense  and  tutelarv'  power.”  All 
of  this  has  been  accepted  as  progress — and  the 
largess  of  government  has  been  mistakenly  look- 
ed upon  as  charity,  or  as  a right  to  gain  benefits 
without  effort.  But  what  is  immeasurablv  worse  is 
the  distortion  of  thought  that  somehow  converts 
tax  money,  taken  from  citizens  by  force,  into  “fed- 
eral monev”  something  requiring  no  effort  except 
an  outstretched  palm,  and  having  some  myster- 
ious origin  unrelated  to  the  normal  effort  that  pro- 
duces real  wealth. 

Most  distorted  thinking  of  all  is  that  producing 
schemes  to  put  government  in  complete  control 
of  activ  ities  government  can  never  be  competent 
to  conduct.  Any  countrv'  harboring  individuals 
capable  of  promulgating  legislation  such  as  out- 
lined in  the  report  below,  is  in  serious  danger. 
This  frightening  proposal  is  reported  in  a recent 
issue  of  Legislative  Roundup,  published  by  the 
American  Medical  Association: 

Sen.  Bennett  (R)  Utah  has  introduced  an  amend- 
ment to  H.  R.  17550,  the  Social  Security  Amendments 
of  1970,  which  calls  for  the  establishment  of  a program 
of  “professional  standards  review”  to  be  conducted 
through  a local  professional  standards  review  organ- 
ization. The  Bennett  amendment,  and  AMA’s  Peer 
Review  Organization  bill,  will  be  considered  by  the 
Senate  Finance  Committee  when  it  resumes  public 
hearings  on  the  House-passed  Social  Security  bill 

following  the  Labor  Day  recess The  amendment 

provides  that  review  organizations  would  be  estab- 
lished in  each  area  of  the  country  with  the  Secretary 
of  HEW  giving  priority  to  qualified  local  medical 
societies  as  review  organizations.  In  some  instances, 
it  might  involve  groupings  of  local  societies  or  multi- 


® An  aristocrat  by  birth  and  belief,  de  Tocqueville  did  not  be- 
lieve in  democracy.  Nevertheless,  he  was  impressed  by  the  e- 
normous  release  of  energy  and  productiveness  that  quickly 
followed  establishment  of  democracy.  Present  industrial  de- 
velopment in  Japan  is  repeating  what  occurred  in  America 
and  confirms  the  astuteness  of  his  observation. 


county  organizations  and  in  other  areas,  state  medical 
associations  could  be  designated. ...  If  no  suitable 
medical  society  can  be  found  or  none  is  willing  to 
undertake  this  activity,  the  Secretary  could  arrange 
for  the  designation  of  another  private  or  public  or- 
ganization which  has  the  professional  competence 
to  undertake  the  necessary  functions. 

The  professional  standards  review  organization 
would  be  responsible  for  approval  in  advance  of  all 
elective  admissions  to  hospitals  and  nursing  homes 
and  an  after-the-fact  review  of  emergency  admissions. 
The  review  organization  would  also  apply  profession- 
ally developed  regional  norms  of  care  and  treatment 
in  their  review  process,  based  upon  available  data 
on  length  of  hospital  stay  by  age  and  diagnosis  and 
areas  of  the  country.  Sen.  Bennett  said  that  these 
standards  are  intended  to  be  review  checkpoints 
and  not  barriers  to  any  additional  care  that  may  be 
needed  beyond  the  predetermined  checkpoint. 

Penalties  could  be  levied  against  a provider  of  care 
if:  He  has  failed  in  a substantial  number  of  cases  to 
substantially  comply  with  his  obligations  to  assure 
that  services  provided  by  him  were  provided  only 
when  and  to  the  extent  that  they  were  medically 
necessary;  that  they  were  of  a quality  w'hich  meets 
professional  recognized  standards  of  health  care;  and 
that  he  used  the  least  costly  care  facility  that  pro- 
vided adequate  care  ....  The  Bennett  amendment 
states  that  he  would  be  subject  to  penalty  for  “grossly 
and  flagrantly  violating  any  of  these  obligations  in 
one  or  more  instances  and  showing  an  unwillingness 
to  comply. . . .The  penalty:  As  a condition  to  his  con- 
tinued eligibility,  the  provider  would  pay  the  U.S. 
an  amount,  not  in  excess  of  S5,000,  determined  by  the 
Secretary  to  be  reasonably  related  to  the  significance 
of  the  acts  of  conduct  involved.  In  the  case  of  medically 
improper  and  unnecessary  services The  Secre- 

tary could  also  exclude  the  provider,  either  permanent- 
ly or  for  a set  period  of  time,  from  eligibility  from 
reimbursement  from  the  federal  programs. 

The  implications  of  Mr.  Rennet’s  bill  are  those 
of  the  Canon  of  Avicenna,  a powerful  influence 
on  maintenance  of  the  intellectual  stagnation 
that  prevailed  for  a thousand  years.  It  is  a return 
to  the  thinking  that  ushered  in  the  Dark  Ages. 

A free  country?  How  can  it  be  if  those  who  live 
in  it  are  willing  to  endorse  schemes  such  as  that? 
Or  worse,  if  some  are  able  to  see  the  danger  but 
do  nothing? 

H.  L.  H. 
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Fetal  Distress 


Call  me  when  she  is  ready.”  This  is  tragic  ad- 
mission that  the  doctor  cannot  be  where  he 
is  most  needed— with  the  patient  in  labor. 

The  remedies?  Obviously,  more  physicians. 
Next  is  the  need  for  better  and  more  efficient 
ways  of  delivering  services.  Solo  obstetrical  prac- 
tice is  regarded  as  inefficient  by  some.  Other  re- 
medies, more  controversial  than  structured  or  in- 
formal group  practice,  are  the  efficient  use  of  an- 
cillary personnel  (such  as  obstetrical  associates) 
and  technology. 

The  challenge  of  the  70’s  is  unmistakably 
clear— to  deliver  good  medical  care  of  high  qual- 
ity. With  medicine  growing  infinitely  more  tech- 
nical, the  clinician  faces  an  overwhelming  task  if 
he  is  to  take  advantage  of  the  increased  know- 
ledge of  the  60’s.  Presently,  there  is  growing  in- 
terest in  measures  to  improve  and  develop  tech- 
niques of  monitoring  the  fetus.  In  the  future, 
routine  clinical  application  of  these  techniques 
may  become  necessary  to  meet  the  standard  of 
care. 

Fetal  acidosis  reflects  hypoxia.  It  correlates 
with  the  condition  of  the  newborn  and  with  pH 
of  blood  from  umbilical  venous  and  arterial 
blood  obtained  from  the  cord  vessels  at  delivery. 
Fetal  capillary  blood  pH  has  been  demonstrated 
as  a reliable  biochemical  index  of  fetal  distress.  In- 
troduced in  the  early  1960’s,  the  technique  has 
steadily  gained  acceptance.  A sample  of  fetal  cap- 
illary blood  (0.1  cc.)  is  obtained  by  puncturing 
the  skin  of  the  presenting  part  after  the  onset  of 
labor  and  rupture  of  membranes.  If  repeated  sam- 
ples show  pH  values  under  7.20,  delivery  by  the 
most  expeditious  route  is  performed.  Like  all  bio- 
chemical measurements,  there  are  intrinsic  errors 
in  technique.  Misleading  results  can  occur  when 
maternal  metabolic  acidosis  develops  during 
hours  of  starvation  and  active  labor. 

E.  B.  Hon  and  associates  have  demonstrated 
correlation  between  fetal  metabolic  acidosis  and 
the  appearance  of  abnormal  heart  rate  patterns 
as  recorded  by  electronic  monitoring. 

The  traditional  obstetric  concepts  of  assessing 
labor  by  the  amount  of  work  expended,  the  result- 
ant degree  of  cervical  dilatation  and  fetal  descent 
ignore  the  fetal  effects  of  repetitive  uterine  con- 
tractions and  stresses.  Mechanical  effects  of  uter- 
ine contractions  are  profound  and  potentially  det- 


rimental. With  continuous  monitoring  of  fetal 
EGG  (by  scalp  electrode)  and  uterine  contrac- 
tions (by  intra-uterine  catheter)  fetal  stresses  are 
detectable  quantitatively  and  qualitatively.  Hon’s 
experience  indicates  that  uterine  contractions 
can  cause  fetal  distress  by  3 specific  mechanisms: 
1.  Direct  cranial  pressure.  2.  Occlusion  of  the 
unbilical  cord.  3.  Interference  with  venous  out- 
flow and  arterial  inflow  to  the  placental  inter- 
villous space. 

Distress  is  recognizable  from  warning  signals 
and  omninous  signs  in  a recordable  pattern. 

This  is  significant  to  any  obstetrician  concern- 
ed with  preventing  the  statistical  30  mental  retard- 
ates per  1,000  live  births. 

Maternal  hypotension  from  position,  or  from 
caudal  or  epidural  anesthesia  is  reflected  in  the 
fetal  heart  rate  pattern  to  a surprising  degree. 
These  findings  will  suggest  re-evaluation  of  many 
current  obstetrical  practices.  In  Hon’s  experience, 
fewer  cesarean  sections  are  being  done  for  fetal 
distress  as  defined  by  current  concepts.  With 
monitoring,  more  are  performed  for  situations 
of  types  in  which  fetal  distress  was  formerly  un- 
suspected. 

Residents  and  interns  of  a large  obstetrical  ser- 
vice at  USG  medical  center  are  enthusiastic  a- 
bout  the  reliabilitv'  and  usefulness  of  the  tech- 
nique. Such  acceptability  should  be  paralled  by 
community  institutions  and  physicians  in  a 
search  of  more  reliable  criteria  for  fetal  distress. 

Despite  limitations  and  imperfections  of  fetal 
blood  sampling  and  continuous  electronic  mon- 
itoring, each  represents  a new,  bolder,  clinical  ap- 
proach to  the  diagnosis  and  treatment  of  intra- 
uterine and  neonatal  disorders. 

Gertainly  the  identification  of  patients  who 
will  benefit  will  require  extensive  retrospective 
analysis.  Potential  evaluators  are  not  likely  to  a- 
gree  on  the  criteria,  or  on  the  outcomes  in  terms 
of  measurable  fetal  influences. 

Application  of  these  findings  to  minimize  pre- 
viously undetected  harmful  influences  on  the  ne- 
onate is  a positive  approach  to  the  reduction  of 
perinatal  mortality  and  morbidity.  Hon’s  contri- 
butions create  a new  ball  game  by  changing  the 
perceptions  of  the  “catcher”  and  helping  to  in- 
sure the  “right”  of  the  fetus  to  be  well  born. 

C.  D.  Muller,  M.  D. 
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Primary  Hyperparathyroidism 

Current  Problems  in  Surgical  Treatment 


MEREDITH  P.  SMITH,  M.  D.,  Seattle,  Washington 


Cases  of  primary  hyperpara- 
thyroidism are  being  dis- 
covered with  increasing  frequen- 
cy by  the  widespread  use  of 
blood  chemistry  screening  tests 
in  asymptomatic  patients.  Con- 
tinuing experience  with  this  ill- 
ness raises  a number  of  questions 
about  its  best  surgical  treatment. 
Recurrent  hypercalcemia  in  pa- 
tients thought  to  be  cured  bv 
excision  of  an  adenoma  has 
shown  that  the  pathologist  can- 
not distinguish  a parathyroid 
adenoma  from  chief  cell  hyper- 
plasia, unless  a second  parathy- 
roid gland  is  examined  histo- 
logically and  found  to  be  free 
from  hyperplasia.  This  is  because 
the  diagnostic  criterion  of  a 
parathyroid  adenoma,  a rim  of 
compressed  normal  tissue  ly- 
ing next  to  a nodule,  may  also 
occur  in  chief  cell  hyperplasia, 
and  hyperplasia  may  exist  in  a 
normal  sized  gland. 

When  hyperparathyroism 
was  first  reported  in  1926, a 
single  adenoma  was  considered 
the  only  pathologic  change  asso- 
ciated with  the  disease.  It  was 
not  until  1934  that  the  still  rare, 
primary,  water-clear-cell  hyper- 
plasia involving  all  four  para- 
thyroid glands  was  described.  A 
full  description  of  primary  chief 
cell  hyperplasia  was  delayed 


until  1958,  when  Cope  et  al  re- 
corded their  experience  with  ten 
patients. 3 Today  the  suggested 
treatment  for  hyperparathyroid- 
ism due  to  chief  cell  hyperplasia, 
now  being  recognized  with  in- 
creasing frequency  as  a cause  of 
this  disease,  is  removal  of  at  least 
three  parathyroid  glands. ^ Be- 
cause of  the  problems  in  diagno- 
sis, Paloyan  recommends  three 
and  one  half  glands  be  removed 
in  all  cases  of  hyperparathyroid- 
ism, not  just  those  with  hyper- 
plasia.^ But  if  the  remaining 
gland  is  not  enlarged,  biopsy 
will  increase  the  chance  of  de- 
veloping hypoparathyroidism, 
because  of  possible  injury  to  its 
blood  vessels  with  resulting  in- 
farction of  the  gland.  When  iden- 
tification is  just  visual,  all  four 
parathyroid  glands  are  not  al- 
ways exposed.  However,  the 
disease  may  not  be  cured  if  one 
gland  is  left  in  place. 

Is  it  reasonable  to  chance  per- 
manent hypoparathyroidism  in 
an  asymptomatic  patient? 

Case  Reports 

Case  1.  A 53  year  old  diabetic, 
white  female  with  Zollinger  Ellison 
syndrome  was  proved  to  have 
hyperparathyroidism  by  repeated 
elevations  in  her  serum  calcium. 
A parathyroid  adenoma  was  ex- 


cised and  her  follow-up  serum  cal- 
cium studies  gave  normal  results 
for  three  years.  Then  the  serum  cal- 
cium level  was  elevated  once  and 
subsequent  determinations  have 
shown  normal  levels.  She  had  some 
gastrointestinal  symptoms  that  were 
attributable  to  her  hypercalcemia 
and  were  relieved  by  removal  of 
the  parathyroid  adenoma.®  Her 
atypical  ulcer  symptoms  had  been 
relieved  by  subtotal  gastric  resec- 
tion and  removal  of  a nodule  of 
malignant  pancreatic  tissue  but 
other  gastrointestinal  symptoms 
had  remained. 

Case  2.  The  54  year  old  sister  of 
case  1 had  a serum  calcium  deter- 
mination, because  of  the  liklihood 
that  her  sister  had  familial  multiple 
endocrine  adenopathy.  She  had 
no  complaints.  Hypercalcemia  was 
found  on  numerous  occasions  and 
a neck  exploration  revealed  chief 
cell  hyperplasia  of  the  parathyroid 
glands.  Three  and  one-half  glands 
were  removed.  Comparison  of  the 
histological  sections  of  the  hyper- 
plastic parathyroid  glands  with  the 
slides  of  the  “adenoma”  removed 
from  her  sister,  proved  them  to  be 
identical.  Her  serum  calcium  re- 
turned to  normal. 

Cases  3-7.  Excision  of  adeno- 
mata relieved  symptomatic  hyper- 
parathyroidism in  five  cases.  In 

“Over  the  years,  evidence  has  been  sub- 
mitted in  effort  to  show  that  peptic  ulcer  can 
be  associated  with,  and  probably  caused  by. 
elevated  serum  calcium.  Regardless  of  the 
validity  of  this  hypothesis,  hypercalcemia 
apparently  can  cause  hypotonia  of  smooth 
muscle  in  the  gastrointestinal  tract,  leading 
to  a peculiar  group  of  symptoms  such  as 
nausea,  foul  eructations,  and  vague  discom- 
fort. 
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each  case  a normal  gland  was  also 
removed  to  corroborate  the  diagno- 
sis. Serum  calcium  levels  of  all 
cases  returned  to  normal. 

Case  8.  A 67  year  old  female 
was  found  bv  chance  to  have  ap- 
parently asvmptomatic  h\"perpara- 
thvroidism.  As  a child  she  had  had 
scrofula.  The  intrathyroid  adenoma, 
which  was  removed,  was  coded 
by  the  pathologist  as  both  a para- 
thyroid adenoma  and  a fetal  ade- 
noma of  the  thyroid.  A second  gland 
was  not  removed.  Her  serum  cal- 
cium has  remained  normal  for  tsvo 
years. 

discussion 

Even  at  this  late  date  the  ade- 
noma of  the  first  patient  may 
eventually  prove  to  be  chief  cell 
hyperplasia.  A brother  operated 
elsewhere  also  had  hyperpara- 
thyroidism due  to  chief  cell 
h\'perplasia.  Howexer,  both 
chief  cell  hyperplasia  and  ade- 
noma haye  been  described  path- 
ologically in  patients  with  famil- 
ial multiple  endocrine  adeno- 
pathy. 

The  problem  encountered 
during  surgery^  on  Case  2 was 
how  much  parathyroid  tissue 
to  remoye  in  this  asymptomatic, 
.54  year  old  woman.  The  four 
glands  were  yariably  enlarged. 
It  came  down  to  two  choices.  Re- 
move the  three  largest  glands 
and  leave  the  smallest  gland 
unmolested,  or  remove  three 
glands  and  half  of  a larger  gland. 
It  would  have  been  difficult  to 
remove  one  half  of  the  smallest 
gland.  Either  method  could 
fail  to  cure  the  disease.  Leaving 
one  gland  undisturbed  ordinar- 
ily would  seem  to  be  the  safest 
course,  but  after  a prolonged  ex- 
ploration, tying  all  four  thyroid 
arteries  and  numerous  veins 
and  removing  three  glands,  the 
remaining  gland  will  not  always 
be  viable.  The  left  inferior  gland 
was  anterior  and  easily  accessible 
in  case  a second  operation  was 
necessaiy-  and  the  gland  was 


shaped  in  such  way  that  a por- 
tion of  it  was  dependent  and 
could  apparently  be  tied  off 
without  injuring  the  remainder. 
The  largest  gland  weighed  1.5 
g.  and  the  smallest,  0.25  g.  Per- 
haps, as  in  hyperthyroidism,  the 
amount  of  gland  remaining  may 
not  be  the  only  deciding  factor 
in  recurrent  disease.  But  if  too 
much  gland  is  removed  in 
hyperthyroidism,  the  result  is 
not  so  grim. 

complications 

Permanent  hypoparathyroid- 
ism has  received  scant  attention 
in  the  surgical  literature.®  It 
is  discussed  chiefly  as  a compli- 
cation of  thyroid  surgerv  .^-®  Total 
parathyroidectomy  may  be  the 
best  and  only  treatment  for  some 
patients  with  chief  cell  hyper- 
plasia who  have  kidney  or  bone 
disease.  But  in  the  asymptomatic 
patient,  creating  need  for  life- 
long therapy  with  calciferol  and 
calcium  supplements,  with  the 
attendant  requirement  of  fre- 
quent estimations  of  serum  cal- 
cium, would  hardly  cause  a feel- 
ing of  gratitude.  The  narrow 
range  in  the  dosage  of  vitamin  D 
that  separates  tetany  from  the 
symptoms  of  hypercalcemia  is  a 
constant  threat  to  an  often  de- 
pressed and  complaining  patient. 
In  fact,  Ireland  concluded  his 
article  on  the  calciferol  require- 
ments of  hypoparathyroid  pa- 
tients bv  saving,  “Future  workers 
intending  to  study  these  prob- 
lems should  bear  in  mind  the 
relatively  poor  therapeutic  re- 
sults of  this  surv'ey  as  well  as  the 
fallacies  inherent  in  an  investiga- 
tion that  assumes  that  middle 
aged,  depressive,  and  hypochon- 
driacal patients  take  what  is  pre- 
scribed for  them.”® 

Another  problem  to  be  con- 
sidered is  latent  parathyroid 
insufficiency.®  This  complication 
hasn’t  been  stressed,  ev’en  in  pa- 


tients with  inadvertant  total 
parathyroidectomy  during  radi- 
cal removal  of  thyroid  cancer. 
Although  the  symptoms  of 
hypocalcemia  are  commonest 
during  the  first  post-operative 
week,  they  may  be  delayed  for 
2 to  3 weeks,  or  precipitated 
much  later  by  physical  exertion, 
infection,  or  even  pregnancy. 
Not  uncommonly,  patients  have 
developed  bilateral  cataracts 
and  had  no  other  clinical  signs 
of  hypoparathyroidism,  even 
though  the  serum  calcium  con- 
centration was  only  5.3  mg.  per 
100  ml.^  Cases  have  been  de- 
scribed in  which  the  presenting 
sign  was  epileptiform  convulsion 
occurring  up  to  33  years  after 
thyroidectomy. 

Because  of  the  risk  of  cataracts 
and  late  fits  in  an  otherwise 
symptom-free  patient,  objective 
evidence  for  hvpoparathvroidism 
should  be  sought  in  all  patients 
treated  by  multiple  parathyroid 
gland  removal. 

Calcium  deprivation  tests 
show  most  patients  who  had 
transient  signs  of  hypocalcemia 
post-operatively  have  reduced 
parathyroid  reserve.  Significance 
of  this,  however,  is  not  known. 

radioimmunoassay 

When  radioimmunoassay  of 
parathyroid  hormone  reaches 
the  stage  of  applicabilitx'  to 
clinical  medicine,  parathyroid 
surgery  will  be  helped  immeas- 
urably. Currently,  as  an  investi- 
gative tool,  it  can  diagnose 
hv'perparathyroidism  and  accu- 
rately differentiate  between  an 
adenoma  and  hyperplasia.  The 
adenoma  can  be  localized  to  one 
side  of  the  neck  or  the  mediasti- 
num. Also  this  would  be  of  great 
help  in  finding  residual  parathy- 
roid glands  in  recurrent  disease. 

conclusions 

Accurate  diagnosis  of  hyper- 
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parathyroidism  due  to  an  ade 
noma  depends  on  finding  an  ade- 
noma and  one  normal  gland. 
Chief  cell  hyperplasia  as  a cause 
of  primary  hyperparathyroidism 
will  probably  be  encountered 
more  frequently  in  the  future. 


A careful  follow-up  of  cases 
operated  in  the  past  is  impor- 
tant to  be  sure  the  patient  doesn’t 
develop  recurrent  disease  or 
hypoparathyroidism,  if  multiple 
glands  were  removed. 

In  the  asymptomatic  patient 


whose  disease  is  due  to  chief  cell 
hyperplasia,  it  seems  wisest  to 
err  on  the  side  of  leaving  too 
much  tissue  thus  reducing  the 
risk  of  hypoparathyroidism. 

1001  Broadway  (98122) 
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Psychiatric  Contribution  to  a 
Regional  Medical  Program 


HERMAN  A.  D I C K E L,  M.  D.  / D E L B E R T M.  K O L E,  M.  D. 
Portland,  Oregon 


In  the  medical  world,  Oregon 
might  be  spelled  o-r-i-g-i-n, 
for  Oregon  has  been  the  origin  of 
many  new  ideas  and  new  ways 
of  doing  things.  Psychiatry  in 
Oregon  is  no  exception.  Most 
recent  example  of  Oregon  in- 
novation has  been  the  influence 
of  psychiatry  on  the  Oregon  Re- 
gional Medical  Program.  And 
the  origin  of  this  influence  was 
in  events  that  took  place  before 
enactment  of  Public  Law  89-239 
establishing  the  RMP. 

A full  vear  before  the  idea  of 
regional  programs  took  shape, 
Oregon  physicians  were  deeply 
involved  in  efforts  to  improve 
continuing  medical  education. 
Psychiatry  had  a prominent  place 
in  the  creation  and  early  activity 
of  the  Council  on  Medical  Edu- 
cation, established  by  Oregon 


Medical  Association  in  1964, 
and  there  has  been  continuous 
input  from  psvchiatrv  ever  since. 
Public  Law  89-239  was  enacted 
October,  1965.  It  created  region- 
al medical  programs,  having  for 
their  most  important  function 
the  continuing  education  of  phv- 
sicians.  As  far  as  we  are  aware, 
Oregon  is  the  only  state  in  which 
psychiatrists  have  been  directly 
involved  in  the  early  pioneering, 
the  significant  ongoing  devel- 
opment of  continuing  medical 
education,  and  in  operation  of 
the  Regional  Medical  Program 
as  it  groped  its  way  to  effective- 
ness. 

patient  care  first 

Activities  of  the  Council  on 
Medical  Education  and  the 
Oregon  Regional  Medical 


Program  have  been  oriented  to- 
ward patient  care  from  the  first, 
and  part  of  this  orientation  has 
been  the  result  of  our  attempt 
to  enlighten  others  on  the  im- 
portance of  considering  the  pa- 
tient as  a whole.  We  had  no  de- 
sire to  dominate  these  programs 
but  have  volunteered  sugges- 
tions when  we  thought  they 
were  needed  and  we  have  re- 
sponded to  all  requests  for  in- 
formation. Relationships  have 
been  excellent. 

Need  for  psychiatrists  to  be- 
come active  in  the  regional 
medical  programs  was  recog- 
nized also  by  Mr.  Gail  P.  Dearing, 
Managing  Editor  of  Psychiatric 
News.  In  an  editorial,  March, 
1968,  he  said,  “It  is  a mark  of 
the  times  that  psychiatrists  are 
increasingly  asked  to  contribute 
expertise  to  programs  that  at 
first  glance,  even  to  them,  seem 
marginal  to  their  central  mission. 
But  it  is  difficult  to  see  how  any- 
one can  view  as  marginal  the 
essentialitv  of  psychiatric  in- 
volvement in  the  planning  of 
regional  medical  programs  for 


Prepared  from  an  address  delivered  to  the  Western  Divisional  Meeting  of  the  American 
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the  major  killing  diseases,  heart 
disease,  cancer,  and  stroke.”* 

He  also  noted  in  the  editorial 
that,  two  years  previously, 
Ewald  Busse,  of  Duke  Univer- 
sity, had  urged  psychiatrists  to 
help  other  specialists  in  planning 
regional  medical  programs.  Dr. 
Busse  suggested  that  psychia- 
trists would  probably  learn  as 
well  as  teach,  if  they  became  in- 
volved. And  the  Council  of  the 
American  Psychiatric  Associa- 
tion, in  the  fall  of  1967,  issued  a 
recommendation  that  APA  dis- 
trict branches,  chairmen  of  de- 
partments of  psychiatry,  and  all 
mental  health  organizations  take 
the  initiative  of  insisting  on  psy- 
chiatric contributions  to  regional 
activities. 

concern  over  quality 

Oregon  Medical  Association’s 
Council  on  Medical  Education, 
although  brought  into  being  in 
1964,  was  not  by  any  means  the 
result  of  sudden  inspiration.  Con- 
cern over  quality  of  medical  care 
has  been  an  important  influence 
back  of  many  actions  bearing 
other  labels.  But  for  at  least  ten 
years  before  the  Commission 
was  established  the  word  quality 
was  growing  in  importance.  It 
was  undoubtedly  this  con- 
cern over  quality  that  led  the 
Association  to  insist  that  a psy- 
chiatrist be  included  in  the  make- 
up of  the  Council  on  Medical 
Education.  It  was  the  good  for- 
tune of  one  of  us  (H.A.D.)  to  be 
appointed  at  the  very  beginning. 
Later,  another  physician,  also 
in  practice  and  enthusiastically 
working  for  more  use  of  psychia- 
try in  general  practice,  was  ap- 
pointed. 

Similar  recognition  of  the 
need  for  holohedral  approach  in 
medicine  led  to  appointment  on 
the  committee  formed  to  guide 
development  of  the  Oregon  Re- 
gional Medical  Program  and 


selection,  in  1966,  as  Chairman 
of  the  Advisory  Committee.  The 
senior  author  of  this  paper  has 
served  continuously  in  that  capa- 
city and,  in  representing  Oregon 
Medical  Association,  has  been 
able  to  provide  the  liaison  be- 
tween the  Council  on  Medical 
Education  and  the  RMP. 

staff  support 

Since  1968,  one  of  us  (D.M.K.) 
has  been  a full-time  member  of 
the  staff  of  ORMP,  thus  bringing 
further  influence  of  psychiatry 
into  development  of  the  various 
programs  now  under  way.  He 
has  been  active  in  stimulating 
community  health  interests,  in 
coordinating  community  health 
efforts,  in  assisting  group  activi- 
ties, and  in  assisting  staff,  board 
members,  and  project  applicants 
to  recognize  psychological  and 
social  components  in  compre- 
hensive medicine. 

He  has  participated  in  evalu- 
ation of  all  projects  where  his 
advice  has  been  invaluable,  par- 
ticularly in  analysis  of  impact 
on  the  quality  of  living  for  pa- 
tients, and  recognition  of  the 
social  context  of  project  activi- 
ties. Psychiatry  thus  has  had 
much  to  say  about  orientation  of 
all  activities  of  the  program  to- 
ward the  whole  patient  concept 
— the  holohedral  approach.  This 
approach,  having  all  the  facets 
required  by  complete  symmetry, 
is,  or  should  be,  basic  in  all  fields 
of  medicine  but  is  particularly 
well  developed  in  psychiatry.lt 
is  the  approach  we  have  helped 
establish  in  Oregon. 

bringing  technology  to  the  patient 

Public  Law  89-239  differs  con- 
siderably from  recommendations 
of  the  commission  report  giving 
rise  to  the  legislative  consider- 
ation of  the  problems  of  heart 
disease,  cancer  and  stroke.  The 
direction  of  its  force  is  centrifu- 


gal, not  centripetal.  Rather  than 
calling  for  central  facilities,  as 
first  suggested,  its  thrust  is  to- 
ward improvement  of  medical 
care  by  bringing  advances  in 
medical  technology  from  great 
medical  centers  to  the  patient’s 
bedside,  wherever  the  bed  may 
be.  It  encourages  improved 
methods  for  exchanging  informa- 
tion between  medical  schools, 
community  hospitals,  practicing 
physicians,  and  various  health 
institutions,  organizations,  and 
personnel.  It  contemplates  no 
change  in  financing  of  medical 
care  or  in  systems  of  practice.  It 
is  intended  to  improve  patient 
care  through  research,  continu- 
ing medical  education,  training, 
and  demonstration  projects.  Pri- 
mary responsibility  for  selection 
of  projects  and  decision  making 
rests  with  local  or  regional  ad- 
visory boards.  Central  to  the 
mechanism  of  regional  medical 
programs  is  the  concept  of  vol- 
untary, regional,  cooperative 
arrangements.  This  implies  in- 
volvement, commitment,  and  co- 
ordination of  the  activities  of 
individuals  from  a great  variety 
of  backgrounds  and  affiliations. 

In  the  early  stages  of  develop- 
ment, the  regional  medical  pro- 
grams were  seen  primarily  as 
advanced  mechanisms  for  pro- 
viding continuing  medical  edu- 
cation to  those  engaged  in  pro- 
viding medical  care  and  health 
services.  As  such,  they  were 
heartily  supported,  encouraged, 
and  related  to,  in  most  areas,  by 
most  of  those  who  knew  about 
them  .2 

moderation 

In  Oregon  we  have  participa- 
ted actively,  from  the  beginning, 
but  have  followed  the  Shangri-La 
principle  of  moderation  in  all 
things.  We  have  not  tried  to  con- 
vert all  programs  to  psychiatric 
programs,  and  we  have  not  in- 
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sisted  that  we  were  the  onlv  ones 
who  knew  how  things  should  be 
done.  And  we  have  carefully 
avoided  pushing  in  where  our 
presence  would  be  misinterpret- 
ed. 

As  psychiatrists,  we  have  re- 
lied on  wholesome  suggestions 
here  and  there,  and  gentle  remin- 
ders to  staff,  consultants,  board 
members,  and  all  other  partici- 
pants, that  there  is  value  in 
understanding  the  patient  as  a 
whole.  Our  most  consistent  effort 
has  been  directed  toward  the 
concept  that  the  real  success  of 
ORMP  must  be  gauged  on  the 
basis  of  benefit  to  the  patient. 
We  have  sought  to  convey  the 
idea  expressed  in  the  Dearing 
editorial,  that  in  the  field  of 
heart  disease,  cancer,  stroke,  and 
their  related  diseases,  nothing  is 
more  important  than  understand- 
ing the  emotional  and  social 
factors  influencing  the  manifes- 
tation of  disease,  whether  pro- 
jects are  oriented  toward  pre- 
vention, detection,  management 
either  acute  or  chronic,  or  re- 
habilitation. We  have  been  re- 
ceived warmly.  Our  contribu- 
tions have  been  asked  for  repeat- 
edly. We  believe  they  have 
played  a role  in  producing  a 
generally  smooth  running  pro- 
gram. 

In  this  communication  we 
have  emphasized  our  contribu- 
tions because  we  believe  that 
psychiatrists  should  participate 
in  some  such  manner  and  be- 
cause we  believe  psychiatry  has 
much  to  offer.  Undoubtedly,  our 
opportunity  was  greater  than  it 
otherwise  might  have  been  be- 
cause of  previous  concern  about 
quality  of  medical  care.  We  be- 
lieve we  have  responded  in  a 
manner  consistent  with  the 
direction  being  taken  by  Oregon 
Medical  Association.  But,  as  the 
Dearing  editorial  suggested,  the 
value  we  may  have  given 


others  has  been  far  outweighed 
by  the  value  we  have  received 
for  our  participation.  We  have 
learned  much. 

observations 

As  we  review  our  experiences 
during  the  past  five  years,  we 
realize  that  we  can  offer  certain 
conclusions  about  the  position  of 
psychiatry  in  a regional  effort 
such  as  that  we  have  been  en- 
gaged in.  We  should  like  to 
make  the  following  observations: 

A.  Unless  psychiatric  contri- 
butions are  made  with  diplomacy, 
tact,  and  persistence  they  will 
frequently  be  ignored. 

B.  Even  though  psychiatry 
is  a recognized  medical  specialty, 
psychiatric  concepts  and 
methods  (and  psychiatrists)  have 
not  been  fully  accepted  into  part- 
nership by  many  practitioners 
of  other  branches  of  medicine, 
nor,  in  many  instances,  have  hos- 
pital administrators,  lay  health 
organization  officials,  and  lay 
participants  been  sold  on  the 
role  of  psychiatrists  in  Regional 
Medical  Programs. 

C.  The  concept  of  treating 
the  patient  as  a whole  has  not 
been  incorporated  in  any  con- 
sistent manner  in  the  thinking 
or  practices  of  many  providers 
of  health  services.  It  is  a con- 
cept frequently  voiced  but  only 
infrequentlv'  approached  in 
practice. 

D.  The  rawest  recruit  from 
the  public  asked  to  work  on 
advisor)'  boards  related  to  the 
broad  health  field  is  frequently 
more  willing  to  accept  new  ideas 
related  to  patient  care  and  is 
more  likelv  to  request  contribu- 
tions from  the  field  of  psychiatry 
than  are  members  of  the  medical 
profession,  or  personnel  from 
general  hospitals. 

E.  In  some  ways  psychiatry 
is  not  viewed  as  a full  member  of 
the  team  of  medical  specialties. 


as  a branch  of  psychology,  or 
even  as  a social  science.  Many 
people  truly  do  not  know  how 
to  accept  it  regardless  of  how 
much  information  on  medicine 
and  psychiatry  may  have  been 
disseminated  to  the  public.  We 
have  been  mildly  surprised  bv 
the  number  of  those  who  do  not 
have  a clear  picture  of  the  con- 
cepts, functions,  or  practices  of 
psychiatry. 

F.  Finally,  we  are  convinced 
that  psychiatrists  have  a signifi- 
cant contribution  to  make  in 
formulation  of  comprehensive 
medical  programs,  whether  at 
administrative  level,  planning 
level,  or  project  level.  We  be- 
lieve, with  others,  that  the  con- 
tribution can  increase  the  total 
benefit  of  program  activities  to 
the  patient  and  to  the  groups  or 
social  systems  in  which  he,  and 
we,  must  function. 3 

thought  for  expert 

As  our  experiences  grew,  so 
did  our  conviction  that  the  prin- 
cipals developed  in  Oregon 
should  not  be  incarcerated  there. 
They  should  be  a vital  part  of 
ever)'  regional  medical  program 
in  the  country,  now  numbering 
55  and  covering  all  states.  We 
heartily  second  Mr.  Dearing’s 
plea  that  psychiatrists  in  ever)' 
region  study  their  regional  medi- 
cal programs,  determine  what 
their  contributions  might  be  and 
insist  that  psychiatrists  be  inclu- 
ded in  development  and  most 
of  the  activities.  There  should 
be  a place  for  psychiatrists  in 
planning,  coordination,  project 
development  and  operation, 
either  on  a consulting  basis  or  as 
members  of  advisor)'  boards. 

Real  intent  of  the  programs 
is  improvement  of  medical  care. 
Maximum  improvement  can  oc- 
cur only  if  the  special  knowledge 
and  understanding  of  psychia- 
trists can  be  blended  with  the 
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contributions  of  others  having 
special  qualifications. 

We  feel  that  it  is  the  duty  of 
every  psychiatrist,  in  private 
practice  or  working  in  an  institu- 
tion, and  of  all  psychiatric 
groups  to  make  this  a special 
project.  The  responsibility  is 
ours,  the  needs  are  great  — and 
the  rewards  are  gratifying. 

conclusion 

Two  of  us,  one  acting  in  ad- 
visorv  capacity,  and  one  as  a 


staff  member,  have  contributed 
to  the  formation  and  operation 
of  the  Oregon  Regional  Medical 
Program.  In  the  process,  we  have 
learned  much  about  the  accept- 
ance of  psychiatrists  and  willing- 
ness to  use  psychiatric  advice.  By 
not  forcing  issues,  we  have  gain- 
ed most  of  our  objectives.  We 
urge  psychiatrists  in  other  regions 
to  become  involved  in  some 
phase  of  regional  medical  pro- 
gram activity  and  we  believe  psy- 
chiatric organizations  should 


adopt  such  activity  as  organiza- 
tion policy. 

511  S.W.  Tenth  Ave. 

(97205) 
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Drugs  in  The  Management  of  Depression 

MERLIN  H.  JOHNSON,  M.  D.  Seattle,  Washington 


The  physician  who  wishes  to 
treat  his  depressed  patient 
with  drugs  soon  discovers  how 
difficult  it  is  to  decide  which 
medication  he  should  use.  The 
professional  literature  contains 
abundant  reports  of  the  effective 
use  of  all  available  antidepres- 
sant compounds  and  advertising 
touting  the  superiority  of  each 
one,  only  adds  to  the  difficulty 
in  making  a choice. 

A major  part  of  the  problem  is 
related  to  the  difficulty  in  estab- 
lishing clearly  comparable  diag- 
nostic classifications.  Unfortu- 
nately, depression  is  a term  that 
may  be  applied  to  a disease  en- 
tity, to  a mood  alteration  or  to 
a symptom  or  a syndrome. i In 
addition,  depressions  tend  to  be 
self  limiting  and  some  of  the 
problems  of  drug  evaluation  in 
this  field  relate  to  the  difficulty 
of  establishing  whether  the  ill- 
ness was  progressing  or  begin- 
ning to  remit  when  treatment 
was  begun. 

This  paper  will  be  a summary 
of  some  of  the  information  about 
anti-depressants  and  their  clini- 
cal use.  It  will  not  be  directed 
toward  the  use  of  drugs  in  situa- 
tional depressions,  because  they 
are  remarkably  ineffective  for 

Dr.  Johnson  is  Chief  of  Psychiatry  and 
Neurology  Service,  Veterans  Administration 
Hospital,  and  Associate  Professor  of  Psychia- 
try at  University  of  Washington  School  of 
Medicine. 


that  kind  of  depression.  Pharma- 
cotherapy is  proposed  for  that 
group  of  patients  generally  con- 
sidered to  have  depressive  ill- 
nesses. That  is,  relatively  long 
lasting  illrfesses  marked  by 
changes  in  mood,  somatization, 
vegetative  disturbances  and  de- 
creased ability  to  function  be- 
cause of  ambivalence,  low  ener- 
gy level,  loss  of  interest,  etc.  It 
is  important  to  remember  that 
the  severity  of  a depression  ean- 
not  necessarily  be  gauged  by  the 
presence  or  absence  of  florid 
symptoms  alone.  The  evaluation 
of  severity  is  a matter  which 
must  take  into  account  a quali- 
tative state  as  well. 


When  speaking  of  depressed 
patients,  this  paper  will  use  the 
model  referred  to  previously*, 
which  divides  patients  into 

a.  Anxious  depressions;  marked 
by  somatic  concern,  guilt, 
anxiety,  tension,  with  de- 
pressed mood,  some  retar- 
dation in  movement,  and  in 
severe  instances  hallucina- 
tions. (Contains  many  in- 
volutional and  agitated  de- 
pressed patients.) 

b.  Hostile  depressions:  marked 
by  somatic  concern  anxiety, 
tension,  withdrawal,  de- 
pressed mood,  hostility  and 
suspicion. 

c.  Retarded  depressions:  usu- 


TABLE  1 
Stimulants 


Amphetamines 


Amphetamine  Sulfate  (Benzedrine) 
Dextroamphetamine  (Dexedrine) 
Methamphetamine  (Desoxyn)  (Methedrine) 


Common  daily 
dose  in  mg 

Not  common 
15-30 
2.5-15 


Methylphenidate  (Ritalin) 


10-30 
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TABLE  2 


Sedatives  and  Anti-Anxiety  Compounds 


1.  Barbiturates 
Secobarbital 
Pentobarbital 
Phenobarbital 


(Seconal) 

(Nembutal) 

(Luminal) 


Common 

Sedative  dose  in  mg 

100 

100 

60 


Common 

2.  Combination  daily  dose  in  mg 

Dextroamphetamine  & ammobarbital  5 + 32  to  15  + 96 
(Dexamyl) 


3.  Newer  Anti-Anxiety  Drugs 

a.  Glycerol  derivatives 
Meprobamate  (Equanil,  Miltown) 
Phenaglycodol  (Ultran) 

Tybamate  (Solacen,  Tybatran) 

b.  Diphenylmethane  Derivatives 
Hydroxyzine  (Atarax,  Vistaril) 

c.  Benzodiazepine  derivatives 

Chloridiazepoxide(Librium) 
Diazepam  (Valium) 

Oxazepam  (Serax) 


Common  total 
daily  dose  in  mg 

800-3200 

600-1200 

750-3000 

75-300 

15-3000 

5-600 

30-120 


ally  with  fewer  somatic  com- 
plaints and  anxiety,  more 
withdrawn  and  conceptually 
disorganized,  guilty  and 
tense.  Mood  depression  is 
usual  and  motor  retardation 
may  be  severe. 

The  drugs  will  be  considered 
under  the  headings  of  1.  stimu- 
lants 2.  sedatives  and  anti-anxiety 
compounds  3.  antidepressants 
and  4.  anti-psychotic  com- 
pounds, Table  1,  2,  3. 

stimulants 

These  drugs,  commonly  used 
as  appetite  suppressants,  be- 
cause of  their  tendency  to  de- 
crease appetite  when  taken  in 
small  doses,  are  also  often  pre- 
scribed for  depressed  patients. 
The  reason  for  this  is  not  entirely 
clear,  but  presumably  stems  from 
the  notion  that  the  proper  reme- 
dy for  depression  is  stimulation. 


Unfortunately,  this  is  an  over- 
simplification and  the  results  do 
not  support  their  use  in  this  way. 
They  may,  for  a short  time,  in- 
crease the  activity  level  of  the 
depressed  patient,  but  they  do 
not  usually  improve  the  patient’s 
mood.  When  they  wear  off,  an 
increase  in  fatigue  and  lethargy 
nearly  always  occurs.  They  may, 
if  given  in  sufficient  quantity, 
bring  on  increased  agitation  and 
discomfort,  increased  insomnia 
and  enough  mobility  to  increase 
the  danger  of  suicide  attempts. 
There  is,  in  short,  no  good  evi- 
dence of  their  general  usefulness 
as  antidepressants.  They  can  pro- 
duce habituation  or  at  least  tol- 
erance and  continued  use  usually 
results  in  steadily  increasing 
daily  doses. 

sedatives  and  anti-anxiety 
compounds 

These  drugs  are,  of  course, 
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most  commonly  used  for  treat- 
ment of  insomnia  and  anxiety  or 
tension.  Occasionally,  they  may 
be  used  for  the  management  of 
agitation.  The  patients’  mood  is 
usually  not  improved.  Sedatives 
may  reduce  the  agitation  or  ten- 
sion in  some  depressed  patients 
but  they  are  not  very  successful 
in  the  management  of  the  insom- 
nia of  severe  depressions.  Be- 
cause of  the  tendeney  of  patients 
to  develop  drug  tolerance  and 
dependence,  they  are  not  satis- 
factory for  use  except  on  a short 
term  basis.  Table  2. 

These  drugs  can  of  course  pro- 
duce ataxia  and  impairment  of 
judgment.  Because  most  of  them 
are  capable  of  producing  respi- 
ratory depression,  if  taken  in 
sufficient  quantity,  they  can  be 
used  to  commit  suicide.  They 
must  be  used  cautiously  in  com- 
bination with  other  drugs  be- 
cause such  drugs  as  the  tricyclic 


TABLE  3 


Antidepressants  and  Antipsychotic  Agents 


Drugs 

Imipramine 

(Tofranil) 

Most  useful  in 
Retarded  depression 

Comment 
The  original 
tricyclic 

Common  Daily 
Dose  range  in  mg 
(divided  in  2-4  doses) 

50-150 

Amitriptyline 

(Elavil) 

Retarded  depression 

Sedating  at 
first 

50-150 

Desipramine 

(Norpramine 

(Pertofrane) 

Retarded  depression 

) 

Obligatory  metabolite 
of  impramine 

75-150 

Nortriptyline 
( Aventyl ) 

Retarded  depression 

Obligatory 
metabolite  of 
amitriptyline 

20-100 

Protriptyline 

(Vivactyl) 

Retarded  depression 

Some  stimulation 
at  first 

10-40 

Doxepin 

(Sinequan) 

Anxiety  or 
depression  (re- 
ported) 

New  on  market 
Comparison  with 
others  incomplet( 

15-150 

Perphenazine- 

(Etrafon) 

(Triavil) 

amitriptyline  Anxious  or 
agitated  and 
retarded  depression 
some  hostile 

Similar 
side  effects 

2P,10  A 
24P,150  A 

Thioridazine 

(Mellaril) 

Agitated  depression 
Hostile  depression 

Antipsychotic 

50-800 

Perphenazine 

(Trilafon) 

Agitated  depression 
Hostile  depression 

Antipsychotic 

12-36 

antidepressants  potentiate  their 
effectiveness. 

Patients  must  be  cautioned 
about  the  danger  of  working  a- 
round  machinery  or  driving 
automobiles  when  taking  these 
drugs. 

Fortunately,  serious  side  ef- 
fects are  uncommon.  Habituation 
is  a hazard,  especially  with  those 
that  tend  to  produce  euphoria. 
Withdrawal  syndromes  are  often 
seen  after  prolonged  or  relatively 
heavy  use,  especially  of  mepro- 
bamate, diazepam,  or  chlordiaze- 
poxide.  Meprobamate  has  been 


considered  responsible  for  al- 
lergic or  toxic  reactions.  All  of 
these  drugs  should  be  used  with 
caution. 

antidepressants 

There  are  two  groups  of  drugs 
commonly  called  antidepres- 
sants. The  first,  a group  of  mono- 
amine oxidase  (MAO)  inhibitors 
such  as  isocarboxazid  (Marplan) 
and  tranylcypromine  (Parnate) 
have  not  proven  especially  ef- 
fective and  they  do  have  a po- 
tential for  serious  side  effects.2/3 
They  cannot  be  recommended 
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for  general  use  and  will  be  omit- 
ted from  this  discussion. 

The  second  group  of  antide- 
pressants are  commonly  referred 
to  as  the  tricyclics.  These  are 
at  least  as  effective  as  the  MAOI 
and  are  relatively  free  of  serious 
side  effects.2/8»9Their  basic  char- 
acteristics are  outlined  in  Table 
3M 

common  side  effects 

The  common  side  effects  that 
accompany  the  use  of  the  tricy- 
clic antidepressants  are  predom- 
inantly anticholinergic  in  char- 


acter  and  fortunately  are  seldom 
severe.  Patients  often  feel  drowsy 
when  first  placed  on  the  drugs. 
Dizziness,  dry  mouth,  tachycar- 
dia, nasal  stuffiness,  blurred  vis- 
ion, constipation,  urinary  reten- 
tion (in  older  men)  and  extra- 
pyramidal  symptoms  are  the 
most  common  and  are  to  be 
found  with  any  of  these  drugs. 
Some  degree  of  orthostatic  hypo- 
tension is  common.  Cholestatic 
jaundice  may  be  seen  in  rare  in- 
stances, and  more  rarely  toxic 
psychosis  or  an  activation  of 
other  psychotic  symptoms  will 
occur.  These  drugs  all  potentiate 
other  drugs  such  as  sedatives, 
narcotics,  or  alcohol. 

precautions 

Patients  who  are  begun  on  any 
of  the  antidepressants  should  if 
possible  have  their  blood  count, 
urinalysis,  liver  function  and 
electrocardiograms  checked  and 
they  should  have  close  clinical 
monitoring  with  repeated  checks 
for  the  first  few  weeks.  However, 
the  incidence  of  problems  is 
low  and  treatment  probably 
should  not  be  withheld  for  labor- 
atory work.  Good  clinical  obser- 
vation is  more  important. 

discussion 

The  general  efficacy  of  the 
drugs  available  for  treating  de- 
pression is  lower  than  we  might 
wish.  Nonetheless,  they  have 
been  shown  to  be  effective  for 
many  patients.  Perhaps  one  of 
the  most  unfortunate  limitations 
is  the  slowness  of  their  therapeu- 
tic action.  Generally,  a period 
of  3 to  7 days  will  pass  before 
any  effect,  other  than  sedation 
or  in  the  case  of  protriptyline, 
mild  stimulation,  can  be  seen. 
As  a rule,  the  medication  should 
be  continued  for  3 weeks  before 
concluding  that  it  is  not  effective. 
This,  of  course  means  that  suici- 


dal patients  must  be  watched 
closely,  preferrably  in  a hospital. 

The  antipsychotic  drugs  have 
proven  quite  effective  in  manag- 
ing the  symptoms  of  patients 
who  are  agitated  or  anxious.^ 
The  two  most  commonly  used 
have  been  thioridazine  and  per- 
phenazine and  many  clinicians 
have  used  chlorpromazine  with 
good  results.  They  may  control 
only  the  agitation  and  thus,  by 
not  improving  the  depressed 
mood,  appear  to  increase  the 
depression’s  severity.  This  has 
led  to  the  use  of  combinations, 
which  will  be  discussed  shortly. 
The  use  of  phenothiazine  com- 
pounds carries  the  same  risks  as 
when  they  are  used  for  patients 
with  schizophrenic  illnesses.  The 
physician  should  be  especially 
careful  to  watch  for  bowel  and 
bladder  inertia  in  older  patients. 

The  combinations  of  pheno- 
thiazine antipsychotics  and  tri- 
cyclic antidepressants  are  actual- 
ly combinations  of  perphenazine 
and  amitriptyline.^'®  These  may 
be  especially  useful  for  agitated, 
anxious  or  delusional  depressed 
patients.  The  side  effects  and 
complications  are  essentially  the 
same  as  those  discussed  previous- 
ly- 

Doxepin  is  new  on  the  market 
and  is  reported  to  be  useful  as 
an  antianxiety  and  an  antidepres- 
sant drug.  It  has  not  had  suffi- 
ciently wide  use  thus  far  to  be 
certain  about  its  efficacy.  It 
deserves  careful  evaluation. 

Another  drug,  lithium  carbon- 
ate, is  now  available  on  the 
market  for  use  in  treating  manic 
depressive  illnesses.  Although 
there  is  good  evidence  of  it’s  use- 
fulness for  many  manic  patients^® 
and  some  speculative  comments 
about  its  use  in  preventing  de- 
pression, there  is  no  good  evi- 
dence of  its  efficacy  in  depression 
and  it  should  not  be  used  for  de- 
pressed patients. 


dose  schedules  and  precautions 

The  dosage  limits  in  the  table 
are  those  commonly  used  for 
office  practice.  Hospitalized  pa- 
tients under  observation  may 
have  the  upper  limits  increased 
somewhat. 

In  general,  it  is  advisable  to 
begin  slowly,  thus  allowing  pa- 
tients to  adapt  to  the  side  effects 
of  the  drug.  This  is  especially 
true  with  the  hypotensive  effects. 
Patients  who  are  middle  aged 
frequently  notice  a troublesome 
amount  of  postural  hypotension 
and  may  require  a slow  increase 
in  dose  to  allow  for  vascular 
adaptation. 

As  an  example,  a useful  sched- 
ule is  to  begin  with  imipramine 
or  amitriptyline  at  25  mg  twice 
a day  and  then  add  25  mg  per 
day  or  every  second  day  up  to 
125  or  150  mg  daily  or  until  hypo- 
tension occurs.  If  hypotension 
occurs  dosage  can  then  be  in- 
creased after  whatever  time  is 
re-quired  for  this  to  diminish. 

The  physician  should  keep  in 
mind  that  women  may  be  con- 
siderably more  susceptable  than 
men  to  hypotensive  effects  and 
to  the  symptom  complex  usually 
labeled  pseudoparkinsonism. 
The  latter  may  require  the  use 
of  antiparkinson  drugs.  In  that 
case,  it  is  well  to  remember  that 
these  drugs  are  also  anticholin- 
ergic and  the  patient  may  find 
the  combined  effects  on  his  vi- 
sion (blurring),  gastrointestinal 
tract  (increased  constipation) 
and  urinary  tract  (retention) 
more  than  he  will  tolerate.  The 
best  course  then,  is  to  reduce  the 
dose  and  allow  time  for  accom- 
modation to  the  side  effects. 
(Which  usually  does  occur  grad- 
ually.) Most  patients  will  need  a 
stool  softener  and  may  need  a 
laxative. 

Some  patients,  with  particular- 
ly severe  insomnia  may  need 
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bedtime  sedation  even  with  a 
tricyclic  antidepressant.  In  this 
case,  secobarbital  or  pentobar- 
bital 100  mg  or  chloral  hydrate 
0.5  to  1.0  g may  be  used.  Ordin- 
arily, this  will  not  be  necessary 
and  should  be  avoided  if  at  all 
possible. 

Patients  with  such  severe  in- 
somnia should  probably  be  treat- 
ed on  a psychiatric  inpatient  unit, 
where  they  can  usually  be  man- 
aged without  sedation  or  where, 
if  it  is  necessaiy,  their  status  can 
be  more  carefully  monitored. 
summary 

The  drug  management  of 


depression  is  a somewhat  uncer- 
tain process.  Depressions  have  a 
highly  variable  duration  and 
tbe  medications  available  tend 
to  be  slow  in  action  with  many 
anticholinergic  side  effects 
which  increase  the  somatic 
symptoms  often  seen  with  de- 
pression. 

The  tricyclic  antidepres- 
sants are  effective  tools  to  use  in 
the  management  of  many  de- 
pressions. Unfortunately  they 
are  the  most  effective  against  re- 
tarded depressions,  of  the  type 
commonly  seen  in  manic  depres- 
sive illnesses.  They  may,  how- 


ever, work  effectively,  for  other 
depressive  syndromes  and  should 
be  tried.  It  is  important  to  use  an 
adequate  dose  and  to  allow  three 
to  four  weeks  of  treatment.  For 
patients  who  show  agitation,  anx- 
iety or  delusion  formation  the 
use  of  a phenothiazine  anti- 
psychotic alone  or  in  one  of  the 
combinations  may  be  more  ef- 
fective. 


4435  Beacon  Ave.  So. 

(9810S) 
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Drug  Therapy 

VII  Avoiding  Digitalis  Toxicity 
In  Older  Patients 


GEORGE  N.  AAGAARD,  M.D.  Seattle,  Washington 


Digitalis  toxicity  is  an  important  problem  in  the  elderly.  Softer 
found  that  the  average  age  of  all  patients  hospitalized  for  digi- 
talis excess  in  a 12-month  period  was  69.7  years. * This  might  mean 
simply  that  most  patients  receiving  digitalis  in  that  population 
were  in  the  older  age  groups.  On  the  other  hand,  it  might  suggest 
that  elderly  patients  are  more  susceptible  to  digitalis  toxicity. 

Bender  has  emphasized  that  changes  associated  with  aging  may 
influence  response  to  drugs  in  several  ways.^  These  include  changes 
in:  1.  absorption,  2.  distribution,  3.  metabolism  (deactivation), 

4.  renal  and  biliarv  secretion,  5.  alterations  in  tissue  sensitivity 
due  to  a decrease  in  the  number  of  active  cells,  pathologic  lesions 
and  loss  of  enzyme  substrates  or  endogenous  mediators,  and  6.  loss 
of  homeo.static  mechanisms  resulting  in  decreased  adaptabilitv  to 
drug-induced  changes. 

Friend  has  emphasized  that  digitalis  toxicitv  may  be  difficult  to 
diagnose  in  older  patients.^  Instead  of  nausea  and  vomiting,  older 
patients  may  simply  note  decreased  appetite.  Visual  disturbances 
may  be  ill-defined  and  may  be  ascribed  to  need  for  new  glasses. 
Arrhythmias  may  be  the  first  sign  of  digitalis  excess.  Ventricular  pre- 
mature beats,  AV  dissociation  and  nodal  or  atrial  tachycardia  were 
the  most  common  arrhythmias  seen  by  Soffer. 


What  can  be  done  to  avoid 
digitalis  toxicity? 

1.  Give  digitalis  only  when 
clearly  indicated,  as  in  conges- 
tive heart  failure  or  certain  car- 
diac arrhythmias. 


Dr.  Aagaard  is  Professor  of  Medicine, 
Division  of  Clinical  Pharmacology,  Uni- 
versity of  Washington  School  of  Med- 
icine. 


a.  The  chief  indication  for 
digitalis  is  congestive  heart  fail- 
ure. Be  certain  of  vour  diagnosis. 
Dvspnea  may  be  due  to  pulmon- 
arv  disease  or  anemia.  Edema 
may  be  due  to  kidney  disease 
or  hypoproteinemia.  Don’t  give 
digitalis  for  congestive  heart 
failure  unless  vou  have  convinc- 
ing evidence,  such  as  cardiac  en- 
largement, increased  venous  pres- 


sure, or  prolonged  circulation 
time,  in  addition  to  the  findings 
in  the  history  and  physical  exam- 
ination. 

b.  Digitalis  may  be  the  drug 
of  choice  in  certain  patients  with 
auricular  fibrillation  or  auricular 
flutter  where  it  is  necessary  to 
control  a rapid  ventricular  rate. 
It  may  be  useful  in  atrial  or  no- 
dal tachycardia  if  one  can  be 


785 

Northwest  Medicine,  October,  1970 


' TABLE  I 

Proper  daily  maintenance  dose  of  digoxin,  after  Jelliffe.^ 


Blood 

Digoxin 

Urea 

Daily  Maintenance  Dose  in 

Nitrogen 

Percent  of  Loading  Dose 

mg/100  ml 

% 

20 

40.2 

30 

33.7 

40 

29.0 

50 

25.5 

60 

22.6 

70 

20.1 

80 

18.] 

90 

16.2 

100 

14.4 

certain  that  digitalis  excess  is 
not  already  present. 

2.  Use  a quickly  absorbed, 
short-lived  digitalis  preparation. 
Digoxin  is  a good  choice  since 
it  has  a half-time  of  approximate- 
ly 1.6  days  in  normal  humans.  If 
toxicity  occurs  it  will  clear  more 
quickly  than  it  would  if  a longer 
acting  preparation  were  used. 

3.  Use  digitalis  cautiously  in 
older  patients. 

a.  Estimate  the  loading  or  dig- 
talizing  dose  conservatively,  con- 
sidering the  body  weight  of  your 
patient  and  the  cardiac  rhythm. 
A wiry,  96-pound  lady  will  need 
less  digitalis  than  a 210-pound, 
obese  man.  A patient  who  is  fi- 
brillating  may  require  more  digi- 
talis than  a patient  with  normal 
sinus  rhythm. 

b.  Give  the  estimated  loading 
dose  in  divided  doses.  Give  one- 
half  of  the  estimated  loading  dose 
initially.  Give  the  rest  of  the  est- 
imated loading  dose,  or  an  ad- 
justed amount,  in  two  more  doses 


at  intervals  of  six  to  eight  hours. 
You  can  thereby  avoid  toxicitv 
if  your  estimated  dose  was  too 
large. 

c.  Be  guided  in  determining 
the  total  loading  dose  by  the  re- 
sponse to  the  first  half  of  the  esti- 
mated loading  dose.  In  auricular 
fibrillation,  Raisbeck  has  sug- 
gested that  if  the  apical  rate  is 
slowed  bv  40-.50  percent  of  the 
initial  rate  bv  the  first  dose,  it 
is  likelv  that  the  patient  will  need 
less  than  the  full  estimated  load- 
ing dose  of  digitalis.-*  If  the  de- 
crease after  6-8  hours  is  less  than 
10  percent  of  the  initial  apical 
rate,  the  full  loading  dose  will 
probably  be  required.  Recheck 
the  patient  again  6-8  hours  after 
the  second  dose  before  deciding 
on  the  third  and  final  part  of  the 
loading  dose. 

d.  Be  guided  in  determining 
your  maintenance  dose  by  the 
amount  required  for  the  loading 
dose.  A patient  who  requires  a 
small  loading  dose  is  likely  to  re- 


(^Liire  a relatively  small  mainten- 
ance dose.  There  are  exceptions 
to  this  as  noted  below. 

e.  Use  renal  function  as  a guide 
in  estimating  the  maintenance 
dose.  Jelliffe  has  pointed  out  that 
the  loading  dose  of  digoxin  for 
patients  with  congestive  heart 
failure  in  normal  sinus  rhythm 
ranged  from  .71  to  1.42  mg.^  In 
patients  with  normal  renal  func- 
tion approximately  one-third  is 
lost  each  day  through  metabolism 
and  excretion.  One  third  of  the 
loading  dose  is  therefore  the  ap- 
proximate maintenance  dose  for 
patients  with  normal  renal  func- 
tion. Patients  with  reduced  renal 
function  will  excrete  a lesser  a- 
mount  of  digitalis.  Hence  they 
must  be  given  a smaller  main- 
tenance dose  or  they  will  become 
toxic.  The  creatinine  clearance 
or  the  blood  urea  nitrogen  (BUN) 
if  it  is  stable  may  be  used  as  a 
guide.  The  maintenance  dose 
expressed  as  percent  of  the  re- 
quired loading  dose  is  noted  in 
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Table  1 as  modified  from  Jelliffe’s 
article.  With  a BUN  of  90  mg  per 
100  ml,  the  maintenance  dose  of 
digoxin  would  he  only  16.2  in- 
stead of  35  percent  of  the  loading 
dose. 

f.  Continue  to  watch  for  evi- 
dence of  digitalis  toxicity  as  long 
as  your  patient  takes  the  drug. 
Watch  for  symptoms,  signs,  and 
electrocardiographic  changes 
suggestive  of  digitalis  excess. 

g.  If  your  patient  is  receiving 
diuretics  avoid  hypokalemia  hy 


giving  potassium  supplement 
when  indicated.  Check  serum 
potassium  on  a regular  basis  in 
all  patients  receiving  long  term 
diuretic  therapy  and  watch  for 
electrocardiographic  evidence 
of  hypokalemia  when  necessary 
since  a normal  serum  potassium 
will  not  rule  out  a low  cellular 
potassium  in  the  myocardium. 

4.  Be  certain  that  the  patient 
follows  your  instructions  regard- 
ing digitalis  dosage.  Cive  your 
instructions  to  the  patient  in 


writing.  Suggest  that  the  patient 
set  out  each  day’s  medicines  early 
in  the  morning,  make  a check  on 
the  calendar  and  see  to  it  that  all 
have  been  taken  by  the  end  of 
the  day.  Elderly  people  in  par- 
ticular need  to  he  helped  to  work 
out  methods  through  which  they 
can  he  assured  that  they  are  tak- 
ing their  medications  as  pre- 
scribed.® 

University  of  Washington 
School  of  Medicine 
(98105) 
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Notes  on  Joint  Diseases 

VII  The  Rheumatoid  Factor 

L.  A.  HEALEY,  M.D.,  Seattle,  Washington 


Rheumatoid  factor  is  a serum 
.macroglobulin  that  acts  like 
an  antibody  to  gamma  globulin. 
This  property  is  the  basis  of  the 
methods  for  its  detection.  Inert 
particles  of  latex  or  bentonite  are 
coated  with  pooled  human 
gamma  globulin  and  exposed  to 
serum  containing  rheumatoid 
factor;  agglutination  occurs  and 
is  easily  recognized.  The  test  has 
been  useful  clinically  in  diag- 
nosing rheumatoid  arthritis  and 
of  even  greater  importance  in  in- 
vestigation where  it  has  led  to  a 
chain  of  revelations  that  include 
the  structure  of  proteins,  their 
genetic  dependence,  and  the 
nature  of  immunity.  On  the  other 
hand,  the  name  rheumatoid  factor 
has  fostered  an  impression  of  spe- 
cificity for  rheumatoid  arthritis, 
and  possible  pathogenesis,  that 
is  not  so. 

The  rheumatoid  factor  is  found 
in  70  to  75  percent  of  patients 
with  definite  rheumatoid  arthri- 
tis. In  the  first  few  months  of  dis- 
ease, it  mav  not  be  demonstralile, 
but  tests  usually  become  positi\  e 
within  the  first  year  and  tend  to 
remain  so.  It  is  not  a good  indica- 
tor for  activity  of  rheumatoid 
arthritis  and  often  can  still  be 
found  after  the  disease  is  con- 
trolled or  the  patient  enters  re- 
mission. Rheumatoid  factor  is  a 
secondary  phenomenon,  like  the 
W'assermann  antibody  in  syphi- 
lis and  does  not  cause  the  joint 
disease.  \’irtually  all  rheumatoid 


patients  who  develop  extra- 
articular  manifestation,  such  as 
subcutaneous  nodules,  vasculitis, 
skin  ulcer,  and  neuropathy,  have 
high  titers  of  rheumatoid  factor, 
but  it  has  ne\er  been  demon- 
strated that  this  plays  a role  in 
producing  these  complications. 

In  about  one-fourth  of  patients 
with  unquestioned  rheumatoid 
arthritis  rheumatoid  factor  is 
never  found.  .\n  intriguing  but 
unexplained  obser\  ation  is  that 
if  a rheumatoid  patient  has  psor- 
iasis, the  factor  is  rarely  demon- 
strable (the  word  demonstrable 
is  chosen  deliberately  as  the  fac- 
tor may  be  present  but  not  de- 
tectable). The  latex  tests  are  also 
negative  in  most  patients  with 
related  diseases,  juvenile  rheu- 
matoid arthritis,  and  ankylosing 
spondylitis. 

On  the  other  hand,  the  factor 
is  found  in  many  other  condi- 
tions including  the  “connecti\  e 
tissue  diseases,”  sarcoidosis,  cir- 
rhosis, hepatitis,  syphilis,  tuber- 
culosis, leprosy,  and  subacute 
bacterial  endocarditis.  These  lat- 
ter diseases  suggest  that  chronic 
infections,  functioning  as  pro- 
longed antigenetic  stimulants 
gi\e  rise  to  rheumatoid  factor. 
Experimentally,  in  fact,  a rheu- 
matoid-factor-like  globulin  has 
been  produced  in  rabbits  by  re- 
peated injection  of  killed  Eseh- 
eriehia  eoli.  These  and  similar 
investigations  have  also  shown 
that  the  rheumatoid  factor  is  not 


a single  protein,  but  actually  a 
family  of  antiglobulin  factors  that 
possess  slightly  different  immu- 
nologic characteristics.  Also, 
tests  for  the  rheumatoid  factor 
are  positive  in  I to  5 percent  of 
normal,  healthy  people;  the  fre- 
cpiency  rises  with  adx  ancing  age. 
The  significance  of  this  obser\  a- 
tion  is  not  clear  but  it  certainly 
does  not  indicate  any  disease. 

All  these  results  were  initially 
designated  as  “false  positives,” 
but  this  is  incorrect.  \\’hat  was 
false  was  the  assumption  that  the 
test  was  specific  for  rheumatoid 
arthritis.  It  is  now  evident  that 
this  antiglobulin  factor  is  synthe- 
sized during  certain  conditions 
of  chronic  infection  or  immuno- 
logic stimulation.  Rheumatoid 
arthritis  happens  to  be  the  one  in 
which  it  was  disco\ered,  in 
which  it  is  found  most  often 
clinically,  and  for  which  it  was 
named. 

The  slide  latex  agglutination 
test  is  commonly  used  by  most 
clinical  laboratories.  This  is  veiy 
sensitive  for  the  presence  of  anti- 
globulin factors  but  is  not  speci- 
fic for  rheumatoid  arthritis  as 
has  been  discussed.  positive 
test  then  is  not  tantamount  to  a 
diagnosis  of  rheumatoid  arthri- 
tis.  It  is  one  bit  of  evidence  on 
which  this  diagnosis  rests  but 
other  e\idence  from  the  history 
and  physical  examination  must 
be  gi\  en  e<|ual  weight. 

For  example,  an  anxious 
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young  woman  with  aches  and 
pains,  a normal  physical  exami- 
nation and  a weakly  positive 
latex  slide  test  should  not  be  told 
she  has  rheumatoid  arthritis.  The 
diagnosis  is  wrong  and  she  is 
needlessly  worried.  On  the  other 
hand,  if  a patient  has  persistent 
* inflammation  in  symmetrically 
distributed  joints,  several  hours 
of  morning  stiffness,  and  an  ele- 
vated erythrocyte  sedimentation 


rate,  the  diagnosis  is  rheumatoid 
arthritis,  even  if  the  latex  test  is 
negative. 

summary 

The  rheumatoid  factor  is  a use- 
ful laboratoiy  tool  that  has  been 
unfortunately  named.  When  pre- 
sent, it  is  a strong  bit  of  evidence 
that  a patient’s  joint  disease  is 
rheumatoid  arthritis;  but  it  is  not 
tbe  sole  basis  for  making  this 


diagnosis.  Many  patients  have 
been  alarmed  unnecessarily  be- 
cause of  the  notion  that  a positive 
latex  test  automatically  means 
rheumatoid  arthritis.  However,  it 
could  have  been  worse.  This 
antiglobulin  antibody  might 
have  been  discovered  first  in 
another  disease  and  given  the 
name  “leprosy  factor.” 

1118  Ninth  Ave.  (98101) 


IMPORTANT  MEMBER  OF  THE  HEALTH  TEAM 

The  pharmacist  can  become  a productive  member  of  the  health  team  by: 

1 . becoming  more  involved  with  the  physician,  nurse,  and  patient; 

2.  keeping  well  informed  about  drugs; 

3.  being  available  for  drug  consultation  with  other  professionals  of  the  health  team; 

4.  presenting  education  programs  to  nurses  and  physicians  in  the  nursing  home, 
hospital  or  community;  and 

5.  monitoring  drug  therapy  carefully  with  the  use  of  patient  drug  profiles. 

The  following  are  potential  benefits  of  patient-drug  profiles: 

1 . prevention  and  detection  of  adverse  drug  reactions; 

2.  detection  of  drug  toxicides; 

3.  reduction  of  patients’  length  of  stay  in  hospital; 

4.  reduction  of  medication  and  hospital  costs  to  the  patient; 

5.  reduction  in  medication  errors; 

6.  detection  and  prevention  of  drug  interactions;  and 

7.  detection  and  prevention  of  IV -Incompatibilities. 

R.  Keith  Campbell,  Ph.  G.  "Clinical  Pharmacy  - What,  Why,  and  When," 
in  Washington-Alaska  Pharmacist,  September,  1970 
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University  of  Oregon  Medical  School 

Clinicopathological  Conference 

Portland,  February  4,  1970  Donald  W.  Sutherland,  M.  D. 

Participants:  Louis  H.  F r i s c h e,  M.  D. 

Nelson  R.  Niles,  M.  D. 

Dayton  Sea  bough,  M.  D. 

I s i d o r C.  Brill,  M.  D. 

John  D.  Gabourel,  Ph.  D. 


This  64-year-old  male,  a retired  railroad  worker,  entered  Multnomah  Hospital 
on  April  29,  1969,  with  substernal  pain  of  12  hours  duration. 

In  January',  1968,  the  patient  was  first  admitted  to  Multnomah  Hospital  with  a 
one  month  history  of  obstructive  urinar\'  tract  symptoms  associated  with  deep 
perineal,  diffuse  spine  and  bilateral  rib  pain.  There  were  no  cardiorespiratory  or 
other  significant  symptoms.  Physical  findings  of  note  consisted  of  a blood  pressure 
of  110/80,  an  irregularly  irregular  cardiac  rhythm  with  a rate  of  120,  no  other 
cardiac  abnormalities,  and  hard,  nodular,  enlarged,  irregular  prostate.  VDRL  was 
non-reactive.  BUN— 16  mg  per  100  ml.  SCOT — 32  units.  Total  serum  protein  6.2  gm 
per  100  ml,  albumin  of  3.1  gm  per  100  ml.  Alkaline  phosphatase  174  King- 
Armstrong  units.  Acid  phosphatase  2.6  King-Armstrong  units.  Serum  calcium  9.4 
mg  per  100  ml.  Phosphorus  2.5  mg  per  100  ml.  Chest  film  revealed  normal  heart 
and  lungs.  A bone  survey  showed  diffuse  osteoblastic  disease  involving  multiple 
vertebrae,  pelvis,  ribs  and  right  scapula.  Intravenous  pyelogram  showed  double 
collecting  system  on  the  left,  and  small  right  kidney.  Electrocardiogram  revealed 
atrial  fibrillation.  Cystoscopy  indicated  obstructive  changes  in  the  bladder  mucosa 
and  a needle  biopsy  of  the  prostate  yielded  a diagnosis  of  poorly  differentiated 
adenocarcinoma.  The  patient  was  entered  on  a double  blind  chemotherapeutic 
studv  and  was  discharged,  receiving  a randomly  selected  drug  which  proved  to  be 
a progestational  agent. 

Over  the  ensuing  year,  the  anti-tumor  agent  was  continued  and  there  was  con- 
siderable improvement  marked  by  weight  gain,  decreased  prostatic  size,  decreased 
bone  pain  despite  absence  of  radiographic  improvement,  and  decreased  alkaline 
phosphatase  to  a range  of  27  to  30  King-Armstrong  units. 

In  Februar\',  1969,  the  patient  was  admitted  to  Multnomah  Hospital  for  the 
second  time  with  the  sudden  onset  of  left  hemiparesis  associated  with  right  tem- 
poral headache.  Physical  examination  at  this  time  revealed  a weight  of  144  pounds, 
weakness  of  the  left  arm  and  leg,  left  facial  weakness,  left  hyperreflexia,  left 
Babinski  reflex,  and  atrial  fibrillation  at  the  rate  of  130  per  minute.  Electroencepha- 
logram showed  a suggestion  of  a right  temporal  focus.  The  patient  was  treated 
with  digoxin  and  was  discharged  after  8 days  of  hospitalization  with  persistent 
atrial  fibrillation  at  the  rate  of  85  to  90  per  minute,  receiving  0.25  mg  of  digoxin 
per  day.  His  neurologic  findings  persisted  without  any  worsening. 

The  patient  was  seen  in  the  Medical  Outpatient  Clinic  in  March  of  1969  with 
an  apical  rate  of  95  to  100  per  minute  and  an  electrocardiogram  showed  atrial 
fibrillation  with  nonspecific  ST-T  wave  changes.  The  digoxin  was  increased  to 
2 doses  per  day  consisting  of  0.25  mg  and  0.125  mg.  He  was  again  seen  in  the 
Outpatient  Clinic  on  April  1,  1969,  with  persisting  neurologic  findings  similar  to 
those  at  the  time  of  hospital  discharge.  BUN  at  that  time  was  28  mg  per  100  ml 
and  an  alkaline  phosphatase  of  29.8  King-Armstrong  units.  The  digoxin  was  con- 
tinued as  before.  The  patient  had  not  received  anticoagulants  at  any  time. 
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On  April  29,  1969,  the  patient  noted  the  gradual  onset  of  a dull  substernal  ache 
radiating  to  the  neck  and  left  arm  which  came  on  approximately  2 hours  after 
breakfast  and  resolved  spontaneously  after  about  30  minutes.  He  had  no  dia- 
phoresis or  gastrointestinal  symptoms  at  this  time  and  there  was  no  increase  in 
the  pain  with  walking.  The  pain  recurred  about  1 o’clock  in  the  afternoon  while 
the  patient  was  waiting  in  the  Neurology  Clinic  and  this  lasted  approximately 
1 hour.  An  electrocardiogram  at  this  time  showed  Q waves  in  II,  III  and  AVF  as 
well  as  elevated  ST  segments  in  V2,  V3  and  V4.  He  was  admitted  to  Multnomah 
Hospital  at  3:30  p.m.,  at  which  time  his  temperature  was  98F  orally,  apical  beat  120 
per  minute,  respirations  20  per  minute  and  no  blood  pressure  recorded  on  the 
chart.  He  was  in  considerable  pain  at  this  time  and  was  quite  agitated  as  well  as 
complaining  of  pain  and  tingling  in  his  right  arm.  A complete  physical  examina- 
tion was  not  performed  at  this  time  and,  because  of  the  pain,  the  patient  received 
10  mg  of  morphine  intramuscularly  at  3:40  p.m.  Within  a few  minutes,  he  became 
lethargic,  diaphoretic  and  hypotensive  with  peripheral  cyanosis  and  an  apical  rate 
of  50  with  an  irregularly  irregular  rhythm.  He  was  given  0.2  mg  of  ouabain  and 
an  Isuprel  drip  was  started,  resulting  in  return  of  blood  pressure  to  95  systolic  and 
a pulse  rate  of  100.  A complete  physical  examination  performed  at  7:00  p.m.  re- 
vealed the  following  significant  findings:  there  was  marked  arcus  senilis  and  mild 
gynecomastia.  The  lungs  were  clear.  There  was  no  cardiomegaly  and  an  irregu- 
larly irregular  rhythm  was  again  noted.  The  first  sound  was  variable  and  the 
second  was  split  and  constant.  A III/VI  murmur  was  heard,  variously  described 
as  follows:  pansystolic  at  the  lower  left  sternal  border  with  radiation  to  the  apex; 
high  pitched  apical  systolic  and  systolic  ejection  at  the  apex.  No  diastolic  com- 
ponent was  heard  and  there  was  no  gallop  or  rub.  The  abdomen  was  unremark- 
able and  there  was  no  organomegaly  or  masses.  A left  hemiparesis  was  again 
noted  with  a left  Hoffman,  absent  left  plantar  reflex  and  otherwise  symmetrical 
deep  tendon  reflexes. 

A portable  chest  x-ray  showed  no  evidence  of  cardiomegaly  or  increased  pul- 
monary vasculature.  Electrocardiographic  findings  were  as  noted  in  the  clinic. 
Laboratory  studies  revealed  the  following:  serum  sodium  139  mEq/liter;  potassium 
4.1  mEq/liter;  chloride  97  mEq/liter;  CO^30.5  mEq/liter;  BUN  26  mg  per  100  ml; 
hematocrit  47.4  percent;  white  count  11,850  with  44  percent  segmented  neutrophils 
and  30  percent  bands  and  an  otherwise  unremarkable  differential.  Blood  gases 
showed  P02  of  131  (with  5 liters  of  oxygen  per  minute  running),  PcOj  of  22.5 
and  a pH  of  7.39.  CPK  on  admission  was  later  reported  as  8.4  units. 

The  Isuprel  drip  was  stopped  and  the  patient  developed  bradycardia,  hypo- 
tension and  peripheral  cyanosis  again  as  well  as  a rising  central  venous  pressure. 
The  Isuprel  was  restarted  and  an  attempt  at  transvenous  pacing  was  unsuccessful, 
although  the  pacemaker  was  found  to  be  in  the  right  ventricle.  There  was  a tran- 
sient response  to  administration  of  Isuprel  and  an  electrocardiogram  obtained 
at  the  time  of  bradycardia  showed  a possible  idioventricular  rhythm  vs.  an 
aberrantly  conducted  nodal  rhythm  and  the  rate  and  hypotension  did  respond 
transiently  to  restarting  the  Isuprel. 

Despite  vigorous  supportive  measures  with  continuing  Isuprel  and  ethacrynic 
acid,  the  patient  gradually  deteriorated  over  the  ensuing  12  hours  with  worsening 
hypotension  and  finally  bradycardia  and  apnea.  A brief  attempt  at  resuscitation 
was  unsuccessful  and  the  patient  was  pronounced  dead  at  7:40  a.m. 


Dr.  Sutherland:  A 64  year  old 
man  was  discovered  to 
have  carcinoma  of  the  prostrate. 


He  was  a subject  in  a double 
blind  study,  was  treated  with 
what  turned  out  to  be  a proges- 


tational compound,  and  did  well. 
A year  after  treatment  was 
started  he  had  what  looked  like 
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an  ordinary  stroke.  Two  months 
later  he  had  what  looked  like  an 
ordinar\'  myocardial  infarction 
and  died. 

Initial  diagnosis  of  carcinoma 
of  the  prostate  seems  plain.  De- 
scription of  the  prostate  gland  it- 
self, major  bone  metastases,  and 
elevated  alkaline  phosphatase 
all  seem  quite  straight-forward. 
Response  to  treatment  also  seems 
clear-cut. 

The  first  question  comes  up  in 
relation  to  the  stroke  in  Feb- 
ruarv',  1969,  two  months  before 
he  died.  One  may  relate  a stroke 
to  carcinoma  of  the  prostate  by 
fibrinolytic  processes,  with  a 
bleeding  episode  in  the  head. 
That  doesn’t  seem  very  likely 
here.  There  was  no  blood  in  the 
cerebrospinal  fluid.  In  addition, 
people  who  have  that  entity, 
have  other  examples  of  a bleed- 
ing tendency  and  don’t  usually 
bleed  in  an  isolated  organ. 

The  episode  was  described  as 
a sudden  one,  developing  within 
a minute  or  certainlv  within  a 
very  few  minutes.  Could  this  be 
a hemorrhage  into  a metastasis 
to  the  brain  from  carcinoma  of 
the  prostate?  Possible  — but  not 
very  likelv.  Several  large  series 
of  prostate  carcinomas  show  less 
than  1 percent  up  to  2 or  3 per- 
cent metastases  to  the  brain.  It  is 
certainly  not  a good  possibility 
on  a statistical  basis.  In  addition, 
in  a bleeding  episode  such  as 
that  with  a tumor,  one  would  ex- 
pect to  have  found  something  a- 
head  of  time  to  indicate  that  the 
tumor  was  there  or  that  there 
had  been  some  progression  of 
symptoms  after  that. 

Is  it  an  ordinary  cerebro- 
vascular thrombosis?  There  is  no 
indication  that  it  isn’t,  except 
that  it  would  be  the  one  thing 
that  would  make  it  difficult  to 
put  the  whole  case  together. 

Finally,  is  it  some  kind  of  em- 
bolic event?  Its  suddenness  cou- 


pled with  the  fact  that  it  did  not 
progress  once  it  happened,  and 
that  it  remained  stable,  suggests 
that  it  might  well  have  been  an 
embolus.  Analysis  of  the  case 
hinges  largely  on  the  kind  of  em- 
bolus it  must  have  been. 

During  the  final  sixteen  or 
eighteen  hours  of  this  man’s  life 
he  developed  some  pain.  While 
he  was  visiting  the  Neurology 
Clinic,  the  pain  went  away  and 
came  back.  He  was  admitted  to 
the  hospital.  His  electrocardio- 
gram indicates  an  acute  inferior 
and  anteroseptal  process  — an  in- 
farction almost  surely.  On  ad- 
mission, he  was  given  some  mor- 
phine for  chest  pain. 

With  the  morphine  he  became 
hypotensive,  and  his  pulse  be- 
came slow.  Why?  Morphine  has 
several  effects.  It  is  a peripheral 
venous  dilator.  It  does,  in  fact,  re- 
duce venous  return,  and  if  the 
venous  return  is  necessary  to 
drive  the  ventricle  for  whatever 
reason,  morphine  will  have  an 
adverse  effect  for  that  reason.  It 
tends  to  decrease  arterial  pres- 
sure and  under  those  circum- 
stances may  decrease  coronary 
flow;  it  might  be  expected  to 
have  an  adverse  effect  for  that 
reason.  The  fact  that  morphine 
made  him  worse  doesn’t  reallv 
give  much  of  a clue. 

He  improved  with  Isuprel  — 
his  rate  was  50.  He  was  given 
Isuprel,  and  his  pressure  and 
pulse  came  up.  It  would  be  inter- 
esting to  know  what  his  pulse 
pressure  was  at  this  time  and  to 
know  whether  or  not  pulsus  par- 
adoxicus  was  looked  for  since  an- 
other of  the  possibilities  is  peri- 
cardial tamponade. 

The  gynecomastia,  probably 
deserves  a comment.  Although  it 
most  likely  was  due  to  the  pro- 
gestational agent,  sometimes  dig- 
italis will  produce  that  response. 
His  first  sound  was  variable  in  in- 
tensity. We  do  not  know  whether 


this  was  when  his  rate  was  fast  or 
slow,  but  I think  it  doesn’t  mat- 
ter. Although  variation  in  the 
first  sound  is  one  of  those  things 
characteristic  of  heart  block, 
which  part  of  the  tracing  shows, 
that  is  usually  only  in  the  pres- 
ence of  atria  contracting  asyn- 
chronously with  the  ventricles 
which  produces  different  posi- 
tions of  the  A-V  valves,  from 
which  they  shut  with  varying  in- 
tensity, from  a varying  distance 
and  with  varying  loudness.  Since 
at  the  time  of  complete  block 
there  were  no  P waves  on  the 
ECG,  I couldn’t  make  anything 
of  the  fact  that  the  first  sound  va- 
ried. A heart  murmur  was  appar- 
ently heard  for  the  first  time  here 
— seemingly  some  uncertainty 
or  difference  of  opinion  among 
observers  whether  it  was  loudest 
at  the  left  sternal  border  or  at  the 
apex,  whether  it  was  pansystolic 
or  ejection.  What  could  that 
mean?  A dilated,  failing  left  ven- 
tricle from  whatever  cause  may 
produce  functional  mitral  insuf- 
ficiency. One  of  the  possibilities 
to  consider,  a far-out  one:  did  he 
have  a metastasis  in  his  inter- 
ventricular septum?  And  did  he 
rupture  it  at  this  time  to  produce 
this  electrocardiogram  and  mur- 
mur? But  ruptured  ventricular 
septums  that  I have  heard  have 
left  no  real  doubts  as  to  the  na- 
ture of  the  murmur.  It  is  a great 
big  murmur  with  a thrill  and  has 
pansystolic  character  without 
question.  The  hearts  get  big  and 
the  x-ray  is  never  normal  in  that 
situation,  if  the  rupture  is  any 
size.  That  doesn’t  seem  like  a 
good  possibility. 

One  comment  about  the  lab 
work.  The  P02  was  satisfactory, 
but  the  Pco2  was  low  — hyper- 
ventilation seems  the  most  likely 
explanation  for  that.  The  fact 
that  the  phosphokinase  was  not 
elevated  doesn’t  help  too  much 
since  the  sample  was  drawn  in 
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the  early  hours.  Now  might  be  a 
good  time  to  look  at  the  x-rays. 

Dr.  Frische;  The  patient  had 
numerous  skeletal  surveys,  but 
I’ll  show  representative  fdms 
only  from  the  beginning  and 
end  of  the  series.  First,  a lateral 
of  the  thoraeic  spine,  dated  2/18 
/68,  diseloses  osteoblastic  depos- 
its in  multiple  vertebrae.  The 
ones  that  are  numbered  on  the 
fdm  (T-4,  T-6  and  T-7,  as  well  as 
T-10)  show  clearcut  evidence  of 
progression  of  disease  upon  com- 
parison with  the  film  of  2/18/69. 
One  thing  that’s  interesting  in 
the  later  film  is  the  fact  that 
there  are  many  areas  of  relative 
radiolucence  between  the  osteo- 
blastic metastases.  These  prob- 
ably represent  normal  bone  un- 
involved by  osteoblastic  metast- 
ases, rather  than  a combination 
of  osteolytic  and  osteoblastic 
metastases.  Lumbar  spine,  Jan- 
uary, 1968,  reveals  osteoblastic 
metastases  throughout  all  visible 
vertebrae;  one  vertebrae  is  par- 
tially collapsed,  probably  due  to 
old,  disease  and  there  has  been 
progression  of  metastasis  by 
2/18/69,  particularly  in  L-1, 
L-2,  and  L-4.  Bony  pelvis  on 
1/18/68  was  the  site  of  poorly 
outlined  but  nonetheless  definite 
osteoblastic  metastases,  and  by 
2/18/69  there  had  been  obvious 
marked  progression.  Again  seen 
are  areas  of  relative  radiolucence 
which  could  be  osteolytic  lesions 
but  much  more  likely  represent 
normal  bone  spared  by  the  osteo- 
blastic process. 

There  were  several  intra- 
venous pyelograms.  The  one  on 
2/13/69  is  the  best  quality  and 
demonstrates  the  findings  that 
the  others  showed:  a small  left 
kidney  and  a double  collecting 
system,  and  enlarged  prostate 
and  evidence  of  chronic  obstruc- 
tion to  bladder  outflow. 

The  earliest  chest  film,  dated 


1/18/68,  is  unremarkable  aside 
from  exhibiting  metastatic  de- 
posits scattered  hither  and  von, 
especially  in  the  acromial  pro- 
cess of  the  right  scapula  and  in 
the  ribs.  The  most  recent  chest 
film  currently  available  is  one 
taken  on  2/18/69.  In  it,  the 
lungs  and  cardiovascular  struc- 
tures remain  normal,  though 
there  has  been  progression  of 
osseous  metastases. 

Dr.  Sutherland:  Well,  how  can 
I put  this  together,  with  car- 
cinoma of  the  prostate,  infarct, 
shock  and  death?  Can  it  all  be 
directly  related  to  the  prostate 
carcinoma?  I have  mentioned  a 
couple  of  possibilities  in  relation 
to  the  brain  — prostatic  metas- 
tasis with  hemorrhage  into  it  to 
explain  the  stroke.  If  that  were 
the  case,  what  can  we  invoke  to 
explain  the  infarct?  There  have 
been  metastases  or  emboli  to  the 
coronaiy  arteries  from  a variety 
of  tumors,  but  mostly  these  tu- 
mors grow  on  the  endotheliom  or 
the  cusps  of  the  aortic  valve  — 
mesothelial  type  tumors  or  other 
less  clearly  defined  tumors.  This 
is  the  least  likely,  it  seems  to  me, 
of  the  ways  in  which  prostate 
cancer  can  conceivably  involve 
the  heart.  Myocardial  metastasis 
is,  I suppose,  a possibility.  The 
tumors  that  metastasize  to  the 
heart  are  predominantly  carcino- 
mas of  lung,  or  breast,  and  mel- 
anomas. Leukemic  infiltrates 
and  lymphoma  commonly  in- 
volve the  heart;  about  half  the 
autopsies  in  cases  of  leukemia 
and  about  20  percent  of  these  in 
lymphoma  show  some  neoplasm 
in  the  heart.  It  doesn’t  seem  too 
likely  that  this  was  a prostatic 
metastasis  to  the  myocardium  al- 
though there  are  two  published 
articles  in  which  myocardial  in- 
farction electrocardiograms  have 
been  produced  by  cardiac  me- 
tastases from  lung  and  breast, 
and  these  electrocardiograms 


are  indistinguishable  from  the 
rather  more  garden  variety  of  in- 
farct. The  clinical  story  sounds 
more  like  that  of  an  acute  infarct 
than  of  some  process  gradually 
growing  in  the  myocardium, 
even  with  rupture.  Could  he 
have  pericardial  metastases  and 
have  developed  for  some  reason 
pericarditis  with  effusion,  and 
could  we  be  looking  at  those 
changes  on  the  electrocardio- 
gram plus  pericardial  and  car- 
diac tamponade  in  the  final  six- 
teen hours  of  his  life?  That  is  a 
possibility,  especiallv  since  his 
venous  pressure  rose  in  the  last 
hospitalization.  We  don’t  know 
how  high;  we  don’t  know  what 
it  was  before,  and  we  don’t  know 
whether  he  had  paradoxical  pulse 
when  he  was  in  in  the  afternoon, 
and  we  don’t  know  what  his 
pulse  pressure  was  but,  allow- 
ing for  those  deficiencies  in  our 
knowledge,  even  so  it  doesn’t 
fit  as  well,  and  it  doesn’t  smell 
like  pericardial  effusion  with 
tamponade  to  me.  So  what  have 
we  left  if  it  is  not  a coronary  em- 
bolus, if  it  is  not  a myocardial  tu- 
mor and  if  it  is  not  pericardial  ef- 
fusion with  tamponade?  One 
other  entity  in  my  experience  is 
a disproportionately  common 
CPC  entity:  marantic  endocar- 
ditis. Surprisingly,  although  this 
entity  has  been  around  for  a long 
time,  it  wasn’t  until  1955  that  I 
came  across  a published  clincial 
reference.  This  was  a CPC,  dis- 
cussed in  part  by  Raymond 
Adams  who  pointed  out  the  cere- 
bral metastases  from  benign  ver- 
rucal  endocarditis  was  some- 
thing he  had  known  about  a long 
time;  he  apparentlv  kept  it  to 
himself  since  I did  not  find  any- 
thing in  the  literature  about  it 
prior  to  that.  Jesse  Edwards  pub- 
lished another  article  about  the 
multiple  embolic  episodes  from 
these  vegatations,  which  may  be 
very  similar  to  those  in  bacterial 
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endocarditis,  to  both  the  brain 
and  the  heart.  These  people  char- 
acteristically have  small  myo- 
cardial infarcts  as  well  as  cere- 
bral infarcts.  For  the  most  part, 
these  were  not  associated  with 
an  acute,  catastrophic,  myocar- 
dial infarction  with  a coronary- 
embolus,  but  I suppose  there  is 
no  reason  why  this  might  not 
be  so  in  this  case.  In  a report 
from  Boston  City  Hospital,  out 
of  19,000  consecutive  autopsies 
done,  there  were  seventy-eight 
people  with  this  entity  and 
eleven  of  them  with  embolic- 
episodes,  which  doesn’t  make  it 
nearly  as  likely  as  that  this  is 
an  ordinary-  adenocarcinoma 
with  an  ordinary-  stroke  with 
an  ordinary  infarct.  Neverthe- 
less, it  is  a CPC,  and  it  seems  to 
me  that  this  entity-  fits  best.  These 
lesions  are  predominantly  on  the 
left  side;  ninety-  odd  percent  of 
them  occur  on  the  aortic  and  mi- 
tral valves,  and  that  would  fit. 
About  a third  of  the  people  who 
have  the  condition  have  had  car- 
cinoma. It  seemingly  is  not  neces- 
sarily a terminal  event  in  a long- 
standing disease.  People  who 
were  otherwise  fairly-  healthy 
have  also  been  described  as  hav- 
ing it  on  occasion.  Whether  it 
mav  be  a wastebasket  of  several 
disease  entities  I think  is  not  cer- 
tain at  this  point.  It  seems  to  me 
that,  had  I seen  this  man  on  the 
ward  myself,  I certainly  could 
not  have  picked  him  as  a CPC 
case,  but  since  somebody  else 
has  done  that  task  for  me,  the 
most  likely  diagnosis  is  that  of 
carcinoma  of  the  prostate  — prob- 
ably with  some  coronary  artery 
disease  in  light  of  this  atrial  fib- 
rillation, although  it  is  conceiv- 
able that  also  is  related  to  peri- 
cardial metastasis,  with  marantic 
or  nonhacterial  thrombotic  endo- 
carditis with  emboli  to  the  left 
cerebral  area  and  to  the  coro- 
nary arties. 


Dr.  Niles:  Thank  you.  I have 
asked  Dr.  Seabaugh  to  tell  us  a- 
bout  the  treatment  of  a patient 
who  has  prostatic  cancer. 

Dr.  Seabaugh:  In  view  of  the  re- 
cent \ eterans’  Hospital  Study, 
the  first  thing  that  comes  to 
mind  in  regard  to  a man  who  has 
carcinoma  of  the  prostate,  has 
been  treated  for  it  and  ends  with 
stroke  and  heart  disease,  is 
whether  these  complications 
have  been  caused  by  the  therapy. 
I believe  the  incidence  in  that 
study  was  1.5:1  for  those  people 
who  were  getting  5 mgs  of  estro- 
gen per  day,  compared  with 
those  who  had  no  estrogen.  So  the 
question  that  arises  is:  are  we, 
in  fact,  causing  this  without 
treatment  of  carcinoma  of  the 
prostate?  I was  relieved  to  see 
that  this  patient  did  not  receive 
estrogen  but  instead  received  a 
study  drug  called  SH-714,  or  cv- 
proterone  acetate.  This  drug  is  a 
potent  anti-androgen  and  has  a 
side-effect  of  a mild  progesta- 
tional effect  that  is  primarily- 
manifested  in  decrease  in  pitui- 
tary secretion  and,  at  least  in  an- 
imals, a decrease  in  size  of  the  ad- 
renals, probably  due  to  de- 
creased ACTH  excretion.  Its  ef- 
fect on  carcinoma  of  the  prostate 
or  normal  prostatic  tissue  is  bas- 
ically competitive  inhibition 
with  androgen  and  it  has  no  es- 
trogenic effect  in  itself.  It  has 
been  studied  quite  extensively  in 
animals,  primarily  mice  and 
dogs,  but  the  reported  use  in  hu- 
mans is  less  than  1,000  cases  so 
we  are  not  sure  what  is  going  to 
happen  when  we  get  the  number 
of  cases  that  we  have  with  estro- 
gen therapy.  Initially,  it  does  not 
appear  to  have  the  cardio- 
vascular complications  that  are 
reported  in  one  series  with  estro- 
gen therapy.  It  supposedly  is  ef- 
fective in  carcinoma  of  the  pros- 
tate in  about  75  percent  of  the 
cases  with  decrease  in  pain,  de- 


crease in  enzyme  levels  and  im- 
provement of  metastases.  Some 
of  these  people  received  this 
drug  for  a period  of  six  months 
only-  as  a part  of  the  study  — 
and  it  may-  well  be  that  this  is 
what  occurred  here  although  we 
are  not  sure.  As  for  visceral  me- 
tastases in  a man  with  carcinoma 
of  the  prostate,  of  course  it  can 
happen,  especially  in  a man  who 
has  extensive  disease.  Metastases 
to  the  heart  or  pericardium  in 
the  general  population  would  be 
extremely-  rare  but  in  the  CPC 
population  might  be  quite  com- 
mon and  is  a possibility  to  think 
about  but  not  a very  likely  one. 
So,  in  summary,  I think  that  this 
man  did,  in  fact,  have  a carci- 
noma of  the  prostate  and  was 
treated  and  had  a clinical  re- 
sponse to  the  treatment  although 
radiographically-  he  did  not  have 
regression  of  his  disease.  He 
then  had  some  type  of  cata- 
strophic event  that  ended  in  his 
demise  and  I don’t  think  it  was 
related  to  his  prostatic  cancer. 

Dr.  Niles:  Dr.  Sutherland  has 
made  an  accurate  analysis.  This 
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is  a case  of  marantic  or  cachectic, 
nonhacterial,  verrucous  endocar- 
diosis;  some  people  sav  “endo- 
carditis” although  that  is  a mis- 
nomer, because  it  is  not  inflam- 
matory; the  process  is  an  “osis” 
rather  than  “itis.”  It  occurs 
particularly  on  the  aortic  valve. 
Figure  I,  sometimes  on  the  mitral 
valve,  and  seldom  on  the  right 
side  of  the  heart.  Bryan,  collect- 
ed several  cases  of  this  condition 
— all  with  carcinoma. 2 He  has 
the  impression  that  mucus-secret- 
ing carcinoma  may  upset  metab- 
olism and  disturb  some  enzyme 
levels.  This  might  be  somehow 
causally  related  to  the  produc- 
tion of  the  thrombotic  mass.  This 
patient’s  prostatic  carcinoma,  as 
you  see,  is  a very-  poorly  differ- 
entiated sort  with  irregular  glan- 
dular spaces  if  any  at  all,  and  ir- 
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regular  streaks  of  neoplastic  cells 
rather  diffusely  throughout  the 
mass  of  connective  tissue,  Figure 
2.  This  is  seen  in  the  prostate 
and  bones;  we  did  not  find  any 
metastases  in  other  organs.  I sus- 
pect that  the  radiologic  exami- 
nations and  definition  of  this  car- 
cinoma in  bones  were  better 
than  this  pathologic  one.  In  this 
bony  metastasis  there  is  an  ex- 
cess of  new  bone  formation;  with 
many  disorderly  bony  trabeculae 
and  marrow  entirely  filled  with 
neoplasm.  Figure  3.  He  had  a few 
atrophic  testicular  tubules  and 
some  spermatogenesis  in  the  re- 
maining ones.  Although  he  had 
testicular  atrophy,  I doubt  that 
this  is  related  to  his  therapy  or 
his  disease.  There  was  much  re- 
There  was  much  recently  in- 
farcted  myocardium.  The  myo- 
cardial fibers  are  visible  but 
nuclei  are  beginning  to  drop 
out  or  to  be  poorly  visualized. 
There  is  swelling  and  fragment- 
ation in  them,  some  hemorrhage 
and  early  cellular  infiltrate.  I 
think  the  infarct  is  a little  older 
than  the  eighteen  hours  indicat- 
ed by  history'  and  more  like  thir- 
tv-six  or  forty-eight  hours.  He  al- 
so had,  in  other  areas,  some  in- 
farct that  is  a little  older  with 
complete,  or  virtually  complete, 
loss  of  nuclei.  There  is  also  some 
old  scar  tissue.  The  distribution 
of  these  is  multifocal  or  miliary, 
like  so  many  grains  of  sand 
thrown  in  a handful  onto  a 
smooth  fiat  surface.  This  is  com- 
patible with  its  genesis  by  mul- 
tiple emboli  from  the  valvular 
thrombus,  but  the  same  sort  of 
distribution  may  result  with  or- 
dinary coronary  arteriosclerosis, 
even  by  a single  occlusion  of  a 
major  coronary  artery.  However, 
this  at  least  indicates  that  myo- 
cardial ischemia  is  a focal  rather 
than  diffuse  process.  In  the  small 
vessels  of  the  heart  are  many 
small  emboli  or  thrombi  which 


Fig.  1.  Verrucous  endocardiosis,  aortic  valve. 


Fig.  2.  Prostatic  carcinoma.  Hematoxylin  and  eosin.  llSx 


are  adherent.  Figure  4.  Professor 
Vfirchow  stated  eighty  or  ninety 
years  ago,  that  a characteristic 
of  emboli  was  that  they  did  not 
fit  the  outline  of  the  vessel  in 
which  they  were  found.  Act- 
ually we  don’t  usually  fulfill  that 
criterion  in  diagnosing  most  em- 
boli, particularly  the  small  ones, 
and  particularly  after  they  have 
been  there  a few  days,  because 
they  change  their  shape.  Other 
thrombi  or  emboli  were  found  in 


the  spleen,  here  associated  with 
a large,  acute,  splenic  infarct.  Ap- 
parently this  gave  no  symptoms 
although  he  undoubtedly  had  it 
for  several  weeks.  There  were 
other  little  occlusions,  one  in  a 
bronchial  artery,  another  in  a 
renal  artery  (and  this  appears  to 
have  been  on  top  of  a previous 
one,  because  he  didn’t  have 
otherwise  significant  old  arterial 
disease  — renal  or  elsewhere). 
Figure  5.  There  was  an  acute 
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Fig.  3.  Bone  with  metastic  carcinoma  and  formation  of  new  irregular  trabeculae. 
Hematoxylin  and  eosin.  260x 


Fig.  4.  Embolus  to  myocardium.  Phosphotungstic  acid  and  hematoxylin.  llSx 


renal  infarct  with  hemorrhage  a- 
round  it. 

.\lso  there  was  a very  early 
thrombus  in  the  right,  not  left, 
atrial  appendage,  which  I don’t 
think  could  have  contributed  to 
these  emboli  since  there  was  no 
patent  foramen  ovale  or  other 
route  connecting  with  the  left 
side.  The  aortic  valve  had  lesions 
on  two  cusps  — papillarv’,  ver- 


rucous, multiplee  Thev  are  us- 
ually, as  here,  on  the  point  where 
the  three  cusps  come  together. 
They  are  friable,  soft  and  ver\- 
easily  detachable;  underneath 
there  is  a normal  valve  thus  dif- 
ferentiating this  process  from 
others  like  lupus  and  rheumatic- 
vegetations.  Microscopically, 
thev  are  bland  thrombi.  Usually 
thev  do  not  cause  significant  val- 
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vular  obstruction.  This  is  a very 
common  lesion  at  autopsy.  One 
may  have  the  impression  that 
not  many  people  know  about  it 
though  Dr.  Sutherland  brought 
our  attention  to  its  description  in 
1957  by  Robbins  and  MacDon- 
ald who  have  examined  the  larg- 
est series  yet  reported.  ^ 

The  lesions  do  heal,  at  least 
partially.  They  become  fibrous. 


',*;••'•  •.A;:-'''' tc-'’.^  '■>"•  . ■ ••'"^-^!-  ''• 

^ --v  ' 'r  r - • !'•»  > I •’ 
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V , V-  • -.  .^1'  y>;> 

'.’•^  rr*i  •.  .vt  ■.  - • * ..,  .••a*’/-.  ,/  Vj' 


Fig.  5.  Renal  embolus.  Hematoxylin  and  eosin.  115x 


endothelialize,  and  perhaps  are 
eventually  absorbed  into  the 
valve. 

Dr.  Brill:  Dr.  Niles,  would  you 
identify  the  parts  of  the  ventri- 
cular walls  involved  in  the  myo- 
cardial infarctions?  The  electro- 
cardiograms appear  to  indicate 
the  presence  of  two  distinct  le- 
sions: an  old  inferior  (diaphrag- 
matic) infarct  and  a fresh  or  a- 
cute  anteroseptal  infarction. 

Dr.  Niles:  The  myocardium  in- 
volved by  the  infarction  was 
mostly  anteroseptal,  but  I think 
the  different  ages  of  involvement 
were  so  hard  to  distinguish  gross- 
ly, and  overlapping,  and  there 
were  so  many  microscopic  varia- 
tions that  I had  better  be  safe 
and  say  “generalized.” 

Question:  Is  there  any  feeling 
whether  digitalis  has  anv  effect 
on  clotting  mechanism? 

Dr.  Gabourel:  I have  no  infor- 
mation on  digitalis  but  some  pro- 
gestational agents  do  exhibit  es- 
trogenic activity  or  conceivably 
could  be  metabolized  to  a com- 
pound with  estrogenic  activity 
in  man  and  should  be  suspected 
of  being  able  to  cause  thrombo- 
embolic disease.  I didn’t  see  that 
a clotting  time  had  been  run  at 
any  time  throughout  the  therapy 
on  this  patient.  I don’t  think  it  is 
quite  a closed  matter  yet  that  the 
drug  wasn’t  responsible.  We 


don’t  know  all  the  answers,  and 
it  would  seem  reasonable  to 
keep  close  cheek  on  the  clotting 
time  of  all  individuals  under- 
going such  therapy. 

Dr.  Sutherland:  It  is  of  inter- 
est that  gynecomastia  was  re- 
ported by  this  patient;  however, 
that  is  supposedly  not  a side- 
effect  of  this  drug. 

Dr.  Seabaugh:  We  don’t  know 
exactly  what  this  drug  does  in 
humans,  and  there  is  a varying  ef- 
fect between  species.  For  in- 
stance, it  will  cause  gynecomas- 
tia in  mice  and  won’t  cause  it  in 


dogs.  It  causes  mild  diabetes  in 
some  species  of  mice  and  won’t 
in  others.  That’s  why  it  is  an  ex- 
perimental drug. 


ANATOMICAL  DIAGNOSIS 

Aden  ocarcinoma,  prostate 
with  mtdtiple  skeletal  metastases. 

Verrucous  endocardiosis,  aor- 
tic value,  with  midtiple  arterial 
emboli. 

Infarcts  of  myocardium  (acute 
and  subacute),  spleen  (multiple) 
and  kidney. 
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The  Other  Edge 

Nathan  a.  hall,  PH.  D,,  Seattle,  Washington 


Drugs  must  be  regarded  as  two-edged  swords.  Although  one  edge  can  cut 
through  an  individual’s  distressing  symptoms  and  even  initiate  cure  of  his  disease, 
the  other  edge  carries  a propensity  for  harm  to  the  person  receiving  treatment. 


1.  Technique  for  Reducing  Toxicity  of  Atropine 

Eyedrops. 

In  a letter  to  the  editor  two  New  York  physieians 
recounted  (New  Eng  J Med  282,  689,  March  19, 
1970)  a case  in  which  an  82-year-old  woman  exper- 
ienced severe  tachycardia  and  became  violently 
agitated  after  1 percent  atropine  sulfate  eyedrops 
were  instilled.  It  is  surprising  that  a simple  technique 
for  lessening  such  difficulties  continues  to  go  unrecog- 
nized by  many  physicians.  E.  R.  Hammarlund  of  the 
University  of  Washington  College  of  Pharmacy  re- 
plied to  the  above  letter  (New  Eng  J Med  282,  1103, 
May  7,  1970).  He  pointed  out  that  he,  another  phar- 
macist, and  a Danish  opthalmologist  had  published 
work  over  10  years  ago  (Brit  J Opthalmol  43,  670, 
1959)  which  showed  the  same  local  effect  can  be 
obtained  from  0.1  percent  atropine  sulfate  as  from  a 
1 percent  concentration.  The  technique  involves 
merely  dropping  a 2.6  sodium  borate  eyedrop  into 
the  eye  just  before  the  atropine  drops.  The  procedure 
appears  broadly  applicable  to  a number  of  weakly 
basic  drugs  in  eye  preparations  and  is  currently  being 
expanded  by  Dr.  Hammarlund. 

2.  Aspirin  and  the  Clotting  of  Blood. 

The  observation  that  aspirin  can  interfere  with 
blood  coagulation  has  received  much  attention.  Is 
this  matter  really  significant  clinically?  Armand  J. 
Quick,  Marquette  School  of  Medicine,  Milwaukee, 
who  is  widely  recognized  as  a pioneer  authority  on 
blood  clotting,  in  1966  described  an  aspirin-tolerance 
test  for  easy  detection  of  patients  in  the  high  risk 
group.  In  a recent  letter  to  the  editor  of  the  Journal 
of  the  AMA  (212,  1954,  June  1,  1970),  Dr.  Quick 
cites  his  previous  work  and  decries  the  scare  tactics 
of  some  medical  people  who  advocate  placing  aspirin 
in  a prescription-only  category.  He  points  out  that 
the  drug  can  pose  a significant  danger  to  patients 
with  hemophilia,  telangiectasia  (dilation  of  capillaries 
and  arterioles  which  results  in  a kind  of  angioma) 

Dr.  Hall  is  Professor  of  Pharmacy,  University  of  Washington 

From  the  Washington-Alaska  Pharmacist,  August  1970.  Reprinted 
by  permission  of  the  editor. 


and  various  elotting  abnormalities.  Excessive  re- 
striction of  aspirin’s  availability,  however,  seems  to 
him  a case  in  which  the  pendulum  swing  has  overshot 
“its  rational  arc.” 

Drs.  Mielke  and  Britten,  physicians  in  the  Blood 
Research  Laboratory  of  the  New  England  Medical 
Center  Hospitals,  have  demonstrated  that  one  aspect 
of  aspirin  induced  prolonged  bleeding  times  is  an 
interference  with  aggregation  of  blood  platelets  in 
clotting.  They  report  (New  Eng  J Med  282,  1270, 
May  28,  1970)  a double-blind,  controlled  study 
where  aspirin  and  acetaminophen  were  compared  on 
20  normal  patients.  Acetaminophen  (975  mg  doses) 
did  not  prolong  bleeding  or  change  platelet  aggrega- 
tion but  aspirin  (1000  mg  doses)  did  adversely  affect 
both  measurements.  Two  high  risk  patients  with 
hemophilia  A were  also  free  from  clotting  changes 
after  challenge  with  acetaminophen.  Based  upon 
these  preliminaiy-  observations,  acetaminophen  ap- 
pears to  be  suited  as  an  aspirin  substitute  for  patients 
with  hemophilia  or  other  conditions  in  which  bleeding 
may  be  feared. 

3.  A Case  of  Desirable  Effect  from  Drug  Interaction. 

Imipramine-Liothyronine. 

In  their  artiele  entitled,  “Thyroid-Hormone  En- 
hancement of  Imipramine  in  Nonretarded  Depres- 
sions,” Dr.  I.  C.  Wilson  and  Coworhens  (New  Eng 
J Med  282,  1063,  May  7,  1970)  outline  the  results  of 
a clinical  study  on  concurrent  administration  of  imi- 
pramine (TOFRANIL)  andliothyronine(CYTOMEL). 
The  experiment  involved  20  carefully  selected 
patients  in  a mental  hospital  in  Raleigh,  N.  C.,  and 
none  were  hypothyroid.  The  effects  of  imipramine 
with  placebo  and  imipramine  with  liothyronine  were 
compared  over  a 28-day  period  in  a double  blind  de- 
sign. Signifieantly  greater  improvement  in  psychiatric 
rating  was  shown  by  the  active  drug  combination. 
This  study  supports  a similar  one  by  the  same  group 
on  retarded  depression  (Amer  J Psychiat  126,  457, 
1969)  but  extends  the  applieability  to  nonretarded 
depression  patients,  a group  more  often  being  treated 
by  physicians  who  are  not  psychiatrists.  Doses  used 
were  150  mg  of  imipramine  and  25  meg  of  liothyro- 
nine daily  in  three  divided  doses. 
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rhere’s  a soup 


for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it’s  made  by  vtUlUWal 


CALORIES  / 7 oz  Serving 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetabie 
Vegetabie  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

• From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


OREGON 


Oregon  Medical  AsSOciation-1\M  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Noel  B.  Rciwls,  M.D.,  Astoria 

SECY-TREAS.  Lowrence  M.  Lowell,  M.D.,  Portland 
ACTING  DIRECTOR  Mr.  Robert  L.  Dernedde,  Portland 


Society  Officers  Meet 


At  Medford,  July  26,  the  annual  meeting  of  compo- 
nent societv’  officers  provided  opportunity  for  dis- 
cussion of  many  current  problems.  Discussion  was  fa- 
ilitated  by  the  simple  expedient  of  arranging  chairs 
in  circular  fashion.  Thus  the  conversation  could  pro- 
perly be  described  as  a face-to-face  meeting.  The  ar- 
rangement was  successful.  Central  theme  for  the  half- 
day program  was  communications.  A question  and  an- 
swer format  was  used  to  quiz  resource  panels  on  con- 
tinuing education,  professional  liability,  legislative  ef- 
forts, health  care  delivery'  systems,  and  on  OMA’s  re- 
sponsibility. 

Much  of  the  discussion  on  communication  turned 


to  continuing  medical  education,  where  many  of  the 
problems  are  being  met  by  community  coordinators. 
They  assist  in  determining  needs  for  education  and 
there  are  at  least  a dozen  methods  by  which  the  Edu- 
cation Commission  can  obtain  information  on  needs. 
Programs  meeting  them,  can  then  be  arranged. 

Professional  liability  rates  may  soar  to  as  much  as 
$1,000  per  month.  There  was  some  concern  over  a- 
bility  of  members  to  retain  insurance  cov'erage  if  they 
fail  to  meet  requirements  for  continuing  medical  edu- 
cation. Since  failure  to  meet  standards  can  lead  to  sus- 
pension, there  is  some  doubt  about  the  insurance  com- 
pany’s willingness  to  continue  to  provide  coverage. 
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Informed  consent  is  becoming  increasingly  impor- 
tant to  physicians.  One  hazard  can  be  prevented  by 
keeping  records  on  the  information  given  to  patients, 
particularly  the  date  on  which  it  was  given. 

Some  17  items  have  been  under  consideration  by 
the  Committee  on  Legislation.  Medicredit  has  been 
studied  and  action  of  the  Administration  on  a nation- 
al health  insurance  plan  is  being  studied.  Activities  in 
establishing  peer  review  committees  has  had  favor- 
able impact  on  many  legislators. 

The  so-called  crisis  in  the  health  care  system  was 


reported  to  exist  largely  because  everyone  keeps  say- 
ing that  it  does.  But  one  of  the  defects  in  the  system  is 
that  patients  do  not  know  how  to  use  the  care  avail- 
able. There  should  be  a training  program  to  improve 
the  quality  of  patients. 

Future  activities  of  Oregon  Medical  Association 
will  be  guided  by  more  member  participation.  More 
than  275  members  have  responded  to  a circular  letter 
on  committee  work,  indicating  their  willingness  to 
serve.  About  40  percent  have  never  previously  served 
on  an  OMA  committee. 


Resolution  of  Appreciation 


HERMAN  A.  DICKEL,  M.D. 


The  Oregon  Board  of  Medical  Examiners  passed 
a resolution  April  24,  1970  for  the  generous  assis- 
tance and  services  contributed  by  Herman  A.  Dickel. 
The  resolution  is  as  follows; 

WHEREAS,  Herman  A.  Dickel  has  assisted  the 
Board  of  Medical  Examiners  for  the  State  of  Oregon 
on  many  occasions  in  the  management  of  a number 
of  complex  cases;  and 

WHEREAS,  the  members  of  the  Board  of  Medical 
Examiners  wish  to  recognize  the  value  of  the  assis- 
tance given  the  Board  by  Herman  A.  Dickel;  now, 
therefore  be  it 

RESOLVED  that  the  Board  of  Medical  Examiners, 
meeting  in  regular  session,  enter  into  the  minutes  of 
the  Board  its  appreciation  for  this  contribution  of  the 


said  Herman  A.  Dickel,  to  the  practice  of  medicine  in 
the  State  of  Oregon;  and  be  it  further 

RESOLVED  that  a copy  of  this  resolution  be  for- 
warded to  Dr.  and  Mrs.  Herman  A.  Dickel,  Governor 
Tom  McCall,  the  Oregon  Medical  Association  and 
the  Multnomah  County  Medical  Society. 

Dated  this  24th  day  of  April,  1970  at  Portland, 
Oregon. 


Allan  L.  Ferrin,  M.D. 
Carl  R.  Kostol,  M.D. 
David  B.  Judd,  M.D. 
Harry  E.  Sprang,  M.D 


Bay  L.  Casterline,  M.D. 
Raymond  M.  Reichle,  M.D. 
David  E.  Reid,  D.O. 
R.  M.  Gordon,  D.O. 


Oregon  News  continued  on  page  804 
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The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 


Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me/^urin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  w*ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML, 


‘NEOSPORIN^ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Oregon  News  continued  from  page  801 


Planning  for  Community 
Coordinators 


The  Oregon  Medical  Association,  in  conjunction 
with  the  Oregon  Medical  Education  Foundation,  re- 
cently submitted  an  application  for  funding  to  the  Or- 
egon Regional  Medical  Program  to  assist  in  establish- 
ing a system  of  volunteer  community  coordinators  of 
continuing  medical  education  in  Oregon. 

If  approved,  the  grant  will  provide  some  860,000 
over  the  next  three  years  to  train  a group  of  phy- 
sicians in  the  state  to  provide  expert  assistance  to 
their  medical  communities  in  planning  and  executing 
comprehensiv'e  educational  activities  designed  to  ful- 
fill needs  indigenous  to  each  community. 

The  Oregon  Medical  Association’s  Council  on  Med- 
ical Education,  OMA  staff  assigned  to  the  Council, 
the  University  of  Oregon  Medical  School,  and  the  Or- 
egon Region  Circuit  Course  Program  will  conduct 
periodic  training  sessions  for  coordinators  in  needs  as- 
sessment, educational  objectives,  ev'aluation  tech- 
niques, program  implementation,  and  other  tech- 
niques necessary  to  recognize  and  meet  educational 
and  serv'ice  needs  in  each  communit\-.  Involved  or- 
ganizations will  also  assist  volunteers  in  their  activ'- 
ities  and  will  provide  resource  information  and  advice. 

The  Coordinator  Project  System  will  also  be  uti- 
lized to  promote  and  to  evaluate  existing  educational 
activities  in  the  region. 

If  appropriated.  Regional  Medical  Program  funds 
will  be  used  to  conduct  training  sessions  and  to  re- 
imburse coordinators  for  out-of-pocket  expenses.  The 
Council  on  Medical  Education  will  contribute  the 


major  portion  of  administrative  overhead.  Coordina- 
tors and  Council  members  who  will  direct  and  staff 
the  project,  will  donate  their  time. 

The  Oregon  Medical  Education  Foundation  will 
act  as  fiscal  intermediary  for  grant  funds.  The  Uni- 
versity of  Oregon  Medical  School  has  appointed  co- 
ordinators thus  far  selected  as  Clinical  Instructors  of 
Continuing  Medical  Education. 

The  general  geographic  areas  to  be  served  by  the 
system  surround  Astoria,  Rend,  Corvallis,  Eugene, 
Hillsboro,  Hood  River,  Klamath  Falls,  LaCrande, 
Medford,  Newport,  North  Bend,  Ontario,  Oregon 
City,  Pendleton,  Portland,  Salem,  and  Roseburg.  Ad- 
ministrative and  service  facilities  will  be  located  at 
OMA  Headquarters  in  Portland. 

Merle  Pennington,  Sherwood,  Chairman  of  the 
Council  on  Medical  Education  will  act  as  Project  Di- 
rector. Dr.  Pennington  emphasizes  that  the  project 
will  provide  a means  whereby  each  community  will 
have  an  opportunitv'  to  objectively  recognize  needs 
and  then  fulfill  them  in  a way  most  acceptable  and  ef- 
fective for  the  community. 

Dr.  Pennington  also  points  out  the  idea  is  not  just 
to  put  on  more  programs,  but  to  use  all  methods  avail- 
able to  solve  specific  problems.  He  also  savs  coordi- 
nators wall  be  encourged  to  seeks  active  involvement 
on  the  part  of  each  physician  in  order  to  insure  con- 
trol and  direction  from  the  medical  community,  not 
the  project  administration. 


THE  REAL  SOURCE  OF  WEALTH 

We  are  an  economic  miracle  for  the  whole  world  with  the  average  American  earning 
almost  twice  as  much  in  real  wages  as  that  of  the  next  highest  nation  in  the  world.  We 
became  the  envy  of  the  whole  world.  How?  Not  by  Government  restricting  free  men,  but 
by  providing  greater  freedom  and  greater  opportunity  for  all  Americans. 

Richard  Nixon,  President  of  the  United  States, 
in  Whats  Right  With  America,  June  25,  1970. 
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PRESIDENT’S  page 


NOEL  B.  RAWLS,  M.D. 


The  Swan  Song 


A man’s  peers  can  bestow  no  greater  honor  than  to 
elect  him  to  high  ofBce.  Following  the  elation 
and  pride  which  accompanies  such  an  honor,  one 
soon  learns  the  real  meaning  of  words  like  frustration, 
cooperation,  communication,  and  most  importantly, 
humility. 

My  year  as  President  of  the  Oregon  Medical  Asso- 
ciation has  been  marked  by  a number  of  great  chal- 
lenges, or  if  you  will,  opportunities.  Problems  ap- 
parent in  the  malpractice  situation,  abortion,  state 
government  reorganization,  negotiations  with  the 
State  Workmen’s  Compensation  Board,  and  the  Asso- 
ciation’s concern  with  many  Federal  legislative  pro- 
posals relating  to  health  and  the  practice  of  medicine 
all  stand  out  in  my  mind. 

On  the  other  hand,  I shall  remember  a number  of 
bright  spots  such  as  OMA’s  improved  communi- 
cations with  medical  students  through  the  efforts  of 
interested  physicians  and  the  Oregon  Chapter  of 
SAMA.  The  conscientious  attendance  and  thoughtful 
participation  of  students  on  a number  of  OMA  com- 
mittees has  been  of  great  benefit  to  the  Association’s 
programs.  This  new  atmosphere  of  easy  give-and-take 


between  medical  students  and  practicing  phvsicians 
is  indeed  gratifying. 

No  one  can  come  to  the  end  of  a term  as  Pres- 
ident of  the  Oregon  Medical  Association  without  re- 
cognizing that  the  job  would  be  impossible  without 
the  dedicated  work  of  the  staff  and  efforts  of  Associa- 
tion officers  and  delegates.  However,  most  important 
is  the  contribution  of  time  and  energv  given  so  self- 
lessly by  chairmen  and  their  committees.  Their  work 
goes  largely  unrecognized,  but  is  what  makes  OMA 
an  effective  organization  for  its  members.  I would  be 
remiss  to  say  less  than  “THANK  YOU”  to  all  these 
people. 

And  to  the  membership,  my  sincere  thanks  for  be- 
ing allowed  to  serve.  I shall  remember  this  vear  of  as- 
sociation with  so  many  hardworking  phvsicians  as  an 
excellent  example  of  the  dedication  which  is  typical 
of  my  profession.  Long  live  the  OMA  and  mav  it  al- 
ways be  justly  proud  of  its  record  of  service  to  its 
members  and  to  the  citizens  of  Oregon. 

^ 
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Picture  of 
a sprained  shoulder 


treated  with 
Parafon  Forte®™ 

Paraflex'®  (chlorzoxazone)*  250  mg. 

il* 

Tylenol®  (acetaminophen)  300  mg.  ,| 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions*-5...but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautioi\i 
Exercise  caution  in  patients  with  known  allergies  or  history 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symiptoms  su  | 
gestive  of  liver  dysfunction  are  observed,  the  drug  should  I 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizzinesl| 
lightheadedness,  malaise,  overstimulation  or  gastrointestinjl 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashtj| 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylacti 
reactions.  In  rare  instances.  Par  a flex  (chlorzoxazone)  may  p>  I 
sibly  have  been  associated  with  gastrointestinal  bleeding.  Whii 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  pro|^ 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxici 
in  approximately  eighteen  patients,  it  was  not  possible  to  staJ 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  y4dii| 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tableli 
imprinted  “McNEIL”  — bottles  of  100.  I 

References : 1.  Batteiman.  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  7.4:316,  19  I 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  The) " 
peutics,  ed,  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler, 


( McNEIL ) 


C.,  and  Gyurik,  J.:  Industr.  Med.  Su 
57:372,  1962.  4.  Forster,  S.,  et  al.:  .\m 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  ^ 
Clin.  Pharmacol.  Ther.  5:871,  1964. 


McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


•U.S.  PATENT  NO.  2.e95.r 


■diethylpropion  hydrochloride) 


/vorks  on  the  appetite 
lot  on  the 'nerves’ 

■ Vhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
: jjpport  for  the  weight  control  program  you  recommend. 
<)EPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
!SS.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
vely  low  incidence  of  CNS  stimulation. 

>ntraindicotions:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
s drug;  In  emotionally  unstable  patients  susceptible  to  drug  obuse. 

! orning:  Although  generolly  safer  than  the  amphetamines,  use  with  greet  coution  in 
jtients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 

f‘9  first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks, 
dverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
»eosant  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
J relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
j.cosionolly  couse  CNS  effects  such  os  Insomnio,  nervousness,  dizziness,  onxiety. 


ond  iitteriness.  in  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
an  increase  In  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  os  tachycardia,  precordial  pain, 
orrhythmia,  palpitation,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  wos  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  pfienomeno  reported  Include  such  conditions  as  rosh, 
urticoria,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  os  diarrheo, 
constipotion,  nauseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  mlscelloneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets.-  One  75  mg.  tablet 
doily,  swollowed  whole.  In  mldmornlng  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  dally,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  years  of  oge  Is  not 
recommended.  t-oo6a  / i/7o  / u.s.  patent  no.  a.ooi.sio 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


GKiinamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


09ISA  I \ 


WASHINGTON 

\ 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98ns 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  W olfrcd  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


Hogness  Returns  in  New  Role 


JOHN  R.  HOGNESS,  M.D. 


John  R.  Hogness,  for  the  past  year  Executive  Vice- 
President  of  the  University  of  Washington,  has  re- 
turned to  the  field  of  education  in  the  health  sciences 
as  Director  of  the  Health  Sciences  Center  of  the  Uni- 
versity, and  Chairman  of  the  Board  of  Health  Sci- 
ences. The  newly  designated  Division  includes  the 
School  of  Medicine,  School  of  Dentistry,  School  of 
Nursing,  School  of  Public  Health,  School  of  Com- 
munity Medicine,  and  the  College  of  Pharmacy. 

Dr.  Hogness  will  be  responsible  for  coordination 
of  teaching  and  research  programs  in  the  various 


units  of  the  Division,  for  long  range  planning,  and 
for  development  of  training  courses  for  allied  pro- 
fessionals. The  new  division  was  established  as  result 
of  numerous  suggestions  growing  out  of  rapid  de- 
velopments in  the  health  service  and  medical  care 
fields.  More  effective  administration  has  become 
essential.  Dr.  Hogness  reports  that  his  experience 
in  University  administration  during  the  past  year 
will  be  of  inestimable  value  as  he  undertakes  his  new 
responsibilities. 
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^ BREAKUP— symbol  of  the  impact  of  emotional  stress. 
But  when  the  stress  exceeds  transient  rage  or 
depression — and  settles  into  a chronic  mixed  anxiety 
depression  state— combined  tranquilizer- 
antidepressant  therapy  could  be  indicated. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRIAVIL 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-25;  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  de- 
pression in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  depression 
from  drugs  (barbiturates,  alcohol,  narcotics,  analgesics, 
antihistamines);  bone  marrow  depression;  pregnancy;  and 
in  patients  with  known  hypersensitivity  to  phenothiazines 
or  amitriptyline.  Do  not  give  in  combination  with  MAOl 
drugs  because  of  possible  potentiation  that  may  even  cause 
death.  Allow  at  least  two  weeks  between  therapies.  In  such 
patients  therapy  with  TRIAVIL  should  be  initiated  cau- 
tiously, with  gradual  increase  in  the  dosage  required  to 
obtain  a satisfactory  response.  Do  not  give  concomitantly 
with  guanethidine  or  similarly  acting  compounds  since  it 
may  block  the  antihypertensive  effect. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  increased. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission  oc- 
curs. Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Use  with  caution  in 
patients  with  glaucoma  and  those  with  problems  of  urinary 
retention.  Perphenazine  can  lower  the  convulsive  thresh- 
old in  susceptible  individuals.  It  should  be  given  with  cau- 
tion to  patients  with  convulsive  disorders.  Dosage  of  the 
anticonvulsive  agent  may  have  to  be  increased.  Not  rec- 
ommended for  use  in  children.  Mania  or  hypomania  may 
be  precipitated  in  manic-depressives  (perphenazine  in 
TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If  hypo- 
tension develops,  epinephrine  should  not  be  employed,  as 


its  action  is  blocked  and  partially  reversed  by  perphena- 
zine. Caution  patients  about  errors  of  judgment  due  to 
change  in  mood. 

ADVERSE  REACTIONS:  Similar  to  those  reported  with 
either  constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  who  have  previously  exhibited  severe 
reactions  to  other  phenothiazines.  Likelihood  of  untoward 
actions  greater  with  high  doses.  Closely  supervise  with 
any  dosage.  Side  effects  may  be  any  of  those  reported 
with  phenothiazine  drugs:  extrapyramidal  symptoms 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia, 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  by 
the  concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  re- 
actions); peripheral  edema;  reversed  epinephrine  effect; 
hyperglycemia;  endocrine  disturbances  (lactation,  galac- 
torrhea, disturbances  of  menstrual  cycle);  altered  cere- 
brospinal fluid  proteins;  paradoxical  excitement;  EKG 
abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reac- 
tions, such  as  dryness  of  the  mouth,  headache,  nausea, 
vomiting,  constipation,  obstipation,  urinary  frequency, 
blurred  vision,  nasal  congestion,  and  a change  in  the  pulse 
rate;  hypnotic  effects;  pigmentary  retinopathy;  corneal 
and  lenticular  pigmentation;  occasional  lassitude;  muscle 
weakness;  mild  insomnia.  Other  adverse  reactions  re- 
ported with  various  phenothiazine  compounds,  but  not 
with  perphenazine,  include  blood  dyscrasias  (pancyto- 
penia, thrombocytopenic  purpura,  leukopenia,  agranulocy- 
tosis, eosinophilia);  liver  damage  (jaundice,  biliary  stasis); 
grand  mal  convulsions;  cerebral  edema;  polyphagia;  pho- 
tophobia; skin  pigmentation;  and  failure  of  ejaculation. 
Significant  unexplained  rise  in  body  temperature  may  sug- 
gest intolerance  to  perphenazine,  in  which  case  discon- 
tinue. Antiemetic  effect  may  obscure  signs  of  toxicity  due 
to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  the  action  of  central  nervous 
system  depressants  (opiates,  analgesics,  antihistamines, 
barbiturates,  alcohol)  and  atropine.  In  concurrent  ther- 
apy with  any  of  these,  TRIAVIL  should  be  given  in  reduced 
dosage.  May  also  potentiate  the  action  of  heat  and  phos- 
phorous insecticides. 

Amitriptyline;  Careful  observation  of  all  patients  recom- 
mended. Side  effects  include  drowsiness  (may  occur 
within  the  first  few  days  of  therapy);  dizziness;  nausea; 
excitement;  hypertension;  fainting;  fine  tremor;  jitteri- 
ness;  weakness;  headache;  heartburn;  anorexia;  in- 
creased perspiration;  incoordination;  impotence; 
increased  appetite  and  weight  gain;  allergic-type  reac- 
tions manifested  by  skin  rash,  swelling  of  face  and  tongue, 
itching;  numbness  and  tingling  of  limbs,  including  pe- 
ripheral neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this  re- 
action in  some  cases);  epileptiform  seizures;  temporary 
confusion,  disturbed  concentration,  or  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic 
activity,  such  as  tachycardia,  dryness  of  mouth,  stomatitis, 
blurring  of  vision,  reversible  dilatation  of  the  urinary  tract, 
urinary  retention,  constipation,  paralytic  ileus;  agranu- 
locytosis; jaundice.  Elderly  patients  and  adolescents  can 
often  be  managed  on  lower  dosage  levels. 

For  more  detailed  information,  consult  your  MSD  Represen- 
tative or  see  the  package  circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486. 

MSD  MERCK  SHARP  & DOHME 
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RICHARD  C.  GREENLEAF,  M.D. 


Can  We  Measure  Up? 


Before  the  voters  of  the  State  of  Washington  in 
November  will  be  Referendum  20  changing  the 
law  governing  the  performance  of  abortion.  Before  the 
Supreme  Court  of  the  United  States  is  a lower  court 
opinion  to  the  effect  that  any  anti-abortion  law  is  an 
infringement  of  a woman’s  right  of  free  choice.  In 
either  case  an  affirmative  answer  would  change  radi- 
cally the  status  quo  in  this  controversial  field  and  this 
would  be  especially  true  if  the  word  is  pronounced  by 
the  Supreme  Court.  The  betting  is  good  that  one  or 
the  other  will  come  to  pass  in  the  near  future. 

The  time  for  ethical  and  moral  arguments  pro  and 
con  on  the  general  question  is  over.  The  WSMA  by 
order  of  the  House  of  Delegates  supported  the  prin- 
ciple of  abortion  reform  in  the  1969  legislature.  The 
time  is  now  at  hand  for  concrete  decisions  on  im- 
plementation of  the  probable  new  order  well  before 
it  actually  materializes. 

If  all  legal  guidelines  become  suddenly  non-exist- 
ent, the  matter  becomes  then  a decision  strictly  be- 
tween the  patient  and  her  physician,  and  experience 
elsewhere  indicates  the  problem  to  be  enormous.  Es- 
timates in  New  York  State,  where  all  legal  restrictions 
were  removed  effective  July  1,  1970,  are  that 
100,000  residents  will  request  operation  yearly,  up 
to  600  daily  in  New  York  City  alone,  and  as  in  any 
operative  procedure  there  is  an  attendant  risk  even 
under  the  best  of  circumstances. 

What  an  awesome  responsibility  to  put  directly  on 


the  shoulders  of  an  already  burdened  medical  pro- 
fession! What  tremendous  conflicts  will  face  the  aver- 
age physician  for  the  first  time  when  confronted  by 
such  a request,  a request  which  must  be  answered 
not  only  within  the  previous  relatively  narrow  legal 
confines  of  the  physical  and  mental  health  of  the  moth- 
er but  now  in  the  light  of  all  medical,  social,  econom- 
ic, moral  and  ethical  factors  as  well. 

Committees  of  the  WSMA,  needing  the  wisdom  of 
Solomon,  have  been  working  on  establishing  guide- 
lines for  the  use  of  the  membership,  the  hospital  peo- 
ple and  the  Health  Department.  Abortion  — Who 
should  do  them?  For  what  reasons?  Where?  In-pa- 
tient? At  what  stage  in  pregnancy?  How  many?  Paid 
for  by  whom?  And  how  much?  Rich  and  poor  alike? 
Penalties  for  misuse?  Can  we  avoid  having  patients 
hop  from  doctor  to  doctor?  Can  we  prevent  full  flow- 
ering of  “mills”?  Can  the  pocketbook  be  subordin- 
ated 100  percent  of  the  time  to  the  general  good? 

But  the  ultimate  guideline  will  come  within  the 
individual  physician  who  must  determine  according 
to  his  own  conscience  and  in  the  light  of  all  circum- 
stances what  is  best  for  each  of  his  patients.  I hope 
we  will  all  measure  up. 
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LUNMNUI 


SUBJECT 


FACULTY 


Compiled  by  Washington/Alaska  Regional  Medical  ProgramJ 
SPONSOR  LOCATION  FOR 


SEMINAR  ON  DEATH 
AND  DYING 

Elizabeth  Kuoler-Ross,  M.D. 
Chicago 

Continuing  Education,  School 
of  Nursing;  Division  of 
Continuing  Medical  Education, 
School  of  Medicine;  Continuing 
Education,  School  of  Social 
Work,  University  of  Washington; 
Pastoral  Institute  of  Washington 

Snoqualmie  Room, 
Seattle  Center 

Physicians  1 

and  other  1 

health  care 
personnel 

22nd  ANNUAL 
SYMPOSIUM, 
WASHINGTON  STATE 
HEART  ASSOCIATION 

Madison  Spach,  M.D.,  Durham,  N.C,: 
Stephen  M.  Ayres,  M.D.,  N.Y.C.; 

Sol  Sherry,  M.D.,  Philadelphia; 
Charles  G.  Rob,  M.D.,  N.Y.C,; 

James  Dalen,  M.D.,  Boston;  Elliot 
Rapaport,  M.D.,  San  Francisco 

Washington  State 
Heart  Association; 
Washington  State 
Department  of 
Social  and 
Health  Sciences 

Olympic  Hotel 
Seattle 

— 

Physicians  and 
Registered  Nurses  » 

PRACTICAL 
ADVANCES  IN 
CARE  OF  THE  CHILD 

David  W'.  Smith,  M.D.; 

Hugh  J.  Lurie,  M.D.,  Co-Chm. 

Division  of  Contiriuing  Medical 
Education,  University  of 
Washington  School  of  Medicine; 
Children’s  Orthopedic  Hospital 

Child  Development  and 
Mental  Retardation  Center, 
University  of  Washington 

Physicians 

1 

SYMPOSIUM 
INTRA -CRANIAL 
BLEEDING 

Ludwig  G.  Kempe,  M.D., 

Col.,  M.C.,  U.S.A., 

Walter  Reed  General  Hospital 

Group  Health  Cooperative 
of  Puget  Sound  Medical  Center 

1600  East  John  Street, 
Seattle 

Physicians  and  1 

Surgeons 

1 

CONFERENCE  ON 
THE  BRITISH 
COLUMBIA  HEALTH 
CARE  SYSTEM 

Donald  M.  Cox;  J.  F.  McCreary, 
M.D. ; Edwin  C.  McCoy.  M.D. ; 
Lloyd  Detwiller;  Gerald  Hobbs 

Washington/Alaska  Regional 
Medical  Program;  Battelle 
Northwest;  Group  Health 
Cooperative  of  Puget  Sound; 
Washington  State  Comprehensive 
Health  Planning;  Washington 
State  Hospital  Association; 
Washington  State  Labor  Council; 
Washington  State  Medical 
Association;  Washington  State 
Medical  Education  and  Research 
Foundation;  University  of  Wash- 
ington School  of  Public  Health 
and  School  of  Medicine,  Division 
of  Continuing  Medical  Education 

Health  Sciences  Auditorium 
University  of  Washington 
School  of  Medicine 

Physicians, 
allied  health 
and  others 

PRECEPTORSHIPS: 
HEART  DISEASE, 
CANCER,  STROKE 
AND  OTHER  FIELDS 

Practicing  Physicians 

Washington/ Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington  School 
of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma 

Physicians  1 

1 

DRUG  THERAPY 

George  N.  Aagaard,  M.D.,  Chm. 

Division  of  Continuing  Medical 
Education,  University  of  Wash- 
ington School  of  Medicine 

Health  Sciences  Auditorium. 
University  of  Washington 
School  of  Medicine 

Physicians 

CANCER 

CONFERENCE 

Willis  Taylor,  M.D.,  Chm.;  Stanley 
O.  Hoerr,  M.D.,  Cleveland;  Richard 
J.  Reitemier,  M.D.,  Rochester, 
Minnesota 

Virginia  Mason  Medical  Center; 
American  Cancer  Society 

The  Mason  Clinic, 
nil  Terry,  Seattle 

Physicians 

TOTAL  TREATMENT 
OF  THE  STROKE 
PATIENT 

Gilbert  Frank,  M.D. 

W'ashington/Alaska  Regional 
Medical  Program;  Merck  Sharp 
and  Dohme 

To  be  announced 

Physicians 

RECENT  ADVANCES 
IN  OB-GYN 

Kent  Ueland,  M.D.,  Chm. 

Division  of  Continuing  Medical 
Education.  University  of  Wash- 
ington School  of  Medicine 

Room  150,  Child  Develop- 
ment and  Retardation 
Center,  Seattle 

Physicians 

DIABETES, 

OBESITY, 

HYPOGLYCEMIA 

Robert  L.  Nielsen,  M.D.,  Chm. 

Virginia  Mason  Medical  Center 

The  Mason  Clinic, 
nil  Terry,  Seattle 

Physicians 

J 

HEADACHE,  PART  I 
DIFFERENTIAL 
DIAGNOSIS  OF 
VASCULAR-TENSION 
HEADACHE 

B.  Robert  Aigner,  M.D. 

Produced  and  sponsored  by  the 
Washington/ Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians  and  alliet 
health  personnel 

HEADACHE,  PART  II 
OFFICE 

MANAGEMENT  of 

VASCULAR-TENSION 

HEADACHE 

B.  Robert  Aigner,  M.D. 

Produced  and  sponsored  by  the 
Washington/Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians  and  alliec 
health  personnel 

HEADACHE,  PART  III 
MANAGEMENT  OF 
ORGANIC  HEADACHE 

B.  Robert  Aigner,  M.D. 

Produced  and  sponsored  by  the 
Washington/ Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 
7 Spokane 
10  Pullman 
10  Portland 

Physicians  and  alliec 
health  personnel 

HEADACHE 
DISCUSSION  SESSION 

Produced  and  sponsored  by  the 
Washington/Alaska  Regional 
Medical  Program 

Channels: 

9 Seattle 
47  Yakima 

Physicians  and  allied' 
health  personnel 
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JCAL  bUULAMUN 


edical  Program,  Mountain 

States  Regional 

Medical  Program. 

ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

No  limit 

1 

Two  days 

October  30-3 1 
October  30 

Session:  8:30  a.m.  — 5:00  p.m. 
October  3 1 

Session:  8:30  a.m.  — 3:30  p.m. 

$25 

Pre-registration  required. 

Contact  Mrs.  Jean  Huntley, 

Office  of  Short  Courses  and 
Conferences,  Room  327,  Lewis  Hall, 
University  of  Washington, 

Seattle,  98105 

t No  limit 

One  and 
one-half  days 

October  30-31 
October  30 

Registration:  8:30  a.m. 

Session:  9:00  a.m.  — 5:00  p.m. 
October  31 

Symposium  for  Physicians  and 
for  Nurses  to  12  noon 

Washington  State 
Heart  Association 
3121  Arcade  Building 
Seattle,  98101 

100 

Three  days 

November  5-7 

Sessions:  8:30  a.m.  — 5:00  p.m. 

$20 

per  day 

Pre-registration  required.  Contact 
Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine, 
Seattle,  98105 

100 

One-half  day 

November  7 

Session:  9:00  a.m.  — 1:00  p.m. 

None 

Office  of  the  Director  of  Medical  Education, 
Group  Health  Cooperative  of  Puget  Sound 
Medical  Center,  201  16th  East,  Seattle,  98102 

No  limit 

One  day 

November  7 

Session:  9:00  a.m.  — 4:30  p.m. 

None 

Donal  R.  Sparkman,  M.D.,  Director,  Washington/ 
Alaska  Regional  Medical  Program,  500  University 
District  Building,  Seattle,  98105 

To  be  individually 
arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorships  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  “U"  District  Building, 
Seattle  98105 

No  limit 

Two  days 

November  19,  20 

Sessions:  8:30  a.m.  — 5:00  p.m. 

$50 

Pre-registration  requested.  Contact  the 
Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine, 
Seattle,  98105 

No  limit 

One  day 

November  20,  21 
November  20 

Session:  1:00  p.m.  — 5:00  p.m. 
November  21 

Session:  9:00  a.m.  — 12:30  p.m. 

$35 

Division  of  Continuing  Medical  Education 
Virginia  Mason  Medical  Center 
1 1 1 1 Terry,  Seattle  98191 

No  limit 

One-half 

day 

November  24 

Session:  1:30  — 5:00  p.m. 

None 

Rodney  Brown,  M.D.,  Route  15,  Box  740, 
Olympia,  Washington  98502 

100 

Two  days 

December  3,4 

Sessions:  9:00  a.m.  — 5:00  p.m. 

$60 

Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of  Medicine, 
E.  305  Health  Sciences  Building,  Seattle  98105 

60 

Two  days 

December  10,  1 1 
December  10 

Session:  8:30  a.m.  — 5:00  p.m. 
December  1 1 

Session:  9:00  a.m.  — 5:00  p.m. 

$25 

Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center, 

1 1 1 1 Terry  Ave.,  Seattle  98101 

25  minutes 

November  3,  7:45  a.m.; 

repeat  programs  at  8:05  a.m. 
and  at  close  of  broadcast  day 
between  10:30  and  11:00  p.m. 

25  minutes 

November  10,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:30  and  11:00  p.m. 

25  minutes 

November  17,  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  close  of  broadcast  day 
between  10:30  and  11:00  p.m. 

One  hour 

November  24,  7:35  a.m. 

Call  toll-free  between  7:35  a.m. 

and  8:30  a.m.  to  Channel  9,  Seattle, 
206-543-2000 
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^'DoctoK.Jve  heard  that 

aspirin  can  upset  my  stomach'^ 


You  know  better  than  anyone  the  value  and  versa- 
tility of  acetylsalicylic  acid  in  your  practice.  Re- 
cently, however,  some  of  your  patients  may  have 
heard  reports  regarding  aspirin’s  possible  side 
effects — the  most  common  being  G.I.  Intolerance. 
To  offset  this  side  effect — as  well  as  your  patient’s 
concern  about  it — recommend  Bufferin®. 

The  remarkably  effective  degree  of  protec- 
tion which  Bufferin  provides  against  G.I.  Intol- 
erance has  been  clinically  evidenced  time  and 
time  again. 

Bufferin  combines  the  well-known  analge- 
sic, anti-rheumatic,  and  anti-pyretic  effectiveness 
of  acetylsalicylic  acid  (5  grains)  with  antacids 
[dihydroxyaluminum  aminoacetate,  magnesium 
carbonate  (2.25  grains)]  to  protect  against  the  gas- 
tric upset  aspirin  often  causes. 

When  your  patients  confront  you  with  their 
concern  about  gastric  upset  plain  aspirin  can  cause 
. . . be  ready  with  Bufferin. 

®1970,  Bristol-Myers  Company 


REVIEW 


ABC  of  the  ECG 

A Guide  to  Electrocardiography 

By  J.  Boutkan,  M.D.,  Netherlands.  204  pp.  Color  illustrations. 
Price  $8.00.  Charles  C Thomas,  Springfield,  III.  1969. 

This  book  covers  the  field  of  electrocardiography 
in  a concise,  brief  manner.  It  will  be  of  great  value 
particularly  to  residents  and  fellows  in  internal  med- 
icine and  or  cardiology. 

The  blending  of  the  standard  ECG  with  vector- 
cardiology  is  particularly  worthwhile.  The  diagrams 
support  the  basic  features  of  both. 

The  entire  field  is  well  covered  and  documented 
with  characteristic  ECG  and  vectors  of  a particular 
cardiac  disturbance.  It  covers  practically  all  the  situa- 
tions the  reader  will  encounter  in  clinical  interpreta- 
tions. 

To  the  uninitiated  in  this  field  study  will  be  man- 
datory, but  it  is  so  well  presented  that  the  beginner 
can  surmount  this. 

It  should  make  a good  and  handy  reference  in  the 
interpretations  of  the  graphs  that  will  be  clinically 
presented. 

M.  W.  HEMINGWAY,  M.D. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


BULK  BENEFITS  BOWEL 

The  primitive  African  eats  posho,  a tasteless  mash  made  from  maize,  and  protein  is  a 
rarity.  He  passes  two  large  bulky  stools  a day,  and  he  is  free  from  hemorrhoids,  varicose 
veins,  diverticula  in  his  colon,  appendicitis  and  coronary  thrombosis.  However,  his  chil- 
drens bellies  are  bloated  with  “Kwash”,  and  his  wife’s  beauty  fades  in  her  twenties,  with 
her  unbrassiered  bosoms  danglingfrom  the  sucking  of  endless  infants.  Her  mind  is  sodden 
with  superstition,  and  she  would  sooner  die  than  meddle  with  her  function  of  repeated 
parturition.  She  will  even  resist  Caesarian  section  until  she  is  carried  nearly  dead  to  the 
hospital.  Ruptured  uterus  is  still  the  commonest  cause  of  obstetric  death  in  East  Africa. 
Whatever  else  changes  in  Africa,  there  is  no  Uhurufor  African  women. 

Take  our  African  friend  and  give  him  a Western  life,  and  the  picture  changes.  He 
inherits  constipation,  hemorrhoids,  and  varicosities.  He  suffers  from  appendicitis  and 
duodenal  ulcer.  Dr.  Miller  in  Nairobi  has  even  found  an  African  with  diverticular  disease. 
There  must  be  a lesson  in  all  this.  Of  course,  it  could  be  related  to  automobiles,  stress, 
T.V.,  or  even  monogamy.  More  reasonably.  Dr.  Miller  believes  that  the  pattern  of  disease 
changes  as  the  African  turns  from  posho  to  bread  as  his  staple  diet.  Certainly,  the  diet 
seems  the  most  likely  link,  and  animal  experiments  support  the  idea  that  reduction  in 
bulk  increases  the  formation  of  diverticula  and  the  occurrence  of  appendicitis.  It  is,  inci- 
dentally, for  this  reason  that  low-residue  diets  have  largely  been  abandoned  in  Britain 
in  the  therapy  of  diverticular  disease. 


Surgical  Impressions 
of  East  Africa  by 
Bill  Heald  in  Guy's 
Hospital  Gazette 
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His  wife  has  a lor  of  different 
enopausal  symptoms,  but  only  a few 
ally  irritate  him.  Her  hot  flashes,  her 
.Ttigo,  her  palpitations — that’s  her 
•oblem.  What  really  bothers  him  is 
l^r  nervousness,  her  irritability  and 
jit  excessive  anxiety,  often  expressed 
/ endless  “book-shuffling,  chaim 
loking,  reading-lamp”  insomnia! 
Menrium  takes  care  of  hot  flashes, 
■rtigo,  palpitations  in  most 
enopausal  women.  Menrium 
ovides  the  well-known  antianxiety 
tion  of  chlordiazepoxide  (Librium®) 
lid  water-soluble  esterified  estrogens, 
therefore  relieves  more  symptoms 
an  either  component  separately. 

' takes  care  of  the  vasomotor 
jmptoms  as  well  as  the  emotional 
jmptoms.  This  means  the  symptoms 
’at  bother  his  wife  most.  And  the 
jmptoms  that  irritate  him  most. 

E So,  to  help  them  both  get  through 
r menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome  — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  bv  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


^ 8 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amovmt  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


r 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-efifects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage;  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


CLASSIHED  ADVERTISEMENTS 


All  clattifiad  advertisemanit  ore  sal  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  od  os  it  appeored 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miles  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write,  J.L. 
Campiche,  M.D.,  12th  & Pacific,  Long  Beach,  Wa.,  98631. 
Phone;  office  (206)  642-2700,  home  642-2701. 


GENERAL  PRACTITIONER  WANTED—  Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact  Mr. 
Willard  Perry,  Administrator,  Forks  Community  Hospital,  Forks, 
Wa.,  98331.  Phone  374-6271. 


OBSTETRICIAN-GYNECOLOGIST — Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Department 
of  OB-Gyn.  The  Permanente  Clinic,  5055  N.  Greeley,  Portland, 
Ore.  97217. 


GENERAL  PRACTICE  OFFICE  FULLY  EQUIPPED  — Well  stocked 
and  running,  in  an  excellent  location  will  be  sold  for  the  best  offer 
by  December  31,  ’70.  Low  overhead,  satisfactory  income  from 
the  first  day,  including  22  Nursing  Home  patients.  Present  efficient 
girl  will  continue  ensuring  smooth  transition.  Telephone  no.  listed 
under  3 different  heads  in  current  yellow  pages.  White  Center 
Medical  Offices  or  Suman  K.  Dass,  M.D.,  16-15  S.W.  Roxbury  St., 
Seattle,  Wa.,  98106,  (206)  RO  3-1330. 


INTERNIST — Board  certified  or  eligible,  with  or  without  sub-spec- 
ialty, for  8-man  multi-specialty  group  with  excellent  reputation. 
Drawing  area  60,000  on  Southwestern  Oregon  Coast.  Small  com- 
munity with  fine  schools;  tremendous  outdoor  area,  beaches,  lakes, 
boating,  fishing  and  hunting.  Mild  year-round  climate;  150-bed 
hospital  in  process.  Guaranteed  salary  and  benefits,  2 years  to 
immediate  full  partnership.  Write  Manager.  Bay  Clinic,  295  So. 
10th,  Coos  Bay,  Ore.,  phone  (503)  267-7091. 


DRUG  ABUSE  PROJECT  DIRECTOR  — $1,000,000  program.  Excel- 
lent liason  with  local  universities.  Unusual  opportunity  for  develop- 
ment of  innovative  techniques.  Salary  $29,484  per  year.  Drug  abuse 
experience  desirable.  Must  be  able  to  obtain  California  license.  Re- 
quires M.D.,  masters  degree  in  public  health,  plus  one-year  related 
experience.  One  additional  year’s  experience  may  be  substituted  for 
masters  degree.  Appointment  at  lower  salary  level  and  future  pro- 
motion possible  for  applicant  lacking  any  experience  or  lacking 
masters  degree.  Excellent  fringe  benefits.  Direct  resumes  to  B.  A. 
Kogan,  M.D.,  Director  of  Medical  Services  Bureau,  Los  Angeles 
County  Health  Dept.,  220  N.  Broadway,  Los  Angeles,  Calif.,  90012, 
phone  (213)  625-3212,  ext.  225. 


GENERAL  PRACTITIONERS  AND  INTERNISTS  — Winter  is  coming! 
Move  to  sunny  Arizona!  Join  a general  practice  group  in  a com- 
munity of  70,000.  Excellent  living  conditions  and  hospitals,  corpor- 
ation advantages,  and  a lucrative  association.  Contact  Physicians 
& Surgeons,  Ltd.,  550  North  Country  Club  Drive,  Mesa,  Arizona 
85201,  phone  (602)  969-3511. 


CRISIS  CLINIC  DIRECTOR  — Qualified  member  mental  health  pro- 
fession, minimum  5 years’  experience.  Competence  as  mental  health 
clinician  and  administrator  necessary.  Salary  $12-16,000.  Crisis 
Clinic,  905  East  Columbia,  Seattle,  Wa.  98122. 


GENERAL  PRACTITIONER  NEEDED -- Excellent  opportunity  for 
two  GPs  to  develop  rewarding  practices  in  an  expanding  progres- 
sive community  of  6,000  servicing  a population  of  14,000.  Several 
types  of  group  association  and  off  time  coverage  available.  Located 
in  the  heart  of  beautiful  Puget  Sound  country.  Mild  year-round 
climate  offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  2'/2  million  dollar  56-bed  general 
hospital  opened  October  1968.  New  modular  physicians  clinic  com- 
plex adjacent  to  the  hospital  completed  this  year  providing  the  best 
in  office  facilities.  $25,000  net  income  guarantee  plus  other  sub- 
stantial assistance  available  to  selected  physicians.  Reply  in  con- 
fidence to  Mr.  S.  W.  Vander  Wegan,  Shelton  General  Hospital 
Foundation,  P.  O.  Box  444,  Shelton,  Wa.  98584. 


MEDICAL  DICTATION 


QUALITY  TRANSCRIPTION  — Attractive  production  rates.  Over- 
flow and  regular  work;  24  hour  service.  Introductory  rates  for 
tryout.  Trans-Tech  Transcriptions.  Ma.  4-2376. 


FINANCING 


MORTGAGE  FINANCING  AVAILABLE  — For  medical  dental 
clinics.  Call  Continental  Inc.,  Mortgage  Bankers,  8th  Floor,  Pacific 
Bldg.,  3rd  & Columbia,  Seattle,  Wa.,  98104,  MA  3-3050. 


OFFICE  SPACE 


SPACE  FOR  LEASE — Will  build  medical  clinic  bldg.,  in 
Woodinville  Medical  Dental  Center.  Dental  Clinic  just  com- 
pleted. HU  6-2746  or  HU  6-4574. 


SPACE  AND  OPPORTUNITY  — Available  for  GP.  Double  office 
in  new  clinic  building,  Burien.  GP  of  15  yrs  in  area  seeking 
associate  to  share  premium  office  space.  Contact  Alan  L,  W. 
Gunsul,  M.D.,  216  S.W.  156th  St.,  Burien,  Wa.  98166 


OFFICE  FOR  RENT — Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician.  GP  or  internist.  Population  close  to  30,000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon.  M.D.,  101  N.  E.  11th,  East  Wenatchee, 
Wa.  98801. 


CLINIC  SITE  SEATTLE  SOUTH  END  — 20,000  or  45,000  sq.  ft.  Heart 
of  shopping  and  20,000  population.  High  traffic  arterial  street.  Level 
— no  site  preparation  cost.  All  utilities  in  — ready  to  go.  Business 
zoned.  Priced  to  sell.  Contact  Mr.  Stan  Christie,  Sherwood  & 
Roberts,  Inc.,  2333  Third  Ave.,  Seattle,  98121,  phone  (206) 
MA  2-9141. 


MEDICAL  SPACE  IN  MODERN  CLINIC  — For  lease  in  Milwaukie 
Oregon.  Parking.  For  information  call  (503)  654-6529  Milwaukie, 
Oregon, 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  29 — Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland,  Ore. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle. 

Idaho  Medical  Association — Annual 

Meeting,  June  30  — July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del  Webb’s 
Towne  House,  Phoenix,  Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971;  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information:  Eldon  E.  Smith,  M.D., 
2270  Kalakaua  Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson, 
Arizona 

Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 


OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  May  5-7,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Hodgson,  Port- 
land 

Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan. -Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
P.sychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 


Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 

Oregon  Pediatric  Society — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  Macfarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  Robert  O.  McMahon,  Portland 
Sec.,  Gerald  L.  Warnock,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum, 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland. 

May,  Salishan,  Sept.,  Village  Green. 
Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  K.uhl.  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Marion  Alfred  Clark,  Long- 
view, Wash. 

Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd  Fri. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland.  Annual  Meeting,  December 
7,  1970,  Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May,  Sept.-Nov.) 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept.-May). 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 
King  County  Academy  General  Practice 
4th  Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 
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Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (OcL- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Seattle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.) 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug., 
Sept.,  Dec.) 

Pres.,  Harry  A.  Kettering,  Seattle 
Sec.,  Samuel  Davidson,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.)  Annual 
Meeting  Jan.  15,  1971,  University 

Tower  Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Pres.,  Edward  Johnston,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Place  of  Meeting,  an- 
nounced monthly. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club — 3rd  Tues.  (Sept. 
— May) 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Fri.  (Sept.-June). 

Pres.,  J.  Lowell  Kinslow  D.O., 

Seattle 

Sec.,  Colleen  Faye  Richardson, 

M.A.,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting,  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr., 

Snohomish 

Sec.,  Paul  M.  Tueffers,  Seattle 

Washington  State  Radiological  Society 
— Quarterly,  Seattle 
Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  L.  Leland  Burnett,  Seattle 

Washington  State  Society  of  Allergy- 
Northwest  Allergy  Forum 
Pres.,  Thomas  P.  Geraghty,  Seattle 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesio- 
logist— Quarterly  meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 

Pres.,  J.  Porter  Reed,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Donald  K.  Williams,  Yakima 
Sec.,  Justin  A.  Aalpoel,  Yakima 
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ERRATUM 


Page  604  of  the  August  issue  states  that  by  a reso- 
lution, the  Idaho  House  approved  plans  for  Annual 
Meetings  at  convention  centers  in  various  parts  of  the 
state.  This  statement  is  in  error.  The  correct  state- 
ment appears  on  page  729  of  the  September  issue. 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition^  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


SEARLE 
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Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  IS  mg. 
propantheline  bromide 


Pro-BanthTne  IS  mg. 
propantheline  bromide 
with 

Oartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  IS  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-BanthTne  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-BanthTne  IVa  mg. 
propantheline  bromide 
Half  Strength 


Pro’Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthlne  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthlne®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg,  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Unless  dealt  with  promptly,  excessive  anxiety  can  move  in  and 
take  over  the  anxious  patient's  thinking  and  behavior,  disruptin 
normal  ability  to  function.  In  many  patients,  such  anxiety  can 
contribute  to  illness,  exacerbate  symptoms  and  retard  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used 
adjunctively  or  alone— has  demonstrated  clinical  usefulness  in 
virtually  every  field  of  medical  practice  where  anxiety 
complicates  the  patient's  condition. 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


Division  ol  HoUmann-La  Roche  Inc 
NuMey  New  Jersey  07110 


^mRoche 

laboratories 


for  the  patient 
overwhelmed  by  anxiety 

Librium" 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 
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Give  vour  patients 

rest  from  pain  Empirin*  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 

B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  Slate  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2-3.4,5,e 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  hulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( #LX06 ) 


Baltimore,  Maryland  21201 
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(Compared  to  the  general patient  population. 


"Rheumatoid  arthritics 


were  reported 


2 to  9 times 


more  prone  to 
G.L  intolerance  with 


plain  aspirin. 


But  no  G.I.  intolerance 


with  BufFerin 


for  most 


arthritics. 


I 


The  high  incidence  of  G.I.  intolerance 
0 plain  aspirin  was  revealed  from 
lospital  records  comparing  rheumatoid 
rthritics  to  the  general  patient  popula- 
ion.'  A two-part  study  reported  in  an 
rticle"  in  the  Journal  of  the  A merican 
dcdical  Association  investigated  this 
roblem  to  determine  if  Bufferin'® 
/ould  be  better  tolerated  by  arthritics. 

The  first  part  dealt  with  37  lios- 
italized  rheumatoid  arthritics  witli 
roved  intolerance  to  aspirin.  In  a 
ouble-blind  crossover  test,  alternating 
?gimcns  of  aspirin  and  BufFerin  (2 
lbs.  4 times  a day  while  awake)  were 
Iministered.  Of  the  37,  twenty-si.\ 
.■sponded  to  Bufferin  without  signifi- 
int  gastrointestinal  problems.  In  the 
?cond  part,  25  of  these  same  26 
•thritics  participated  in  a long-term 
lanagement  study  using  Bufferin. 

In  this  single-modality  test,  24 
jt  of  25  arthritics  with  proved  aspirin 
(tolerance  took  a regimen  including 
ufferin*  (2  tabs,  q.i.d.)  from  4 to  18 
lonths  with  no  significant  gastro- 
testinal  distress. 

Lchieve  higher  pure 
cetylsalicylic  acid  blood  levels 
ister  with  Bufferin. 


1 a series  of  tests, ^ blood  levels  were 
leasured  which  compared  Bufferin 
ith  plain  aspirin.  In  the  first  minutes, 
ufferin  produced  blood  levels  of  pure 
:et)  lsalicylic  acid  averaging  almost 
vice  those  of  plain  aspirin  tablets. 

Bufferin  can  give  arthritis  suffer- 
s the  benefit  of  higher  pure  acetylsali- 
lic  acid  levels  faster.  And  without 
idue  risk  of  gastrointestinal  problems. 

Composition  ; Each  tablet  con- 
ins  aspirin  5 Gr.,  and  the  antacid 
i-Alminate®  (Bristol-Myers’  brand 
Aluminum  Gl}cinate  and  Magne- 
im  Carbonate). 

ajority  of  patients  studied  received  long-term  therapy 
nsisting  of  physiotherapy,  dietary  adjuncts,  and  in 
me  instances,  gold  salts. 

Frcmont-Smith,  P.aul,  JAMA,  1 59:386-388,  June  4, 
195  5. 

uitt,  Fdward  H,,  Jr.,  and  Morgan,  Ann  M.,  Journal  of 
Iarmac<-utical  Scimcrt,  54  No.  11:1640-1646,  1965, 

969,  Bristol-Myers  Co. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Improving  Community  Medical  Care 

Flossmoor,  Illinois 


Editor,  NORTHWEST  medicine: 

I read  your  editorial  entitled  Bright  Future  for 
Medical  Education,  June,  1970,  with  enthusiasm. 
This  is  an  exciting  approach  to  many  of  the  problems 
of  medical  education  and  the  delivery  of  health  care. 
It  has  the  potential  of  decreasing  the  manpower 
shortage  by  utilizing  presently  existing  facilities  and 
personnel,  while  increasing  the  number  of  students 
who  will  practice  medicine.  The  plan  will  add  “rele- 
vance” to  medical  education  by  liberating  students 
from  the  ivory  towered  medical  school  and  encourag- 
ing them  to  deal  more  realistically  with  the  needs  of 
society  as  encountered  in  the  community.  This  pro- 
posal, when  coupled  with  the  health  team  approach, 
may  very  well  be  one  of  the  solutions  to  the  problems 
encountered  in  our  present  health  care  delivery  system 
and  the  educational  preparation  needed  to  improve  it. 

We,  at  SAM  A,  have  started  a similar  project  called 
MECO  (Medical  Education  Community  Orientation) 
in  which  we  arrange  summer  extramural  programs  in 
non-university  affiliated  hospitals  for  first  and  second 
year  medical  students.  Judging  from  our  program’s 
success,  we  can  anticipate  major  improvements  in 
your  students’  training  and  in  their  ability  to  cope 
with  community  needs  as  well  as  the  improvement 
in  the  quality  of  community  medical  care.  We  look 
forward  to  further  description  of  this  new  approach 
and,  hopefully,  to  reports  of  its  success. 

Sincerely, 

MARK  BERGER,  Chairman 
Standing  Committee  on 
Medical  Education 


At  the  University  of  Washington,  a program  has 
been  underway  for  some  five  years  — with  financial 
input  by  the  Washington  Academy  of  General  Prac- 
tice — to  provide  summer  fellowships  for  students 
so  they  can  participate  in  practice  situations.  This 

Continued  on  page  835 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 

f^^Aatmaceu/icaA. 
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summer  sees  some  19  third  year  students  so  involved; 
moreover  — and  I feel  this  is  novel  in  the  nation  — 
arrangements  have  been  completed  to  designate  the 
supervising  physician  as  a temporary  member  of  the 
clinical  faculty  and  so  to  extend  to  him  professional 
liability  insurance  protection  from  the  University 
during  his  teaching  supervisory  activity.  At  the  same 
time,  the  student  is  also  extended  personal  liability 
protection  as  he  ventures  forth.  Moreover,  during 
the  past  three  or  four  years  a number  of  first  and 
second  year  students  have  taken  advantage  of  oppor- 
tunities within  the  Department  of  Preventive  Medi- 
cine, Psychiatry,  with  Bob  Aldrich,  in  conjunction 
with  various  State  Medical  Associations  and  the 
Washington! Alaska  Regional  Medical  Program  to 
get  involved  with  the  community  affairs,  too.  Finally, 
communities  such  as  Boise,  Idaho,  and  their  County 
Medical  Society  have  communicated  with  both  of 
our  regions  medical  schools  to  set  up  and  carry  out 
extremely  beneficial  educational  programs  that 
achieve  the  objectives  referred  to  by  Mr.  Berger. 

W.O.R. 


Fair  Share  of  The  Load 

Renton,  Washington 

Editor,  NORTHWEST  medicine: 

The  following  letter  was  addressed  to  the  President 
of  King  County  Medical  Society  because  the  prob- 
lem discussed  is  acute  in  this  area.  However,  I be- 
lieve the  principles  stated  will  apply  wherever  there 
is  concentration  of  population.  If  we  have  responsi- 
bility as  a profession,  I think  it  only  fair  that  the 
responsibility  be  shared  by  all  members  of  the  pro- 
fession. 

Sincerely, 

BAIRD  M.  BARDARSON,  M.D. 


Dear  Dr.  Sheehy: 

I am  sure  that  you  are  aware  of  the  crisis  in 
health  care  being  experienced  by  the  poor  in 
South  King  County.  This  letter  is  an  entreaty  to 
the  officials  of  the  King  County  Medical  Society 
to  provide  leadership  in  the  solution  of  this  cirsis. 

Today  is  my  day  off  and  while  finishing  up 
odds  and  ends  of  paperwork,  I was  astonished 
when  my  receptionist  noted  that  she  had  made 
appointments  for  10  new  Welfare  patients  to- 
morrow. Apparently  the  word  has  spread  that 
I treat  Welfare  patients  and,  being  one  of  the 
few  physicians  in  the  area  that  do,  it  appears 


that  my  practice  will  soon  be  weighted  by  those 
with  little  ability  to  compensate  me.  As  the  eco- 
nomic crisis  in  this  area  deepens,  and  unemploy- 
ment compensation  runs  out,  and  more  people 
go  on  Welfare,  the  situation  will  become  more 
acute. 

I am  wrestling  with  the  ethical  question  of 
whether  or  not  I can  stop  seeing  this  class  of 
patients,  that  is.  Welfare  patients.  If  this  occurs, 
what  is  going  to  happen  to  them  when  they  are 
ill?  If  I am  morally  obligated  to  see  them,  what 
of  my  colleagues  who  are  not  accepting  this 
responsibility? 

You  may  have  heard  the  "horror"  stories 
throughout  the  county  of  Welfare  patients  phon- 
ing physician  after  physician  and  finding  no  one 
to  care  for  their  illnesses.  Often  they  end  up  in 
the  local  hospital  emergency  room  where  treat- 
ment is  spotty,  expensive,  and  there  is  no  follow- 
up. 

I understand  that  parts  of  the  City  of  Seattle 
have  tried  to  solve  this  problem  by  staffing  free 
clinics  with  medical  students,  residents  and  inter- 
ested private  physicians.  Although  such  care  ap- 
pears to  be  less  than  high  standard,  it  might  well 
work  in  South  King  County  and  would  be  better 
than  nothing. 

However,  it  would  appear  that  a much  easier 
solution  would  be  for  all  physicians  to  carry 
their  fair  share  of  the  load.  It  would  certainly  be 
more  consonant  with  my  view  of  private  practice 
in  which  the  physician  take  personal  responsi- 
bility for  his  patients. 

A number  of  quotations  from  the  Principles  of 
Medical  Ethics  seem  to  bear  on  the  problem: 

The  principle  objective  of  the  med- 
ical profession  is  to  render  service  to 
humanity  with  full  respect  for  the  dig- 
nity of  man. 

Reward  or  financial  gain  is  a sub- 
ordinate consideration. 

The  American  Medical  Association 
believes  that  free  choice  of  physicians 
is  the  right  of  every  individual  and  one 
which  he  should  be  free  to  exercise  as 
he  chooses. 

A physician  should  expose,  without 
fear  or  favor,  incompetent,  or  corrupt, 
dishonest  or  unethical  conduct  on  the 
part  of  members  of  the  profession. 

If  medical  societies  fail  to  accept 
and  discharge  their  obligations  in  mat- 
ters of  ethics,  others  will  assume  these 
obligations  by  default. 

One  of  the  strongest  holds  of  the 
profession  on  public  approbation  and 
support  has  been  the  age-old  profes- 
sional ideal  of  medical  service  to  all, 
whether  able  to  pay  or  not.  That  ideal 
is  basic  to  our  ethics. 

Leadership  from  the  county  level  is  needed  to 
remind  our  members  to  assume  their  fair  share 

Continued  on  page  839 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola^ 
products. 


« o»-  O 


wSAFFlOWER  OIL 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 
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of  the  burden.  It  might  be  well  to  publish  a state' 
ment  as  follows: 

"Dear  Fellow  Physicians:  The  Cov- 
ing Board  of  the  King  County  Medical 
Society  feels  it  is  unethical  for  a physi- 
cian to  refuse  to  attend  the  medical 
needs  of  a person  solely  because  he 
is  on  Public  Assistance." 

Sincerely  yours, 

Baird  M.  Bardarson,  M.D. 


New  Title  for  Physicians 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

How  (or  why)  can  a culture  that  has  not  developed 
the  expertise  to  control  crime,  poverty,  civil  disorders, 
war,  inflation,  etc.,  mount  such  a devastating  attaek 
on  the  very  beginning  of  life  itself?  Abortion  is  ar- 
rived at  bv  a frightened  and  permissive  society  that 
may  prefer  to  eliminate  its  problems  to  solving  them. 
Abortion  subordinates  the  “Right  to  Life”  to  the 
material  and  soeial  coneems  of  the  moment  as  well 
as  the  “Passions”  of  the  moment. 

Is  eonvenience  to  be  accepted  as  a valid  and  non- 
criminal reason  for  taking  an  infant  life?  Is  destruction 
and  annihilation  a solution  to  a problem?  Shall  the 
“curette”  become  “mightier  than  the  sword”?  Shall 
the  physician  replace  his  position  of  respeetibility  as 
a healer  by  a new  title,  e.g.,  “Lord  High  Execu- 
tioner”? 

I urge  my  fellow  physieians  to  work  against  Refer- 
endum 20;  let  us  help  maintain  (regain?)  the  dignitv 
of  man  and  his  reverenee  for  “Human  Life.”  Let  us 
not  beeome  barbarians. 

Sincerely  yours, 

STANLEY  W.  SHERRY,  M.D. 


Objection  to  Cigarette  Advertising 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

Recently,  while  reading  through  an  issue  of  your 
Journal,  I noted  an  advertisement  for  eigarettes!  It 
seems  ineoneeivable  to  me  that  a Medieal  Journal 


would  advertise  a product  which  is  known  to  be 
detrimental  to  the  health  of  people  who  use  it. 

Therefore,  I most  strongly  object  to  the  advertise- 
ment of  cigarettes  in  northwest  medicine. 

Sincerely  yours, 

LOUIS  J.  LANCASTER,  M.D. 


Guest  Editorials  Praised 

Seattle,  Washington 

Charles  D.  Muller,  Jr.  M.D.: 

I continue  to  be  amazed  at  the  quality  and  insight 
of  the  editorials  you  write  for  northwest  medicine. 
We  are  all  fortunate  to  have  people  with  your  wisdom 
eounselling  us. 

I wish  I eould  be  as  wise. 

NAME  OMITTED  BY  REQUEST 
OF  WRITER 


Euthanasia  by  Experts 

Portland,  Oregon 

Editor,  NORTHW'EST  MEDICINE: 

The  two  artieles  written  bv  Robert  H.  Williams^’^ 
and  printed  in  the  July,  1970  issue  of  northwest 
MEDICINE  seem  to  be  better  examples  of  error,  ignor- 
ance, and  naivete  than  of  scientific  fact  and  logic. 

To  refute  each  error  would  make  this  letter  tedious. 
The  two  errors  I choose  to  refute  were  selected  onlv 
because  vou  can  check  the  validity  of  mv  data  easily. 
Some  of  Dr.  Williams’  conclusions  are  based  on  his 
questionnaires.  Without  evaluating  the  potential  in- 
trinsic bias  in  the  structure  of  his  questions  and 
answers,  the  questionnaires  and  their  value  can  be 
criticized  because  of  erroneous  data.  He  stated,  “The 
following  are  estimates  reported  in  the  literature 
regarding  illegal  abortions  annually  in  the  U.S.A.: 
One  million  performed  per  year;  10  percent  even- 
tually hospitalized;  5,000-10,000  deaths,  . . . 

The  number  of  illegal  abortions  in  the  United 
States  has  been  estimated  to  be  between  200,000 
and  1,200,000  annually.  When  speaking  of  the 
1,000,000  per  year  estimate,  however,  Allan  Gutt- 
macher.  President  of  Planned  Parenthood  Association 
and  a pro-abortionist,  wrote,  “In  the  first  place  there 
are  no  good  figures  that  I know  of  that  in  any  way 
depict  incidence.  Taussig’s  book  pulls  out  a nice 
round  number  but  when  you  try  to  analyze  the 

continued  on  page  841 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  ciini- 
cal  data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


^iice  ^otMetwnd 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 
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formulae  by  which  the  number  is  derived,  you  could 
have  substituted  other  values  and  obtained  quite  a 
different  answer.”^ 

For  the  15-44  year  old  age  group,  the  total  of 
deaths  in  1967  from  deliveries  and  complications  of 
pregnancy,  childbirth,  and  the  puerperium  was  989. 
Of  that  number,  160  were  related  to  abortion.®  I 
acknowledge  that  all  abortion  deaths  may  not  be 
reported  as  such;  but  can  you  believe  that  4,840- 
9,840  sudden,  criminal  deaths  in  young  women  an- 
nually go  undetected  and  unreported? 

Dr.  Williams  may  be  ignorant  of  the  meaning  of 
the  law  in  his  state.  Discussing  “negative  euthanasia- 
planned  omission  of  therapies  that  probably  would 
prolong  life,”^  he  wrote,  “However,  physicians  are 
forbidden  by  law  to  engage  in  such  practice  ...” 
Seemingly  giving  credence  to  Dr.  Williams’  statement, 
Washington  State  criminal  law  defines  homicide  as 
“the  killing  of  a human  being  by  the  act,  procurement 
or  omission  of  another,  death  occurring  within  three 
years  and  a day,  and  is  either  1.  murder,  2.  man- 
slaughter, 3.  excusable  homicide  or  4.  justifiable 
homicide.”®  The  attorney  in  the  Washington  State 
Attorney-General’s  office  who  spoke  to  me,  however, 
concluded,  unofficially,  that  no  criminal  liability 
exists  in  the  failure  to  prolong  the  life  of  an  im- 
minently terminal  patient.  Mr.  George  P.  Fletcher, 
assistant  professor  of  law  at  the  University  of  Wash- 


ington used  the  example  of  “turning  off  the  switch  of 
a respirator”  in  his  discussion  of  the  law.  He  stated, 
“The  doctor’s  duty  to  prolong  life  is  a function  of 
his  relationship  with  his  patient;  and  in  the  typical 
case,  that  relationship  devolves  into  the  patient’s 
expeetations  of  the  treatment  he  will  receive.  Those 
expeetations,  in  turn,  are  a function  of  the  practices 
prevailing  in  the  community  at  the  time,  and  prac- 
tices in  the  use  of  respirators  to  prolong  life  are  no 
more  and  no  less  than  what  doctors  actually  do  in 
the  time  and  place.  Thus  we  have  come  full  circle. 
We  began  the  inquiry  by  asking;  Is  it  legally  per- 
missible for  doctors  to  turn  off  respirators  used  to 
prolong  the  life  of  doomed  patients?  And  the  answer 
after  our  tortuous  journey  is  simply:  It  all  depends  on 
what  doctors  customarily  do.  The  law  is  sometimes 
no  more  precise  than  that.”^  Is  it  surprising  that 
there  are,  as  Dr.  Williams  wrote,  “almost  never  any 
convictions?” 

The  articles  seem  to  display  a naive  faith  in  ex- 
perts. Dr.  Williams  wrote,  “However,  we  should 
give  assurance  that  their  wishes  for  euthanasia  will 
be  granted  if  success  is  not  encountered  within  a 
period  considered  reasonable  by  experts.”  Would  he 
consider  the  following  men  as  experts?  Each  con- 
tributed valuable  works  to  the  medical  literature 
and  each  was  a proponent  of  euthanasia: 

The  far  from  comprehensive  list  includes  Max 

Continued  on  page  842 
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deCrinis,  professor  of  psychiatry  at  the  University  of 
Berlin;  Werner  Villinger,  professor  of  psychiatry  at 
the  University  of  Breslau  and  a 1950  participant  in 
the  White  House  Conference  on  Children  and  Youth; 
Carl  Schneider,  professor  of  psychiatry  at  the  Uni- 
versity of  Heidelberg;  Paul  Nitsche,  director  of 
Sonnenstein  psychiatric  hospital  and  member  of  the 
editorial  staff  of  the  Journal  of  Mental  Hygiene, 
Cermany;  Werner  Heyde,  professor  of  psychiatry  at 
the  University  of  Wurzburg;  and  Friedrich  Tillman, 
director  of  orphanages  in  Cologne. 

Each  of  these  men,  except  Dr.  Nitsche,  committed 
suicide  when  expected  to  explain  his  euthanasia 
philosophy.  Dr.  Nitsche  was  executed  in  1947  after 
he  explained  his  position  to  the  War  Crime  Court. 
Each  played  a significant,  active  role  in  organizing, 
directing,  and  consummating  Nazi  Germany’s  eutha- 
nasia program.  None  was  ordered  or  compelled  to  do 
what  he  did.^  Each  was  an  expert.  Each  was  a promi- 
nent, respected  expert. 

The  purposeful  destruction  of  human  life  is  always 
evil.  Societal  circumstances  may  legally  justify  certain 


killings  as  the  lesser  of  two  evils.  The  act  of  killing, 
whether  or  not  legally  acceptable,  is  an  admission 
of  the  failure  of  human  resource.  I believe  the  only 
intentional  homicide  which  should  be  legally  con- 
doned is  that  performed  to  save  the  life  of  an  indi- 
vidual from  an  aggressor. 

Yours  truly, 

RUSSELL  N.  SACCO,  M.D. 
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THE  BEST  OF  ALL  POSSIBLE  DRUGS 

There  is  some  clamor  these  days  for  legislation  that  would  ban  the  patenting  of  a new 
drug  unless  the  manufacturer  could  prove  that  it  was  significantly  more  effective  than  all 
similar  drugs  now  available.  This  well  intended,  if  somewhat  naive,  proposal  is  an  inter- 
esting example  of  how  the  plausible  can  become  the  mischievous.  If  such  a bill  passes. 
Government  will  then  determine  the  relative  efficacy  of  each  new  drug.  Similar  criteria, 
one  might  suppose,  would  be  applied  to  air  conditioners,  automobiles,  television  sets, 
and  cocktails.  Let  us  permit  only  the  best  pencils,  pickles,  or  penicillin  to  be  sold. 

Only  an  amateur  would  suppose  that  drug  efficacy  can  be  determined  that  simply.  If  a 
drug  is  potent,  it  is  also  potentially  dangerous.  At  what  point  does  the  danger  outweigh 
the  benefit?  How  does  the  federal  agency  allow  for  personal  idiosyncracy  of  patients?  Is 
a pleasantly  flavored  vehicle  enough  to  warrant  a patent  if  there  is  no  change  in  pharma- 
cologic effectiveness?  How  do  you  appraise  therapeutic  efficiency  in  human  beings  with- 
out trying  the  drug  before  it  is  made  available  for  human  use?  Do  you  release  it  on  the 
basis  of  animal  experiments  only?  How  does  a Government  tribunal  weigh  the  placebo 
effect,  the  suggestive  effect,  and  effect  of  the  practitioner  s art  on  the  workings  of  a new 
pharmaceutical? 

Of  course  the  Federal  Government  can,  by  a simple  act  of  Congress,  create  a Section 
for  the  Appraisal  of  Pharmaceuticals  (to  be  identified  by  its  capital  initials),  and  thus  the 
Voice  of  Authority  will  tell  us  what  is  good  for  us.  The  Voice  of  Authority  once  rejected 
Lister  s theory  of  antisepsis,  Jenners  vaccination  against  small  pox,  Semmelweiss’s  report 
on  the  cause  of  puerperal  fever  — not  to  mention  Auenbrugger  s discovery  of  the  value 
of  chest  percussion.  Federal  appraisal  of  drug  efficiency  offers  a road  well  paved  with 
good  intentions  — and  frought  with  the  mischief  that  often  comes  when  amateurs  make 
technical  decisions  for  the  professionally  trained. 


Editorial,  The  Journal  of  The  Medical 
Society  of  New  Jersey,  67:519  (September)  1970. 

Copied  by  permission. 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


(elap  Tablets 

^lach  tablet  contains:  No.  0 No.  1 No.  2 

'henobarbital  8 mg.  15  mg.  30  mg. 

i(W*f0ing:  Miy  b«  habit  forming)  f(\^‘ 

ielladonna  Extract  8 mg.  8 mg.  »mg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
' iblets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
. filiation  or  flushing  and  dryness  of  the  skin  may 
xur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
■ ith  incipient  glaucoma  or  urinary  bladder  neck 
! xtruction  as  in  prostatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  habit  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warn.ng  May  be  hab't  forming) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med‘  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  7y-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


Louis  Pasteur,  biochemist,  1822-1895 


Pasteur 

knew 

what 

every 

Doctor 

and 

Nurse 

should 

know 


LOUIS  PASTEUR,  immortal  of 
medicine,  became  famous  partly  for 
what  he  was  not.  He  was  not  an  M.D., 
yet  gave  innoculations;  not  a pharma- 
cist, yet  he  manufactured  vaccines;  not 
a nurse,  yet  with  gentle  compassion  he 
could  free  rabies  victims  from  their 
terror  of  the  unknown;  not  a veteri- 
narian, yet  he  treated  poultry  and  cat- 
tle; not  a physicist,  yet  he  founded  the 
Science  of  Stereochemistry;  not  an 
entomologist,  yet  he  cured  a billion  silk 
worms  to  save  France's  silk  industry; 
not  a businessman,  financier  or  states- 
man, yet  in  helping  to  save  the  wine, 
dairy,  silk,  cattle,  poultry,  beer  and 
vinegar  industries,  he  enabled  his  coun- 
try to  pay  Bismarck  all  the  harsh  in- 
demnity of  the  Franco-Prussian  War. 


Pasteur  was  not  a preacher  or  a phi- 
losopher, but  he  was  a tireless  crusader: 
his  zeal  in  defense  of  the  germ  theory 
— against  “spontaneous  generation” — 
won  him  disciples  such  as  the  great 
Lister  and  led  to  the  saving  of  untold 
millions  of  lives  by  asepsis  in  surgery 
and  childbirth. 

Pasteur  was  not  a vintner,  yet  he 
knew  and  loved  wine.  He  discovered 
the  principal  secret  of  wine,  in  fact: 
was  the  first  human  being  to  unlock 
the  basic  mystery  o-f  fermentation,  to 
show  how  wine  is  born,  living  and 
breathing,  the  happy  result  of  a mar- 
riage between  natural  yeasts  and  the 
juices  of  ripe  grapes.  “Winej’  said  Pas- 
teur, “is  the  most  healthful  and  hygi- 
enic of  all  beverages.” 


Would  you  of  the  healing  and  nurs- 
ing professions  like  to  have  a summary 
of  the  latest  findings  of  worldwide  sci- 
entific research  on  wine  in  therapy  and  1 
patient  care?  ‘ 

And  would  you  like  to  receive  some 
delightful  wine  booklets  for  your  pleas-  ; 
ure  at  home,  with  wine  ideas  and  rec-  ' 
ipes  that  every  doctor  and  nurse  should 
have? 

If  so,  just  circle  the  items  you  wish 
in  the  list  below,  and  mail  it  to  us.  We 
will  fill  your  “Prescription”  for  wine 
literature  without  charge. 


Reading  Prescription  jor:  Doctor,  Nurse,  Administrator,  Technician,  Dietician,  etc.  (Sent  free  to  members  of  the  medical  profession.) 


Circle  each  number  wanted : 1.  (Vine  and  Tranquility,  a 7-pagc  reprint  by  Salvatore  P.  Lucia,  ' 
M.D.  2.  The  Use  of  (Vine  in  Hospitals  and  Nursing  Homes,  a panel  discussion,  especially  of 
wine  in  convalescent  and  geriatric  care,  patient  and  staff  morale.  3.  Wine  Brightens  the  Hospital 
Diet  and  the  Hospital,  reprint,  with  practical  ideas  for  use  when  installing  wine  in  hospital,  ' 
nursing  home.  4.  Uses  of  Wine  in  Medical  Practice,  a 64-page  booklet  with  research  findings, 
summaries  of  Indications/Contraindications  for  Wine,  bibliography.  5.  For  your  personal 
pleasure:  California  Wine  Cookery  and  Drinks  (88  recipes,  ideas).  6.  For  entertaining:  Wine  , 
Tasting  Party.  7.  For  your  own  “cellar”:  Storage  and  Care  of  Wine  in  your  Home. 

State Zip Please  print  your  name,  title  as  niemher  of  niedical  profession,  address  and  zip  and  mail  to:  , 

DEPARTMENT  L-10  WINE  ADVISORY  BOARD,  717  MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103j| 


Name 

Title 

Address 
City 


I ^ChrOCldm  TaWets  and  Syrup 
1 Tetracycline  HCl— Antihistamine— Analgesic  Compound 

• Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


) ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
tj*  of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
p upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
( patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
‘light  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
|surc;  discontinue  treatment  if  skin  discomfort 
I occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gaslroinlesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/a/t— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  K/d/tej— dose-related  rise  in 
BUN.  Hyperseiisilivily  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/oor/— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Mylanta 

24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  Hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  911 09 

Division  of  Allas  Chemical  Industries,  Inc.,  Wilmingfon,  Del.  19899 


Tepanil*  Ten-td 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  ConcurrenHy  with  MAO  Inhibitors,  In  potients  hypersensitive  to 
this  drug;  in  emotlonolly  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  greet  caution  In 
patients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentiol  risks. 
Adverse  Reoctions:  Rarely  severe  enough  to  require  discontinuotlon  of  therapy,  un- 
pfeosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  moy 
occasionally  couse  CNS  ef/eefs  such  os  Insomnio,  nervousness,  dizziness,  anxiety, 


ond  litterlness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  In  convulsive  episodes  has  been  reported.  Sympothomimetic  cordio- 
voscular  effects  reported  include  ones  such  as  tachycardia,  precordlal  pain, 
orrhythmio,  polpitotion,  and  Increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  offer  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isolated  experience,  which  hos  not  been 
reported  by  others.  A//erg/c  phenomeno  reported  include  such  conditions  os  rash, 
urticoria,  ecchymosis,  ond  erythema.  Gostrolntest/no/  effects  such  as  diarrheo, 
constipation,  nouseo,  vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurla,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
dally,  swollowed  whole.  In  midmorning  {10  a.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo«a  / i/?o  / u.s.  patent  ho.  3,001,910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  ar  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  loot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 
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Don’t 

complete  another 

insurance 
claim  form 


If  you  are  not  presently  using  the  Synergy 
insurance  claim  processing  program, 
your  office  overhead  costs  and  accounts 
receivables  are  probably  twice  as  high 
as  they  need  to  be.  Because  our  spe- 
cialized service  can  do  in  minutes  the  de- 
tailed work  your  people  need  days  to 
complete. 

As  complicated  new  health  insurance 
legislation  is  written,  our  programs  auto- 
matically put  these  changes  into  effect. 

And  that's  just  the  beginning. 

As  part  of  our  service,  we’ll  . . . 

• Process  all  types  of  insurance  claims, 

• Send  you  an  advance  payment  on 
outstanding  insurance  claims, 

• Prepare  and  mail  your  patient  state- 
ments, 

• Provide  an  accounts  receivable 
report  which  gives  more  information 
at  a glance  than  the  ledger  card  you 
are  now  using, 

• Even  write  your  refund  checks  on 
overpaid  accounts,  and  more. 


For  probably  less  than  it  is  presently  cost- 
ing you  to  manage  your  accounts  receiv- 
able. 

Synergy  offers  the  kind  of  program  which 
will  allowyou  and  your  medical  assistants 
to  devote  full  time  to  the  practice  of  med- 
icine. 

You  can  get  the  full  story  on  Synergy’s 
complete  accounts  receivable  manage- 
ment service  by  calling  MA  2-6944  in 
Seattle,  or  by  mailing  this  coupom. 


Synergy,  Inc. 

1411  4th  Avenue  Building 
Seattle,  Washington  98101 

I would  like  additional  information  on  the 
Synergy  accounts  receivable  manage- 
ment program. 

Name 

Address 

City/State 

Telephone 


PUBLISHED  TO  REPLACE  A PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERED  MISLEADING 


The  Food  and  Drug  Administration  has  requested  that  we  bring  to  your  attention 
a recent  promotional  campaign  for  Garamycin  Injectable  (gentamicin  sulfate)  which 
featured  a nationwide  in-vitro  hospital  survey  involving  a comparison  of 
sensitivity  patterns  of  Garamycin  Injectable  and  seven  other  antibiotics. 


The  FDA  considers  the  advertising  misleading  in  several  respects  such  as : 


The  in-vitro  chart  contained  in  the  ads,  which  compared  Garamycin  Injectable 
with  seven  other  antibiotics,  implied  that  Garamycin  Injectable  is  clinically  more 
effective  than  the  seven  other  compared  antibiotics.  THE  FACTS  ARE  (1 ) THAT 
DIRECT  EXTRAPOLATION  OF  NONCLINICAL  FINDINGS  TO  CLINICAL 
EFFECTIVENESS  IS  UNWARRANTED,  AND  (2)  THAT  THE  ADVERTISED 
IN-VITRO  COMPARISONS  DO  NOT  CONSTITUTE  A VALID  BASIS  FOR 
SUGGESTING  THAT  GARAMYCIN  INJECTABLE  HAS  GREATER  CLINICAL 
EFFECTIVENESS  THAN  THE  COMPARED  ANTIBIOTICS. 


The  in-vitro  chart  and  information  contained  under  the  ad  heading,  “Indications" 
presented  in-vitro  data  results  in  such  a way  as  to  imply  that  the  drug  is  indicated 
for  Gram-positive  bacteria,  such  as  Staphylococcus  aureus.  GARAMYCIN  INJECTABLE 
IS  NOT  APPROVED  FOR  INFECTIONS  DUE  TO  ANY  GRAM-POSITIVE 
ORGANISMS. 


We  emphasize  that  Garamycin  Injectable  is  approved  for  use  only  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudomonas 
aeruginosa,  and  species  of  indole-positive  and  indole-  negative  Proteus, 
Escherichia  coli,  and  Klebsiella-Aerobacter. 


850 

Northwest  Medicine,  November,  1970 


Injectable 

Garamvan 

gentamicin  I sulfate 
injection 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 


BRIEF  SUMMARY 

INDICATIONS  GARAMYCIN  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudo- 
monas aeruginosa,  and  species  of  indole-positive  and  indole-negative 
Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and  to  determine 
its  sensitivity  to  gentamicin  sulfate.  Sensitivity  discs  of  the  drug  are 
available  for  this  purpose.  If  the  susceptibility  tests  indicate  that  the 
causative  organism  is  resistant  to  gentamicin  sulfate,  other  appropriate 
antibiotic  therapy  should  be  instituted. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeruginosa, 
Proteus  and  other  susceptible  organisms,  with  due  regard  for  relative 
antibiotic  toxicity.  Therefore,  the  drug  should  be  considered  for  use 
against  gram-negative:  1.  Bacteremia;  2.  Infected  surgical  wounds;  3. 
Severe  soft  tissue  infections,  including  burns  complicated  by  sepsis;  4. 
Respiratory  tract  infections,-  and  5.  Selected  cases  of  urinary  tract  infec- 
tion. 

CONTRAINDICATIONS  GARAMYCIN  Injectable  is  contraindicated  in  in- 
dividuals with  a history  of  hypersensitivity  or  toxic  reactions  to  genta- 
micin. 

WARNINGS  Patients  receiving  treatment  with  GARAMYCIN  should  be 
under  close  clinical  observation  because  of  the  toxicity  associated  with 
the  use  of  this  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in 
patients,  primarily  those  with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should  be 
kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal  impair- 
ment. Kidney  function  diminished  by  infection  of  the  upper  urinary  tract 
may,  however,  improve  during  effective  treatment  with  GARAMYCIN 
Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as  strep- 
tomycin and  kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
myxin, colistin,  and  kanamycin  with  gentamicin  sulfate  has  not  been 
shown  to  afford  any  clinical  advantages  and,  moreover  may  result  in 
additive  toxicity.  Monitoring  of  vestibular,  cochlear,  and  renal  function 
will  provide  guidance  for  therapy  in  such  cases. 

PRECAUTIONS  In  patients  with  impaired  renal  function  in  whom  serious 
infection  develops,  serum  concentrations  of  the  drug  may  rise,  with  con- 
sequently increased  risk  of  ototoxicity.  In  these  patients  or  in  those 


in  whom  recommended  dosage  or  duration  of  therapy  must  be  exceeded  as 
a life-saving  measure,  routine  studies  of  kidney  function  should  be  per- 
formed when  possible.  These  may  be  supplemented  by  evaluation  of  the 
vestibular  and  auditory  function  and  measurement  of  serum  concentra- 
tion of  the  drug  when  feasible.  Serum  concentration  of  gentamicin  should 
be  maintained  below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  oto- 
toxicity. 

Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10  days 
or  be  repeated  unless  required  for  serious  infection  not  responsive  to 
other  agents. 

As  with  other  antibiotics,  treatment  with  GARAMYCIN  injectable  may 
occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If  super- 
infection occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  animals 
have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in  women  of 
childbearing  age  unless  its  use  is  deemed  advisable  by  the  physician. 

ADVERSE  REACTIONS  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  GARAMYCIN  Injectable  was  2.8  per  cent  (16 
of  565  patients).  Contributory  factors  (two  or  more  factors  were  relevant 
to  most  patients)  were  as  follows:  10  had  azotemia,  10  received  a total 
of  1 gram  or  more  of  the  drug,  7 had  recently  received  other  potentially 
ototoxic  antibiotics  (streptomycin  or  kanamycin),  and  5 were  over  60  years 
of  age.  Six  also  had  decreased  high-tone  hearing  acuity,  which  returned 
to  or  toward  normal  in  the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with  GARAMYCIN 
Injectable.  Of  20  increases  probably  or  possibly  related  to  treatment,  7 
were  reversible,  9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression  of 
granulocytes  with  normal  bone  marrow.  Other  rarely  reported  and  pos- 
sibly treatment-related  adverse  reactions  were  anemia,  increased  reticulo- 
cyte count,  rash,  purpura,  drug  fever,  hypotension,  convulsions , twitching, 
salivation,  nausea,  vomiting,  increased  transaminase  activity  (SCOT  or 
SGPT),  increased  serum  bilirubin,  decreased  serum  calcium,  and  joint  pain. 

PACKAGING  GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 

SCHERING  CORPORATION,  UNION,  NEW  JERSEY  07083 


EDITORIAL 


Continuing  Medical  Education  1. 

Surveys!  Surveys! 


In  September,  in  Spokane,  Washington  State 
Medical  Association  voted  a dues  increase 
and  allocated  the  sum  of  ten  dollars  per  member 
to  continuing  medical  education.  This  is  fine;  all 
agree  that  an  affluent  profession  should  not  have 
its  education  subsidized.  Now  that  the  money 
will  be  there,  it  is  time  to  plan  what  to  do  with 
it.  It  would  be  nice  to  avoid  the  experience  of 
the  earlv  Regional  Medical  Program  where  a 
grant  was  looking  for  an  idea.  In  this,  and  two 
subsequent  editorials,  we  shall  consider  some 
of  the  proposals  for  the  use  of  this  money  to  im- 
prove continuing  medical  education.  First,  let 
us  look  at  surv'eys  and  questionnaires  and  par- 
ticularly their  use  in  planning  and  evaluation. 

Future  historians  mav  well  epitomize  our  time 
by  saying  we  were  a sampled  people.  From 
Kinsey  to  Neilsen,  all  our  habits  hav'e  been 
studied,  tabulated,  analyzed  and  discussed.  And 
the  same  is  true  for  medical  education.  Any 
course  of  any  kind  is  followed  by  a multiple 


choice  questionnaire: 

A.  I liked  the  course  a lot.  □ 

B.  I liked  the  course  a little  bit.  □ 

C.  I didn't  like  the  course  a little  bit.  □ 

D.  I didn't  like  the  course  a lot.  □ 


Results;  Those  liking  the  course  a lot  are  sig- 
nificantly more  than  those  who  liked  it  a little 
bit,  (p  <0.01). 

The  most  remarkable  statistic  about  these  eval- 
uations is  how  well  they  correlate.  Over  the  years, 
regardless  of  content  or  presentation,  the  per- 
centage of  people  who  like  the  course,  find  it 
just  about  the  right  length  and  plan  to  return  does 
not  vary  more  than  one  or  two  points.  It  is  evi- 
dent that  such  results  tell  us  much  more  about 
the  audience  than  about  the  program.  I think 
people  who  attend  are  kind  and  polite.  Some 
years  ago  when  we  asked  them,  “Did  you  like 
the  course?”,  they  liked  it;  when  we  asked,  “Did 
you  learn  anything  new?”,  they  did  learn  some- 
thing new;  and  now  when  we  are  asking  if  the 
course  will  produce  any  changes  in  practice,  the 
answer  is,  “Yes,  it  will.” 

Such  evaluation  becomes  progressively  more 
involved  and  expensive.  There  are  tests  to  test 


tests,  or  refine  the  instrument,  as  we  say.  Pre- 
and  post-course  tests  can  show  that  knowledge 
has  been  acquired,  but  this  is  a long  way  from 
showing  a change  in  practice  habits.  Today  the 
ideal  college  would  have  to  be  a log  cut  from 
the  crotch  of  a tree  with  Mark  Hopkins  at  one 
end  and  the  student  and  the  evaluator  sharing 
the  other. 

Occasionally,  an  evaluation  manages  to  get  to 
the  heart  of  the  matter.  John  Lein,  the  Mahdi  of 
Continuing  Medical  Education,  relates  a method 
he  has  used  with  his  circuit  courses.  After  the 
caravan  has  passed,  he  checks  with  pharmacists 
in  the  area  for  sales  of  a drug  that  has  been  recom- 
mended. In  August,  this  journal  polled  a sample 
of  readers  on  their  reaction  to  the  insert  from 
Western  Journal  of  Medicine.  The  key  question, 
“Would  you  pay  a four  dollar  dues  increase  to 
receive  it?”  produced  an  unequivocal  answer. 
Such  experiences  are  heartening  but  occur  in- 
frequently. 

The  Washington  State  Medical  Education  and 
Research  Foundation  survey  has  produced  use- 
ful information  on  the  current  state  of  continuing 
education  but  has  gone  about  as  far  as  it  can  go. 
The  survey  shows  prettv  well  who  goes  to 
courses,  where  they  go,  and  how  they  like  them. 
This  information  is  helpful  in  planning  but  sur- 
veys can  never  hope  to  answer  three  basic  ques- 
tions. Should  these  physicians  have  gone  to  these 
courses?  Did  they  learn  the  right  things?  And, 
are  they  using  this  knowledge  in  their  practice? 

Surveys  have  contributed  all  they  can  to  the 
present  state  of  medical  education.  They  can 
study  the  problem  further  but  they  cannot  solve 
it.  Evaluation  of  continuing  education  is  essen- 
tial but  no  amount  of  statistical  analysis  or  cor- 
relation of  dependent  variables  using  information 
contained  in  questionnaires  can  do  it.  Asking  the 
physicians  what  topics  they  would  like  to  hear 
about  is  a step  forward  but  can  never  reveal 
deficiencies  they  are  not  aware  of  A method  for 
pertinent  continuing  education  will  be  discussed 
in  subsequent  editorials. 

L.  A.  H. 
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The  Physician  and  The  Pharmacist 


Paradox  — Both  the  physician  and  pharam- 
cist  are  concerned  that  the  patient  get  the 
best  medical  care  possible,  yet  these  people  have 
few  meaningful  contacts  at  the  professional  level 
over  patient  problems.  As  one  who  has  been  in 
almost  daily  contact  with  both  of  these  professions 
for  over  30  years  — most  of  them  as  an  educator 
— I have  struggled  and  expect  to  continue  to 
struggle  within  the  confinies  of  this  dichotomy. 

In  historical  perspective  there  are  logical  rea- 
sons for  such  a condition  to  exist.  Long  ago  when 
the  physician  and  pharmacist  were  the  same 
individual,  it  became  apparent  that  the  two 
activities  should  be  separated  in  the  public’s 
interest.  Firstly,  the  skills  necessary  to  perform 
the  specific  tasks  involved  had  gained  such  so- 
phistication that  no  one  ordinary  individual 
could  do  justice  to  both.  Secondly,  since  drugs 
were  articles  of  commerce  and  frequentlv  success 
in  commerce  seemed  to  involve  exploitation  of 
the  uninformed,  an  opportunity  to  take  advantage 
of  his  position  was  always  present  for  a person 
with  medical  abilities.  The  separation  was  con- 
ceived as  a system  that  would  give  optimal  care 
and  protection  to  the  exposed  public. 

As  with  many,  if  not  all  systems,  the  eoncept 
varied  considerably  from  practice.  Pharmacists 
did  become  more  skilled  in  the  preparation  and 
supply  of  medicinals  for  use  by  patients,  but 
some  proved  to  be  capable  exploiters.  Physicians 
did  become  more  skilled  at  medical  diagnosis 
and  treatment,  but  the  system  did  not  prevent 
the  emergence  of  some  able  exploiters.  Thus,  the 
improvement  fell  somewhat  short  of  the  need. 

Over  the  years  this  separation  resulted  in  the 
development  of  independent  groups,  each  going 
its  own  way  and  making  important  public  con- 
tributions. But  concurrently,  the  separated  in- 
dividuals were  getting  farther  and  farther  apart 
until  usually  they  were  talking  to  each  other  only 
on  the  most  trivial  basis.  The  person  who  suffer- 


ed was  the  patient  who  was  being  served.  The 
prescription  order  was  created  as  an  instrument 
of  communication  between  physician  and  phar- 
macist. In  skeleton  form  it  provided  for  ordering 
a complex  eommodity  from  a specially  trained 
provider  for  a particular  patient.  It  served  suit- 
ably for  some  years  but  contributed  to  the  in- 
hibition of  communication  between  the  physician 
and  pharmacist.  Now,  one  may  well  ask  whether 
the  prescription  order  is  either  adequate  or  suit- 
able for  doing  what  is  expected  of  it  from  the 
standpoint  of  patient  service. 

Two  articles  appearing  in  the  literature  during 
the  past  year  vividly  illustrate  inadequate  com- 
munication by  prescription.  A pediatrician  from 
Milwaukie,  Oregon  reported  in  this  journal  that 
53  percent  of  his  prescribed  medicines  were  not 
labeled  as  to  content,  even  though  he  had  his 
prescription  blanks  imprinted  with  the  word 
“label.”!  Upon  looking  into  this  situation  with 
pharmacists,  I found  that  there  was  considerable 
confusion  over  the  word  “label.”  Does  it  mean 
“pharmacist  write  on  the  label”  as  does  the  latin 
“signa”  which  precedes  directions  to  the  patient? 
Does  it  mean  the  prescriber  wants  a particular 
kind  of  label  affixed?  Does  it  mean  (as  the  pre- 
scriber intended)  to  note  on  the  label  the  name 
and  strength  of  the  medicine?  Some  of  the  diffi- 
culties reported  were  no  doubt  due  to  pharma- 
cist error,  but  inadequate  communication  be- 
tween the  physician  and  the  pharmacist  as  to  the 
exact  meaning  of  a word  the  prescriber  (and  I) 
thought  was  obvious  to  anyone  is  also  implicated. 

In  a second  instance  a group  connected  with 
Syntex  Laboratories,  Ine.  tested  a series  of  pro- 
ducts prepared  by  pharmacists  from  a prescrip- 
tion order  calling  for  “triamcinolone  powder”  to 
be  incorporated  into  a commercial  ointment 
base.2  The  pharmacist-prepared  products  were 
biologically  inferior  to  eommerical  preparations 
on  test.  Only  the  commercial  preparations,  how- 
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ever,  contained  triamcinolone  acetonide  which 
has  been  shown  to  be  about  100  times  more  active 
topically  than  plain  triamcinolone.  It  seems  ob- 
vious to  pharmacists  that  supplying  triamcinolone 
acetonide  when  triamcinolone  powder  is  called 
for  constitutes  substitution.  On  the  other  hand  a 
pharmacist  receiving  a prescription  calling  for 
“codeine”  normally  supplies  codeine  sulfate  or 
phosphate.  Can  we  believe  that  something  we 
imagine  is  understood  or  obvious  reallv  is?  I 
submit  that  the  prescription  order  is  failing  as  a 
means  of  communication. 

Patients  have  a right  to  expect  the  physicians 
and  pharmacists  to  be  involved  in  free  flowing 
discourse.  Many  of  us  have  seen  cases  in  which 
better  care  would  have  resulted  if  such  were  the 
case.  Pharmacists  graduating  from  todav’s  schools 


are  capable  of  a much  expanded  role  in  health 
care.  The  pharmacists  of  tomorrow  will  be  even 
better  prepared.  Increasing  interaction  between 
physician  and  pharmacist  is  essential  to  improve- 
ments in  our  health  care  system  where  drugs 
are  concerned.  One  group  has  a vital  interest  in 
this  relationship  — patients. 

In  my  next  guest  editorial  I should  like  to  ex- 
plore some  possibilities  for  such  improvement. 

Nathan  A.  Hall,  Ph.D. 
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Is  Medical  Management  of 
Hyperparathyrodism  Ever  Justified? 


As  methods  for  diagnosis  of  hyperparathroid- 
ism  improve,  more  and  earlier  cases  are 
being  discovered.  A recent  intriguing  test  is  the 
venous  compression  test  reported  in  Lancet,  Julv 
29,  1969  by  Krull,  et  al.  In  this  test  a significant 
rise  in  serum  calcium  after  10  to  15  minutes  of 
first  clenching  while  the  arm  is  made  anoxic  with 
a tourniquet  appears  to  be  diagnostic  of  hvper- 
parathyroidism.  In  addition  to  special  tests,  the 
increasingly  widespread  use  of  a routine  calcium 
and  phosphorus  determinations  as  part  of  a test 
battery  will  uncover  more  previously  unsuspected 
cases  with  hypercalcemia  which  will  include  a 
significant  number  with  early  and  asymptomatic 
hyperparathyroidism. 

Should  all  of  these  increasing  numbers  of 
patients  with  hyperparathyroidism  be  subjected 
to  surgical  exploration?  Over  the  years  I have 
followed  several  patients  who  have  rejected  sur- 
gery and  their  subsequent  benign  course  has 
prompted  me  to  recommend  this  procrastination 
for  selected  patients.  The  medical  literature  has 
not  addressed  itself  specifically  to  this  question 
although  Johnson  and  Kahn  (JAMA  210:2063, 


December  15,  1969)  presented  a patient  with 
intermittent  hypercalcemia  who  had  a period  of 
unexplained  normal  blood  calcium  levels  lasting 
twelve  months.  The  authors  were  “unwilling  to 
recommend  surgical  exploration  during  this  year 
when  hypercalcemia  was  not  demonstrable.”  Oak- 
land (Brit  Med  J 2:214,  1963)  reported  following 
patients  with  hvpercalcemia  (I I- 12  mg)  for  2 to  7 
years  and  they  “did  well  without  treatment.”  In 
a report  by  Nugent  (Ann  Intern  Med  68:188, 
January  1968)  and  in  a reply  to  a subsequent 
letter  criticizing  him  (Ann  Intern  Med  70:647, 
March  1969)  he  states,  “a  decision  regarding 
parathyroid  exploration  should  not  be  based  on 
the  result  of  any  of  the  tests  analyzed  but  rather 
on  the  patient’s  s\  mptoms,  signs  and  likelv  prog- 
nosis.” 

An  important  additional  factor  adding  to  the 
safety  of  following  patients  with  hypercalcemia 
is  the  remarkable  effectiveness  of  phosphate  salt 
therapv.  That  so  few  physicians  know  about  this 
therapv  is  deplorable  and  I suspect  it  is,  in  part, 
due  to  the  fact  that  the  treatment  makes  no  use 
of  new  patentable,  profitable  compounds  which 


854 

Northwest  Medicine,  November,  1970 


L 


would  interest  the  pharmaeeutieal  industry  and 
lead  to  our  edueation  by  advertising.  (A  sad  com- 
ment!) Howard  recently  summarized  the  subject 
(Med  Times  98:107,  April  1970)  and  points  out 
that  although  “there  is  no  clue  as  to  the  mechan- 
ism of  action,”  virtually  every  case  of  hyper- 
calcemia responds  and  “cessation  of  renal  stone 
formation  has  occured  in  nearly  every  instance 
in  more  than  500  patients  over  a period  of  ten 
years  of  its  use.” 

With  this  background  I would  suggest  that  the 
following  patients  may  be  safely  followed  med- 
ically: 

1.  Patients  who  are  asymptomatic  and  in  whom 
the  diagnosis  of  hyperparathyroidism  remains 
uncertain.  There  is  plenty  of  time  to  repeat  tests 
at  intervals  and  eventually  resolve  the  diagnosis. 

2.  Patients  who  unequivocally  have  the  disease 
but  do  not  have  symptoms  when  placed  on  med- 
ical treatment.  Thus,  a patient  with  an  asympto- 
matic renal  stone  might  well  maintain  a normal 
or  near  normal  serum  and  urine  calcium  level  on 
phosphate  therapy.  If  periodic  follow-up  shows, 
a.  no  decline  in  creatinine  clearance,  b.  no  change 
in  the  x-ray  appearance  of  an  existing  stone  or 
the  appearance  of  a new  stone,  or  c.  no  changes 


in  the  bone  structure  of  hands  and  clavicles,  it 
seems  reasonable  to  defer  surgery  year  by  year. 
If  the  patient  has  had  renal  stones,  he  should  also 
establish  a pattern  of  habitual  polydipsia  of  3 to 
4 liters  per  day  and  accept  the  accompanying 
nocturia  of  1 or  2 times.  He  should  probably  also 
avoid  the  regular  use  of  milk  and  cheese  and 
must  avoid  all  calcium  antacids  and  supple- 
mental .sources  of  vitamin  D. 

Operation  should  be  reserved  for  those  who 
will  not  cooperate  in  follow-up,  who  did  not 
tolerate  phosphate  salts,  or  in  whom  symptoms 
appear,  or  evidence  of  progressive  bone  or  kidney 
damage  occurs.  One  minor  dividend  of  this  ex- 
pectant treatment  is  the  possibility  that  the  para- 
thyroid abnormality  might  become  ni(jre  marked 
and  make  eventual  surgical  exploration  and 
identification  of  the  abnormal  gland  easier. 

The  indications  for  this  proposed  deferral  of 
surgical  exploration  in  these  selected  patients 
may  have  to  be  modified  if  the  future  reveals  a 
substantial  number  of  complications  developing 
as  the  patients  are  followed  over  prolonged 
periods. 

John  L.  Bakke,  M.D. 
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Drug  Therapy  VIII 


Clinical  Application  of  the  Biologic 
Half-Life  of  Dr  ugs 

JOHN  S.  HOLCENBERG,  M.D.,  Seattle,  Washington 


Tliis  article  will  depart  from 
the  usual  format  in  order  to 
discuss  clinical  value  of  the  bio- 
logic half-life  of  drugs.  Biologic- 
half-life  is  the  time  required  for 
the  plasma  level  of  the  drug  to 
fall  to  one-half  of  the  value  a- 
chieved  after  absorption  is  com- 
plete. Half-life  increases  as  elim- 
ination rate  decreases.  It  reflects 
the  metabolism,  excretion  and 
distribution  of  the  drug,  and  is  a 
measure  of  its  rate  of  elimination 
from  the  plasma.  In  most  cases 
this  value  gives  a fair  approxima- 
tion of  rate  of  removal  from  its 
site  of  action.  Therefore,  the  bio- 
logic half-life  can  be  used  to  pre- 
dict the  following;! 

1.  Time  required  to  reach  max- 
imal effect  with  a maintenance 
dose. 

2.  Time  for  complete  elimin- 
ation. 

3.  Approximate  dosing  inter- 
val required  to  maintain  an  ef- 
fective blood  level. 

maximal  effect 

If  a maintenance  dose  of  a drug 
is  given  at  regular  intervals,  the 
peak  blood  level  and  maximal 


Dr.  Holcenberg  is  Assistant  Professor, 
Department  of  Medicine  and  Pharmacology, 
University  of  Washington  School  of  Med- 
icine. 


effect  of  that  dose  will  occur  at 
a time  ecjual  to  dbout  Jive  biolo- 
gic half-lives.  For  instance,  digi- 
toxin  has  a half-life  of  approxi- 
mately six  davs.  If  this  drug  is 
given  daily,  the  blood  level  and 
therapeutic  effect  gradually  in- 
creases for  about  one  month 
Then  the  blood  level  plateaus. 
Subsequent  increase  of  the  daily 
dose  raises  the  level,  but  does 
not  reduce  the  time  required  to 
reach  the  new  plateau.  A loading 
dose  can  be  used  to  establish  the 
desired  plateau  level  within  a 
day.  This  high  loading  dose  can- 
not be  continued,  however,  as 
its  plateau  level  would  be  much 
too  toxic.  A lower  dose  must  be 
used  for  maintenance. 

elimination 

After  the  drug  is  .stopped,  the 
plasma  level  graduallv  falls.  Over 
95  percent  of  the  drug  is  elimin- 
ated during  a period  equal  to 
about /i  ce  biologic  half-lives.  For 
instance,  digitoxin  is  completely 
eliminated  from  the  blood  in 
about  30  days  after  it  is  stopped. 

dosing  interval 

In  order  to  maintain  the  blood 
level  of  a drug  within  20  percent 
of  the  plateau  level,  it  must  be 
administered  at  a time  interval 


equal  to  about  one-third  the  bio- 
logic half-life.  Administering  at 
a time  interval  equal  to  one- 
seventh  the  biologic  half-life  will 
maintain  blood  levels  within  10 
percent  of  the  plateau  level.  For 
instance,  a daily  maintenance 
dose  of  digitoxin  keeps  the  blood 
level  within  about  10  percent  of 
the  plateau. 

It  is  useful  to  divide  drugs  into 
three  classes  on  the  basis  of  tiieir 
biologic  half-life.  The  character- 
istics of  these  classes  are  sum- 
marized in  Table  1.  Long-acting 
drugs  have  a biologic  half-life  of 
over  1.5  davs;  intermediate  act- 
ing drugs,  five  hours  to  about  30 
hours;  and  short-acting  drugs, 
less  than  five  hours. 

Long-acting  drugs  require 
weeks  to  reach  maximal  effect, 
have  prolonged  effect  after  being 
stopped,  manifest  late  toxicity, 
and  require  a loading  dose,  if  an 
immediate  effect  is  desired.  The 
plasma  level  can  be  maintained 
within  20  percent  or  better  of  the 
plateau  level  if  the  drug  is  admin- 
istered daily  or  twice  a day. 
Therefore,  there  is  no  rationale 
for  the  use  of  sustained  release 
forms  of  these  drugs,  or  for  mul- 
tiple doses  per  day. 

Phenobarbital  is  a good  exam- 
ple of  this  class.3  Peak  plasma 
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TABLE  I 


Drug  Types 


Long  Acting 

Intermediate 

Short 

Biologic  half-life  (tl/2) 

over  1.5  days 

5-30  hours 

less  than  5 hours 

Loading  dose 

required 

usually  not 

not  needed 

Peak  effect  occurs 

after  weeks 

needed 

days 

hours 

Toxic  effect  occurs 

after  weeks 

days 

hours 

Duration-  after  stopped 

weeks 

days 

hours 

Sustained  release 

not  needed 

questionable 

helpful 

preparations 
Dosing  interval 

1-2/day 

3-4/dav 

smooth  level 

to  maintain  20  percent 

if  tl/2  > 18  hrs. 

not  obtainable 

of  plateau 


TABLE  2 


Drug  Class 
Long 

ascorbic  acid 

chlorpropamide 

dicoumarol 

digitoxin 

digoxin 

phenobarbital 

phenylbutazone 

thvroxin 

triiodothyronine 

warfarin 

Intermediate 

clofibrate 

diphenylhydantoin 

doxycycline 

dimethylchlortetracycline 

pentobarbital 

salicylic  acid 

tetracycline 

tolbutamide 

Short 

cephalothin 

chloramphenicol 

colistin 

erythromycin 

isoniazid 

kanamycin 

lidocaine 

lincomycin 

methyldopa 

nitrofurantoin 

penicillin  G 

prednisone 

succinylcholine 


Biologic  Half-Life 
Days 
16 

1.5 

1.0- 4.4' 

I 

1.1- 2 .6 
2-6 

2- 4 
6.7 

1.3 

1.5- 3.3 

Hours 

10-14 

18-34 

10-15 

12 

17 

2.5- 20 

8.5 

3- 9 

Hours 

0.5-0.85 

1.6- 3.3 

1.6- 2.7 

1.4 

1.1  and  3.6 
3-5 

0.15-0.3 

4. 4- 4. 7 

1.4- 1.8 
0.3 
0.5 
3-4 
0.1 


concentrations  are  reached  after 
about  two  weeks  of  daily  dosing. 
Once  the  peak  is  reached,  it  shows 
essentially  no  change  if  the  total 
daily  dose  is  gi\en  as  one-third 
three  times  a day,  a single  dose, 
or  as  a sustained  release  prepar- 
ation. Furthermore,  the  drug  per- 
sists in  the  blood  for  oyer  two 
weeks  after  it  is  stopped. 

Chloq^romazine  is  another 
long-acting  drug,  that  does  not 
require  the  use  of  sustained  re- 
lease preparations. 4 

Short-acting  drugs  reach  max- 
imum effect  within  a day.  Simi- 
larly, the  drug  is  eliminated  in  a 
day  after  it  is  stopped.  Loading 
doses  are  not  needed.  Uniformly 
sustained  blood  levels  cannot  be 
maintained,  even  if  the  drug  is 
given  every  four  hours.  Peaks 
and  valleys  result  when  these 
drugs  are  given  at  intervals. 
These  drugs  are  often  effective 
despite  rapidly  changing  blood 
levels.  Maintenance  of  uniform 
blood  levels  requires  depot  or 
sustained  release  preparations, 
infusion,  or  the  use  of  another 
drug  to  retard  elimination. 

Many  of  these  short-acting 
drugs  are  not  extensively  bound 
to  plasma  or  tissue  proteins,  and 
are  eliminated  by  glomerular  fil- 
tration. Consequently,  decreases 
in  renal  function  can  greatly  pro- 
long their  biologic  half-life. 


• Half-life  increases  with  increasing  dose. 
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Intermediate  acting  drugs 
reach  maximal  blood  levels  in 
one  day  to  one  week.  Blood  levels 
of  the  drugs  with  half-lives  over 
18  hours  can  usually  be  main- 
tained within  20  percent  of  the 
plateau  level  with  dosing  of  three 
to  four  times  per  day.  With  the 
shorter  acting  drugs  one  has  to 
allow  greater  fluctuation  in  blood 
levels,  or  attempt  to  prolong  the 
effect  bv  the  methods  discussed 
above. 

Table  2 lists  common  drugs  by 
these  classes,  and  gives  the  ap- 
proximate biologic  half-lives  as 
reported  in  the  literature.  When 
available,  ranges  are  listed  as 
there  is  considerable  individual 
variation  in  biologic  half-life. 
Values  in  this  table  are  for  pa- 
tients with  normal  blood  volume, 
cardiac  output,  renal  and  hepatic 
function.  If  your  patient  has  im- 
pairment of  one  of  these  func- 
tions needed  to  metabolise  the 
drug,  those  drugs  given  will  have 


biologic  half-life  longer  than 
that  in  the  table. 

summary 

The  biologic  half-life  of  a drug 
can  help  the  clinician  select  the 
best  dosing  method  and  interval. 
It  can  also  help  him  anticipate 
the  time  to  expect  potential  drug 
toxicity . 


University  of  Washington 
School  of  Medicine  (98105) 


Chemical  Nomenclature 


generic  name 

trade  name 

cephalothin 

Keflin 

chloramphenicol 

Chloromyceti 

chlorpropamide 

Diabinese 

clofibrate 

Atromid-S 

colistin 

Coly-mycin 

bishydroxycoumarin 

Dicoumarol 

dimethylchlorfetracycline 

Declomycin 

diphenylhydantoin 

Dilantin 

doxycycline 

Vibromycin 

kanamycin 

Kantrex 

lidocaine 

Xyiocaine 

lincomycin 

Lincocin 

methyidopa 

Aldomet 

nitrofurantoin 

pentobarbital 

phenobarbital 

phenylbutazone 

succinylcholine 

tolbutamide 


Furadantin 

Nembutal 

Luminal 

Butazolidin 

Anectine 

Orinase 
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Renal  Carcinoma  and  Arteriovenous  Fistula 


JOHN  H.  STALNAKER,  M.D.,  Portland,  Oregon 


Unexplained  normocijtic  anemia,  elevated  sedimentation  rate,  and  recent  20 
pound  weight  loss  led  to  discovery  of  a renal  malignancy  in  a 45  year  old  male 
patient  who  had  been  treated  elsewhere  for  essential  hypertension  for  eight  years. 
Following  surgery  for  removal  of  a large  renal  AV  fistula  and  tumor,  his  blood 
pressure  returned  to  normal  and  has  remained  so  to  date. 


The  elusive  nature  and  re- 
markable variability  of 
the  clinical  manifestations  of 
renal-cell  carcinoma,  have 
prompted  its  being  referred  to 
as  “the  great  imitator”  or  “the 
internist’s  tumor. 

The  difficulties  that  may  be 
encountered  in  diagnosing  this 
condition  are  illustrated  in  sev- 
eral reported  cases  in  which  there 
was  great  variation  in  the  pre- 
senting symptoms  or  signs.  For 
example,  it  is  known  that  hyper- 
nephromas may  first  make  them- 
selves known  in  several  different 
ways:  development  of  polycy- 
themia,^  fever  of  undetermined 
origin,^  metastatic  tumor,^  pria- 
pism,® purely  gastrointestinal 
svmptoms,2  secondary  amyloi- 
dosis,^ peripheral  neuropathy, 
unexplained  anemia  or  a renal 
arteriovenous  fistula.® 

This  presentation  has  to  do 
with  the  case  history  of  a patient 
who  developed  an  A\’  fistula 
with  hvpertension  as  a direct 
result  of  an  occurrence  of  a renal 
carcinoma. 

CASE  REPORT 

A 45  year  old  man  who  had  been 
treated  for  8 years,  was  referred 
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couver. Washington. 

This  article  was  submitted  by  Dr.  Stalnaker 
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because  of  hypertension  associated 
with  a 20  pound  weight  loss. 

Records  revealed  that  in  1960  the 
blood  pressure  had  been  150/90. 
In  1961  when  it  was  found  to  be 
elevated  to  162/110  the  patient 
was  started  on  a low  sodium  diet 
and  a thiazide  diuretic.  In  1964  he 
was  taking  a combination  of  guane- 
thidine  sulfate,  methvldopa,  and 
hydrochlorothiazide  which  kept 
the  pressure  down  at  around  130/80. 
In  1965  he  went  off  all  medication 
on  his  own.  Pressure  gradually  rose 
to  160/110.  Bv  1967  it  was  being 
controlled  again  at  around  120/80 
with  a combination  of  1 mg  of  reser- 
pine,  25  mg  of  hydralazine,  and  15 
mg  of  hydrochlorothiazide  twice 
daily  along  with  a low  sodium  diet. 
There  was  also  a history  of  frequent 
mild  bleeding  from  hemorrhoids. 

On  physical  examination  this 
patient  appeared  to  be  chronically 
ill.  There  were  numerous  small  se- 
baceous cysts  and  multiple  small 
hemangiomata  especially  on  the 
face  and  anterior  chest.  Examina- 
tion of  the  ocular  fundi  disclosed 
only  minimal  hypertensive  changes. 
A tendency  toward  arachnodactvly 
and  a high  palatal  arch  was  noted. 
There  was  suggestion  of  a mass  in 
the  right  upper  abdominal  quadrant. 
Large  internal  hemorrhoids  were 
present. 

Hemoglobin  was  11.3  g;  erythro- 
cytes 3.94;  leukocytes  6,900;  hemat- 
ocrit 34  percent;  mean  corpuscular 
volume  87,  mean  corpuscular  hemo- 
globin 29,  mean  corpuscular  hemo- 
globin concentration  33,  sedimen- 
tation rate  11/57;  serum  iron  59 
(normal  80-160);  iron  binding  ca- 
pacity 270  (normal  254-430);  per- 
cent saturation  22  (normal  35-40 
percent). 


Urinalysis  revealed  a few  bacteria 
and  a trace  of  albumin  on  one  oc- 
casion. Microscopic  hematuria  was 
not  observed  in  any  of  the  speci- 
mens examined.  A urine  culture 
was  negative.  Calcium,  phosphorus, 
urea  nitrogen,  creatinine,  uric  acid, 
total  protein,  albumin,  total  bilirubin, 
alkaline  phosphatase,  lactic  dehy- 
drogenase, serum  glutamic  oxalo- 
acetic transaminase  and  protein- 
bound  iodine  were  all  within  nor- 
mal range. 

An  electrocardiogram  was  com- 
patible with  slight  ventricular  hy- 
pertrophy. X-ray  revealed  a heart 
shadow  at  the  upper  limit  of  normal 
size.  The  lungs  were  clear.  Gastro- 
intestinal studies  revealed  an  area 
of  poKqjosis  measuring  approximate- 
ly 6 cm  in  diameter  in  the  mid- 
portion of  the  gastric  antrum.  The 
radiologist  noted  an  apparent  en- 
largement of  the  liver  with  increased 
rounding  of  its  inferior  margin. 

On  November  18,  1968  a sub- 
total gastric  resection,  liver  biopsy 
and  abdominal  exploration  were 
done.  A thrill  was  palpable  over 
the  right  renal  vessels.  The  left  kid- 
ney was  normal,  but  the  right  kid- 
ney was  2.5  to  3 times  as  large. 
Pathological  diagnoses  were:  1.  be- 
nign adenomatous  polyps  of  the 
stomach,  with  multiple  telangiec- 
tases of  the  submucosal  blood  ves- 
sels, and  2.  bile  stasis  in  the  liver. 

Following  surgery,  intravenous 
pyelography,  nephrotomography 
and  retrograde  aortography  were 
performed.  These  studies  revealed 
the  presence  of  a mass  associated 
with  a large  arteriovenous  fistula  in 
the  right  kidney.  Figure  1.  A con- 
tinuous bruit  was  audible  in  the 
right  upper  abdominal  quadrant. 

On  January  3,  1969,  right  neph- 
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Fig.  1 Arteriogram  demonstrating  a large  arteriovenous  fistula  associated  with 
a renal  tumor. 


Fig.  2 Photomicrograph  demonstrating  the  predominantly  granular-cell  structure 
of  the  tumor.  (Hematoxylin  and  eosin  X62). 


rectomy  was  performed  through  a 
thoracoabdominal  approach.  The 
pathological  diagnosis  was  renal- 
cell carcinoma  of  the  granular-cell 
type  associated  with  an  arterio- 
venous fistula,  Figure  2.  The  gross 
specimen  weighed  1,210  grams  and 
measured  21  x 15  x 10  cm.  Figure  3. 
Approximately  85  percent  of  the 
mass  consisted  of  neoplastic  tissue. 

Immediately  prior  to  nephrec- 
tomy, the  blood  pressure  was  190/ 
110.  At  the  time  of  discharge  on 
1-11-69  it  was  160/90.  On  1-20-69 
a pressure  of  120/98  was  recorded. 
In  September  1969  he  continued  to 
feel  well  and  the  pressure  remained 
at  around  120/80.  All  drugs  had 
been  discontinued. 

discussion 

Because  of  the  present  day 
widespread  use  of  renal  angio- 
graphy and  an  increasing  aware- 
ness of  the  existence  of  arterio- 
venous fistulas,  a vast  quantity 
of  literature  on  this  subject  is 
accumulating  rapidly.  However, 
only  a very  few  of  the  articles 
refer  to  the  association  of  fistulas 
with  hypernephromas. 

Only  10  cases  of  this  particular 
combination  had  been  document- 
ed as  of  October,  1965.  An 
extensive  search  of  the  recent 
literature  revealed  that  another 
case  involving  the  association  of 
a renal-cell  carcinoma  with  a 
renal  arteriovenous  fistula  was 
published  in  December,  1965, 
but  it  appears  that  no  others  have 
been  recorded  since  then.^® 

The  two  main  types  of  AV 
fistulas  are  the  congenital  and  the 
acquired.  It  has  been  suggested 
that  in  the  congenital  tvpe  the 
primary  lesion  is  a pre-existing 
aneurysm  of  the  renal  artery 
and  that  the  aneurvsm  erodes  or 
ruptures  into  the  renal  vein  pro- 
ducing an  AV  fistula.  The  ac- 
quired type  may  be  caused  by  a 
neoplasm,  trauma,  or  infection. 

The  clinical  manifestations  of  a 
renal  artiovenous  fistula  include 
an  abdominal  bruit,  cardiomeg- 
aly,  congestive  heart  failure,  dia- 


stolic hypertension,  hematuria, 
pain,  systolic  cardiac  murmur, 
abdominal  mass  and  headache.® 
The  most  frequently  occurring 
are  a bruit,  diastolic  hyperten- 


sion, cardiomegaly  and  conges- 
tive heart  failure. 

Hypertension  is  a true  hall- 
mark of  arteriovenous  fistula  of 
the  kidney.  The  mechanism  ap- 
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Fig.  3 Radiographic  views  of  the  posterior  aspect  of  the  gross  surgical  specimen 
following  injection  of  contrast  dye  into  the  renal  artery.  A The  first  exposure 
demonstrates  the  AV  fistula;  B The  second  reveals  the  vascular  pattern  within  the 
tumor. 


pears  to  be  loss  of  pressure,  de- 
creased flow,  and  loss  of  pulsa- 
tion in  the  renal  arter\'  distal  to 
the  fistula.  This  produces  a Gold- 
hlatt-kidney  type  of  end  result. 
A vicious  circle  of  increasing 
hypertension  followed  hv  in- 
creasing flow  through  the  shunt 
usually  makes  heart  failure  in- 
evitable." 

A continuous,  machinery- 
like  bruit  with  systolic  accentua- 
tion in  the  upper  abdomen  and 
flank  suggests  a renal  arterio- 
venous fistula  while  a purely 
systolic  bruit  is  typical  of  partial 
stenosis  of  arteries  such  as  the 
aorta  and  its  major  branches.21 
Other  diagnostic  aids  are  increas- 
ed blood  volume,  increase  in 
cardiac  output  and  widening  of 
the  systemic  pulse  pressure. 

Intravenous  and  retrograde 
pyelographic  studies  are  some- 
times helpful.  Thev  may  show 
compression  of  the  renal  pelvis 
or  calyces. *9  Chynn  and  Evans 
have  reported  that  it  is  possible 
to  achieve  visualization  of  the 
abdominal  aorta  and  renal  ar- 
teries in  about  75  percent  of 
cases  when  nephrotomography 
is  used.22  In  a good  number  of 
cases  they  found  the  quality  of 
opacification  to  be  comparable 
to  that  in  translumbar  aorto- 
graphy. Diagnostic  accuracy  in 
differentiating  renal  cyst  from 
neoplasm  by  nephrotomography 
is  around  95  percent. 

An  additional  procedure  of 
great  potential  value  is  renal 
blood  flow  scintiphotography 
after  intravenous  injection  of  a 
small  bolus  of  radioactive  tra- 

cer.23 

In  the  present  case,  the  elevat- 
ed sedimentation  rate  associated 
with  a normocvtic  anemia  and 
weight  loss  suggested  that  the 
bleeding  hemorrhoids  were  not 
the  only  factor  involved  in  the 
blood  picture.  The  strong  pos- 
sibility existed  that  malignant  or 


inflammatory  disease  was  present 
elsewhere.  Although  the  serum 
iron  studies  were  compatible 
with  mild  iron  deficiency,  the 
relatively  low  iron-binding  ca- 
pacity was  not.  This  fact  also 
tended  to  suggest  that  other 
factors  were  involved.  However, 
as  has  been  shown  by  Buetler,  et 
al,  such  findings  are  not  parti- 
cularly reliable  unless  the  hemo- 
globin is  quite  low,  usually  under 
9 g per  100  ml .24  A more  reliable 
method  of  determining  iron  de- 
ficiency is  by  bone  marrow  study. 

Even  though  the  blood  pres- 
sure in  this  patient  continues  to 
be  normal,  the  possibility  re- 
mains that  it  may  not  continue 
that  way.  He  may  have  had  very 
mild  essential  hypertension  upon 
which  effects  from  the  A\'  fistula 
were  superimposed.  Also,  hyper- 
tension might  again  be  a problem 
if  progressing  vascular  disease 
had  started  in  the  left  kidney 
before  the  right  nephrectomy. 
The  fact  that  blood  pressure  ele- 
vation has  not  yet  developed 
tends  to  discount  the  need  for 
either  of  these  considerations. 


The  multiple  telangiectases  in 
the  gastric  submucosal  vessels, 
and  angiomas  of  the  skin  may  be 
significant  in  view  of  the  pre- 
viously recognized  association  of 
hypernephroma  and  von  Hipple- 
Lin dan’s  disease. 2s>26  Even 
though  cerebellar  dysfunction 
and  retinal  angiomatosis  usually 
seen  in  von  Hippel-Lindau’s  dis- 
ease were  not  detected,  it  is  pos- 
sible that  a so-called  forme  fniste 
of  this  hereditary  disorder  is  re- 
presented. Although  it  is  realized 
that  definite  or  clear-cut  associa- 
tions usually  cannot  be  made 
from  the  study  of  a single  case, 
certain  similarities  to  Gardner’s 
syndrome  and  Marfan’s  syndrome 
are  also  suggested,  namely,  the 
simultaneous  occurrence  of  cut- 
aneous cvsts,  gastrointestinal 
polyposis,  visceral  malignancy, 
arachnodactyly  and  a high  pala- 
tal arch  associated  with  vascular 

disease.22>28 

2204  S.  W.  Sunset  Drive 
(97201 ) 
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Notes  On  Joint  Diseases 

VIII  Pseudogout 


L.  A.  HEALEY,  M.  D./  Seattle,  Washington 


As  the  name  indicates,  pseudo- 
./xgout  looks  like  gout  in  that 
the  patient  sufFers  acute  attacks 
in  which  one  joint  becomes  swol- 
len and  very  painful.  This  clears 
completely  with  treatment  or 
spontaneously  within  two  weeks. 
If  the  joint  is  aspirated  during 
an  acute  attack  and  the  fluid  ex- 
amined under  polarized  light,  the 
diagnosis  immediately  becomes 
apparent.  Whereas  in  gout,  the 
joint  fluid  contains  the  needle- 
shaped  urate  crystals.  Figure  lA; 
the  fluid  in  pseudogout  shows  a 
different  crystalline  particle,  cal- 
cium pyrophosphate  dihydrate, 
(CPPD).  As  shown  in  Figure  IB, 
these  crystals  assume  multiple 
shapes  including  rods,  cuboids 
and  rhomboids.®  The  mechan- 
ism of  inflammation  in  the  joint 
is  the  same;  crystals  are  phago- 
cytosed  by  leucocytes  and  initiate 
the  inflammatory  response.  In 
gout,  urate  is  the  culprit  and  in 
pseudogout  it  is  calcium  pyro- 
phosphate dihydrate. 

Clinically,  there  are  differences 
between  the  two  diseases.  Both 
men  and  women  are  equally  sus- 
ceptible to  pseudogout,  whereas 
gout,  of  course,  is  much  more 


a 

When  a first  order  red  plate  compensation 
is  used,  CPPD  crystals  exhibit  a weak 
positive  birefringence.  In  constrast,  urate 
crystals  are  strongly  negative  birefringent. 


A 

Fig.  1 

common  in  men.  Pseudogout  is 
seen  in  older  patients,  usually 
over  age  65  and  rarely  in  patients 
younger  than  50.  The  knee  is 
most  commonly  involved.  As  in- 
flammation of  the  great  toe, 
podagra,  is  the  hallmark  of  gout, 
so  inflammation  of  the  knee  or 
gonagra,  as  the  older  texts  called 
it,  is  typical  of  pseudogout. 

Blood  tests  are  of  little  help  in 
the  diagnosis  of  pseudogout.  Uric 
acid  level  is  normal  and  calcium 
and  phosphorus  are  too.  Patients 
with  pseudogout  have  been  re- 
ported who  also  have  diabetes. 


B 


hyperparathyroidism,  or  hema- 
chromatosis;  but  the  relation,  if 
any,  between  these  conditions 
and  pseudogout  is  not  clear.  As 
mentioned,  definite  diagnosis 
rests  on  joint  aspiration  and  dem- 
onstration of  the  CPPD  crystals 
in  the  synovial  fluid. 

Radiographs  of  the  joint  are 
very  helpful  in  pseudogout.  They 
show  linear  punctate  calcifica- 
tion, known  as  chondrocalcinosis, 
in  hyaline  cartilage  of  the  shoul- 
der, hip,  or  knee  and  in  fibro- 
cartilage  of  meniscus,  radio- 
carpal disc,  symphysis  pubis,  and 
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Fig.  2 


annulus  fibrosis  of  the  spine.  \ 
striking  example  of  ehondrocal- 
cinosis  in  the  lateral  meniscus 
of  a patient  with  pseudogout  is 
seen  in  Figure  2. 

These  punctate  lesions  are  de- 
posits of  CPPD  crystals,  identical 
to  those  found  in  the  synovial 
fluid.  Rupture  of  collections  of 
these  crystals  from  cartilage  into 
synovial  space  may  be  the  e\  ent 
that  incites  the  acute  attack  of 
arthritis.  Thus,  chondrocalcinosis 
may  be  regarded  as  analogous 
to  hyperuricemia  in  gout.  Both 
are  substrates,  continually  pres- 
ent, that  on  occasion,  may  shower 
crv'stals  in  the  joint  space  — in 
one  case  by  rupture  of  a cyst,  in 
the  other  by  precipitation  from 
a supersaturated  solution. 

Frequently,  the  aspiration  of 
synovial  fluid  for  diagnosis  is 
all  that  is  needed  to  treat  an  acute 
attack  of  pseudogout.  Steroid  in- 
jection is  very  helpful  but  may 
not  be  needed.  The  episode  be- 
haves as  though  a limited  supply 
of  irritant  crystals  were  present 
and  when  most  of  them  are  re- 
moved the  inflammatory  process 
subsides.  Surprisingly,  pseudo- 
gout does  not  respond  to  colchi- 
cine, the  specific  for  gout.  Phenyl- 
butazone and  indomethacin 
both  are  effective  in  acute  at- 
tacks. There  is  no  way  presently 
known  to  prevent  recurrences. 


but  in  most  patients,  the  disease 
is  mild,  episodes  infrequent  and 
readily  controlled  with  one  of 
the  measures  mentioned. 

In  summary,  an  acute,  mon- 
articular arthritis  resembling 
gout  occurring  in  an  older  patient 
may  be  pseudogout,  an  inflam- 
matory synovitis  due  to  calcium 


pyrophosphate  dihydrate  crystals 
in  the  joint.  Uric  acid  and  other 
blood  tests  are  normal  but  x-ravs 
will  show  the  typical  linear  cal- 
cifications of  chondrocalcinosis 
within  hyaline  and  fibrocartilage. 

1118  Ninth  Ave. 

(98101 ) 
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rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  it's  made  by 


CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Vegetable 

68 

Consomm6 

29 

Tomato 

69 

Chicken  with  Rice 

43 

Cream  of  Asparagus 

70 

Chicken  Gumbo 

48 

Cream  of  Chicken 

76 

Chicken  Noodle 

54 

Cream  of  Mushroom 

115 

Cream  of  Potato 

58 

Green  Pea 

116 

Chicken  Vegetable 

60 

Cream  of  Shrimp  (Frozen) 

132 

Vegetable  Beef 

66 

Bean  with  Bacon 

133 

In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 
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The  96th  Annual  Session  of  the  Oregon  Medieal 
Association  was  held  at  the  Hilton  Hotel  in  Portland, 
October  7-11,  1970.  The  Session  drew  more  than 

I, 400  registrants,  in  addition  to  many  lav  people  who 
attended  meetings  that  were  open  to  the  public. 

Robert  L.  Hare  was  installed  as  95th  President  of 
the  OMA  during  the  Annual  Meeting,  and  Ontario 
surgeon,  Augustus  M.  Tanaka,  was  declared  Presi- 
dent-Elect; Joseph  H.  Eusterman,  Albany  internist, 
Vice-President;  and  Donald  F.  Kelly,  Portland  pedia- 
trician, Secretary-Treasurer.  Officers  for  the  ensuing 
year  were  elected  by  the  membership  by  mail  ballot 
for  the  first  time  and  results  of  the  eleetion  were 
announced  at  the  opening  session  of  the  House  of 
Delegates. 

The  House  also  elected  the  following  persons: 
Louis  O.  Machlan,  Jr.,  Portland,  Speaker;  Roy  A. 
Payne,  Milwaukie,  Vice-Speaker;  Blair  J.  ffennings- 
gaard,  Astoria,  Delegate  to  AMA;  Daniel  K.  Bill- 
meyer,  Oregon  City,  Alternate  Delegate  to  AMA;  and 

J.  Richard  Raines,  Portland,  member  of  the  Com- 
mittee on  Publications. 

Oregon  City  surgeon,  John  C.  P.  Cleland,  was 
selected  Doctor-Citizen  of  the  Year. 

actions  taken  by  the  house 

A digest  of  principle  actions  taken  by  the  House  at  its  Annual 
Meeting  is  as  follows: 

Committee  on  Public  Relations 

That  the  OMA  Newsletter  be  published  on  the  15th  of  each 
month  in  1971. 

Committee  on  National  Policy 

That  OMA  officers,  trustees  and  delegates  diligently  work  to 
encourage  every  member  of  the  OMA  to  be  a member  of  the 
AMA. 

Committee  on  Revision  of  Articles  of  Incorporation  and  Bylaws 

That  Associate  members  shall  have  the  right  to  vote,  hold 
office  and  other  privileges  of  membership  of  the  Association. 

That  a Long  Range  Planning  Committee  be  created  to  con- 
sider the  long  term  goals  of  the  Association  and  submit 
recommendations  for  their  achievement. 

That  a Committee  on  Health  Manpower  be  created  to  con- 
cern itself  with  the  training,  recruitment  and  distribution  of 
physicians  and  allied  health  personnel  in  the  State. 

Committee  on  Hospitals  and  Related  Institutions 

That  proper  and  adequate  publicity  be  given  to  physicians 
efforts  in  self  discipline  and  education. 

That,  where  possible,  hospital  medical  staffs  be  urged  to 
develop  Medical  Audit  Committees  which  can  evaluate  both 
past  and  current  diagnosis  and  treatment  of  patients. 

That  hospital  medical  staffs  fully  accept  the  responsibility  of 
advising  hospital  administration  and  hospital  boards  of  trustees 
of  professional  incompetence  within  their  staff. 

Committee  on  Oregon  Medical  History 

That  OMA  continue  its  efforts  to  publish  a sequel  to  Olaf 
LarselTs  book.  The  Doctor  in  Oregon,  to  appear  in  1974,  cen- 
tennial of  the  Oregon  Medical  Association. 

Committee  on  Voluntary  Health  Insurance 

That  OMA  approve  and  officially  endorse  the  health  insurance 
plans  submitted  by  OPS  for  physicians,  their  families  and  office 
employees. 

Committee  on  Quality  of  Patient  Care  and  Peer  Review 

That  the  potential  value  of  computer  systems  for  medical 


record  keeping  be  recognized  and  that  the  Board  of  Trustees 
be  directed  to  establish  some  mechanism  through  which  the 
Association  and  its  membership  can  be  kept  advised  as  to  the 
availability  and  usefulness  of  computer  systems  for  medical 
record  keeping. 

That  the  Committee  begin  studying  the  various  health  care 
delivery  systems  and  present  a report  to  the  House  of  Delegates 
at  its  next  meeting. 

Committee  on  Pharmacy  and  Drugs 

That  OMA  have  introduced  legislation  which  would  rename  the 
title  and  any  reference  to  "Dangerous  Drugs"  in  state  laws  to 
"Controlled  Drugs." 

Committee  on  Rehabilitation 

That  OMA  endorse  the  report  of  the  Comprehensive  Health 
Planning  Ad  Hoc  Rehabilitation  Committee. 

Committee  on  fnvironmento/  Pollution 

That  the  purpose  of  the  Committee  continue  to  be  one  of 
physician  education  with  regard  to  environmental  pollution; 
and  that  the  Committee  serve  in  an  advisory  capacity  to  the 
Public  Policy  Committee  with  regard  to  pollution  legislation  at 
the  Oregon  Legislature. 

Committee  on  Public  Health 

That  the  Committee  encourage  component  medical  societies  to 
work  with  respective  county  governments  to  develop  appropri- 
ate immunization  programs  for  children. 

Committee  on  Stote  Industrial  Affairs 

That  OMA  seek  passage  of  legislation  directing  the  Work- 
men's Compensation  Board  to  order  payment  of  usual  fees 
charged  by  providers  of  medical  services  In  industrial  accident 
cases;  and  that  OMA  reaffirm  its  policy  urging  government 
sponsored  third  party  insurance  carriers  to  pay  the  usual  fees 
charged  by  providers  of  medical  services. 

Committee  on  Federal  Medical  Services 

That  OMA  consider  methods  of  counteracting  undesirable 
future  federal  medical  legislation. 

Committee  on  Venereal  Disease 

That  the  Committee  be  authorized  to  investigate  the  avail- 
ability of  outside  funds  to  establish  a program  to  teach  physi- 
cians how  to  most  effectively  educate  lay  people,  especially 
young  people  and  school  children,  about  venereal  disease. 

Committee  on  Public  Policy 

That  OMA  have  introduced  legislation  which  will  permit  a 
minor  15  years  of  age  or  older,  who  is  living  apart  from  his 
parents  or  legal  guardians,  to  give  legal  consent  for  hospital 
care,  medical  or  surgical  diagnosis  and  treatment  by  a physician 
licensed  by  the  Board  of  Medical  Examiners. 

That  OMA  have  introduced  legislation  to  delete  the  require- 
ment for  three  years  of  practice  for  waiver  of  the  Basic 
Science  Examination,  providing  a candidate  for  medical  license 
has  successfully  passed  Part  I of  the  National  Boards. 

That  OMA  support  the  creation  of  either  a Dvision  or  a 
Department  of  Health  Affairs  under  the  basic  guidelines  adopted 
by  the  House  of  Delegates  at  its  1970  Midyear  Meeting. 

That  OMA  have  introduced  legislation  creating  a "State 
Heolth  Insurance  Standards  Review  Board"  with  responsibility 
and  authority  to  establish  minimum  health  insurance  benefit 
standards  for  all  categories  of  health  insurance  sold  in  Oregon. 

Committee  on  Annual  Session 

That  OMA  reserve  the  following  tentative  dates  for  future 
Annual  Sessions  of  the  OMA  at  the  Portland  Hilton:  Sept.  22-26, 
1971;  Sept.  13-17,  1972;  Sept.  12-16,  1973;  Sept.  11-15,  1974; 
Sept.  10-14,  1975. 

Committee  on  Rural  Health 

That  continued  efforts  be  made  to  help  implement  family 
practice  in  the  curriculum  at  UOMS,  and  OMA  aid  and  support 
a proposed  residency  in  family  practice. 


continued  on  page  871 
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Roche 

announces 


Efudex* 

(fluorouracil) 

cream /solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex®(fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


1/22/68  — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


/68— After  11  days  of  treatment, 
ithema  is  seen  at  site  of  keratoses.  In 
lition,  numerous  lesions  not  apparent 
jir  to  therapy  have  become  manifest 
.iharply  defined  reactions.  Intervening 
h,  also  treated,  shows  no  response  to 
.apy. 

; 9/69— One  year  after  cessation  of 
Irapy.  Skin  appears  clear  with  no  evi- 


ijce  of  scarring.  Examination  reveals 
|c  of  recurrence  or  the  formation  of 
lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety;  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 

2%  and  59c  Solutions!  59c  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

® 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream /solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
o-fluoro-/?-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  ^'C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  COj. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy : Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning  at 
the  site  of  application.  Other  local  reactions  included  dermatitis, 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,- photosensitivity  and 
lacrimation. 

Eaboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  daily 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  the 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequence: 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration, 
necrosis  and  epithelization.  The  lower  frequency  and  intensity  of  , 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammatory  * 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  of 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— containing  ' 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  where 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  more 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2% 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 
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Committee  on  Publications 

That  OMA  continue  its  support  of  NORTHWEST  MEDICINE; 
but  the  Committee  be  instructed  to  investigate  the  feasibility  of 
disassociating  the  OMA  from  NORTHWEST  MEDICINE  and  of 
increasing  resources  devoted  to  the  OMA  Newsletter  or  another 
appropriate  Association  publication  to  replace  and  perhaps 
improve  on  news  dissemination  of  the  Journal.  But  the  House 
rejected  recommendation  of  the  Publication  Committee  that  a 
correspondent  be  appointed  to  provide  better  news  dissemi- 
nation. 

Committee  on  Youth  and  Schools 

That  OMA  go  on  record  in  opposition  of  indiscriminate  use  of 
drugs  on  athletes,  and  the  Committee  be  instructed  to  investigate 
such  possible  use  in  this  State  and  report  the  nature  and  extent  of 
the  problem  to  the  next  House  of  Delegates. 

resolutions 

Resolutions  which  the  House  adopted  as  policy 
were: 

RESOLVED,  that  OMA  urge  UOMS  to  admit 
an  entering  class  every  nine  months  on  an  around- 
the-year  basis,  and  that  such  students  attend  school 
on  an  academic  four-quarter  calendar  year,  so  that 
each  class  would  graduate  in  approximately  three 
years. 

RESOLVED,  that  OMA  instruct  its  delegates  to 
the  AMA  to  introduce  a resolution  directing  the 
AMA  Council  on  Medical  Education  to  withdraw 
new  Special  Requirements  for  Residency  Training 
in  Internal  Medicine  until  such  time  as  all  references 
to  private  or  public  patients;  public,  private  or  uni- 
versity hospital  requirements  for  full-time  physicians; 
requirements  for  subspeciality  laboratories  and  re- 
search facilities;  or  other  reference  to  the  source  of 
sponsorship  of  patients  or  teaching  physicians  are 
eliminated,  and  the  special  requirements  for  resi- 
dency training  programs  are  confined  to  the  educa- 
tional experience  to  be  offered. 

RESOLVED,  that  OMA  commend  UOMS  for 
establishing  a Division  of  Eamily  Practice  and  the 
State  Board  of  Higher  Education  for  approving  and 
submitting  to  the  Governor  sufficient  budgetary 
allotment  for  the  Division;  and  that  the  OMA  re- 
spectively convey  to  Governor  Tom  McGall  and  the 
56th  Legislature  its  support  of  the  Division  of 
Eamily  Practice  and  urge  high  priority  consideration 
of  the  budgetary  allotment  recommended  for  the 
Division’s  operation  during  the  1971-73  biennium. 

RESOLVED,  that  OMA  encourage  the  training  of 
nurses  in  special  fields  of  competence;  that  special 
commendation  be  made  to  such  nurses  who  though 
often  non-recognized,  have  served  and  continue  to 
serve  admirably  to  both  hospitals  and  physicians’ 
offices;  and  that  OMA  communicate  with  the  various 
nursing,  hospital  and  organizations,  and  nursing 
educational  institutions  in  Oregon  commending  them 
for  their  role  in  the  training  of  nurses  in  special 
fields  of  competence;  and  encourage  them  to  place 
increased  emphasis  on  the  proper  role  of  the  specially 
trained  nurse  in  the  field  of  health  care. 

RESOLVED,  that  OMA  charge  its  new  Gom- 


mittee  on  Health  Manpower  to  work  with  UOMS, 
community  colleges,  other  training  facilities.  Board 
of  Medical  Examiners,  Oregon  Health  Manpower 
Gouncil,  and  other  appropriate  organizations  and 
throughly  investigate  all  aspects  in  consideration  of 
the  organization  of  programs  to  train  Physicians’ 
Assistants  and  allied  manpower. 

RESOLVED,  that  OMA  exhort  the  Board  of 
Trustees  of  the  Northwest  Medical  Publishing  Gom- 
pany  to  adopt  a policy  of  rejecting  cigarette  company 
advertising  for  northwest  medicine. 

RESOLVED,  that  although  direct  billing  by  a 
laboratory  is  to  be  preferred,  that  it  is  not  unethical 
for  either  the  laboratory  or  attending  physician  to  bill 
for  laboratory  procedures  performed.  Physicians  may 
add  a reasonable  charge  for  professional  services 
performed  but  may  not  ethically  mark  up  a laboratory 
charge;  and  that  itemized  bills  indicate  the  name  of 
the  laboratory,  the  tests  performed  and  the  labora- 
tory’s charges  for  those  tests  are  desirable  as  a matter 
of  routine  and  must  be  furnished  if  requested;  and 
that  should  the  physician  fail  on  request  to  provide 
such  a statement,  that  it  be  the  policy  of  the  OMA 
to  recommend  payment  of  the  bill  in  an  amount  not 
more  than  the  usual  and  customary  charge  for  such 
services  by  competent  and  qualified  laboratories 
used  by  physicians  in  the  area  plus  a reasonable 
charge  for  professional  services  performed  by  the 
physician;  and  that  if  a request  for  itemization  is 
refused  by  the  physician,  the  matter  shall  be  referred 
to  the  appropriate  peer  review  committee  for  in- 
vestigation and  recommendation  for  disciplinary 
action,  if  necessary. 

RESOLVED,  that  any  conviction  of  income  tax 
evasion  by  a physician,  coming  to  the  attention  of 
the  OMA  be  referred  immediately  to  the  Ethics 
Gommittee  for  investigation  and  appropriate  dis- 
ciplinary action. 

RESOLVED,  that  the  Bylaws  of  OMA  be  amended 
to  provide  the  Ghairman  of  the  Nominating  Gom- 
mittee be  carried  over  as  a member  of  the  subse- 
quent year’s  committee. 

RESOLVED,  that  OMA  urge  general  hospitals 
to  admit  patients  with  mental  or  emotional  illnesses 
for  care  and  treatment  without  exception  or  dis- 
crimination when  a patient  can  benefit  from  such 
treatment;  and  that  health  insurance  carriers  be 
strongly  urged  to  offer  protection  against  the  cost 
of  mental  illness;  and  that  the  medical  staffs  of 
general  hospitals  encourage  their  hospital  board  of 
directors  and  administrators  to  develop  facilities  for 
the  admission  of  patients  with  mental  and  emotional 
illnesses. 

RESOLVED,  that  the  OMA  have  introduced 
legislation  appropriating  state  funds  to  provide  for 
use  of  general  hospitals  as  an  alternative  to  state 

continued  on  page  875 
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How  do  you 
make  a better 
cearetle? 


Here’s  how: 


Tareyton’s  activated  charcoal 
scrubs  the  smoke  to  smooth  the  taste 
the  way  no  ordinary  filter  can. 


Pufl^yton’s  activated 
charcoal  fitter  on  your 
cigarette,  and  you’ll  have 
a better  cigarette.  But  not 
as  good  as  aTareyton. 
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“V^feteome  back,  Ann’ 


A 

BUILDING  BLOCK 
TO  RECOVERY 


ijiciionctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


T/yptjn- 100.000  N.F.  Units,  Chymotrypsm;  8,000  N.F.  Units: 
•nuiYrtnl  m tryptic  actiYrty  to  40  mt  et  N F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


#erldletc|.f.cl. 


Bitabs 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtair>ed  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventior>al  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contrsindicstions:  ORENZYME  BITABS  should  r>ot  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregr^ancy  has  rwt  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  ar>d  hematuria.  Increased  tender^ry  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
i4  groups.  (See  Precautions.)  It  is  recommended  that  if  side 
, effects  occur  nrtedication  be  discontinued. 

Dosage:  Or>e  tablet  q.i.d. 

^ I I I THE  NATIOHAL  OROQ  COMPANY 

§ I I HR]  I division  of  RICHARDSON  MCRReu  INC. 

PHILADELPHIA.  PEhMSYLVANIA  19U4 
TasOeMAMC  aiTASS  U.s.  ^ATCNT  no,  3.004.t93  9/70  0009A  l«1 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  caus^  of  vaginitis 
ate  multiple 


aindicoHons:  Known  sensitivity  to  sulfonamides, 
utions/ Adverse  Reactions:  The  usuol  precautions  for  topicol 
^stemic  sulfonomides  should  be  observed  because  of  the  pos- 
I of  obsorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicotor. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV.007A  7/70  T 149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  con  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vo 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


A/C 

The  treatment  is  singular 


Oregon  news  continued  from  page  871 

hospitalization  for  the  medically  indigent  psychiatric 
patient. 

RESOLVED,  that  OMA  support  the  nomenclature 
and  coding  system  of  the  American  Medical  Associ- 
ation for  describing  and  identifying  medical  and 
surgical  procedures  and  services;  and  that  OMA 
strongly  urge  Oregon  Physicians’  Service  and  other 
health  insurance  carriers  to  adopt  the  nomenclature 
and  coding  system  of  the  AMA. 

RESOLVED,  that  the  OMA  encourage  all  mem- 
bers to  bill  the  State  Public  Welfare  Department  at 
their  usual  and  customary  fee. 

Medical  Board  Licenses  41  Physicians 

At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held 
on  October  8 — 10,  1970,  Harry  E.  Sprang,  Secre- 
tary, announced  that  the  following  physicians  are 
licensed  to  practice  medicine  in  Oregon: 

W’illiam  Michael  Bennett;  Norman  Akiva  Bergman; 
Richard  Dennis  Chapman;  David  Michael  Cook; 
John  Lawrence  Cummings;  Theofilus  DeBruin; 
Hugh  Ernst  Dierker,  Jr.;  Theodore  Richard  Flaiz; 
Lilia  Train  Head;  Samuel  Lewis  Kalush;  Michael 
Jay  McCulloch;  Bruce  Hyatt  Miller;  James  Emerson 
Musgrave;  W'illiam  Chase  Owens;  Frederick  Lee 


Surbaugh;  Sandra  Armstrong  X'ilhauer;  and  David 
Scott  Wisdom,  all  of  Portland. 

Robert  George  Atwood,  Olympia,  Washington; 
Frank  Johnson  Baumeister,  Jr.,  Oregon  City;  Gary 
Mack  Boelling,  Astoria;  Phillip  Michael  Brenes,  U.  S. 
Navy;  William  Ivan  Galhoun,  U.  S.  Army;  David 
Lee  Dixon,  Vancouver,  Washington;  Michael  Robert 
Dunn,  Eugene;  Gerald  Iver  Erickson,  Orange,  Gali- 
fomia;  Robert  Jacob  Hehn,  Balboa  Heights,  Ganal 
Zone;  Arthur  Henry  Holmboe,  U.  S.  Navy;  Virgil 
Merlin  Hulse,  Bakersfield,  Galifomia;  Ronald  Lee 
Lutz,  Bend;  John  Joseph  McGroarty,  North  Holly- 
wood, Galifomia;  James  Roy  Morrison,  Seattle,  Wash- 
ington; Wrendell  Re  Nealy,  Salem;  George  Edward 
Reynolds,  U.  S.  Air  Force;  Patricia  Ellen  Sacks,  and 
Yale  Sacks,  both  of  Medford;  William  Glifford  Slick, 
Taylors,  South  Garolina;  Davis  Seaton  Smith,  Seattle, 
Washington;  Leslie  Wilson,  Sublimity,  Oregon;  and 
Terry  Yamauchi,  Torrance,  Galifomia. 

Donald  Coleman  Atkins,  D.O.,  Flint,  Michigan, 
and  Joseph  Francis  Dobbes,  D.O.,  Lakewood,  Cali- 
fornia. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  January  14  — 16,  1971.  The 
filing  deadline  date  for  this  meeting  is  December  14, 
1970. 

The  next  State  Board  Written  Examination  will 
be  given  on  December  2 — 4,  1970.  The  filing  dead- 
line date  for  the  examination  was  November  2. 


TIME  TO  GET  A BETTER  SYSTEM 

I say  that  when  any  system  makes  it  more  profitable  for  a man  not  to  work  than  to 
work,  when  any  system  has  the  effect  of  encouraging  a man  to  desert  his  family  rather 
than  to  stay  with  it,  it  is  time  to  abolish  that  system  and  to  get  a better  one. 

Richard  Nixon,  President  of  the  United  States,  in  Whats  Right  With  America,  June  25,  1970. 
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ROBERT  L.  H.ARE,  M.D. 


A Note  Of  Appreciation - 
And  Cautions  Optimism 


It  seems  to  me  that  the  responsibilities  and  chal- 
lenges facing  our  profession  have  never  before 
been  laid  out  so  clearly.  We  must  accept  the  fact  that 
the  demands  of  the  times  are  such  that  we  who  are 
“Organized  Medicine”  must  provide  active  (in  con- 
trast to  reactiv'e)  leadership  in  dealing  with  the  vast 
number  of  problems  which  confront  us  today. 

It  is  time  we  dedicate  ourselves  to  clearly  identi- 
b ing  the  strengths  and  weaknesses  of  our  present 
approaches  to  the  deliver\'  of  medical  care.  W’e  should 
be  able  to  do  this  better  than  anyone  else  — provided 
we  are  able  to  free  ourselves  of  the  yoke  of  tradition 
that  blinds  us  to  the  fact  that  we  must  be  able  to 
question  objectivelv  the  propriety  of  almost  every- 
thing that  we  do  and  the  wav  in  which  we  do  it. 

Which  of  the  tasks  that  physicians  now  perform 
should  be  done  by  others  with  less  training?  M’hat 
is  wrong  with  our  present  system  of  deli\'er\-  of  care 
to  the  underprivileged?  How  can  it  be  improved?  In 
what  situation  mav  the  closed  panel  or  foundation 
approaches  be  desirable?  How  can  our  present 
system  of  medical  education  be  altered  to  increase 
the  supply  of  physicians  and  allied  health  personal 
without  sacrificing  quality? 

It  seems  likely  that  many  of  our  most  cherished 
beliefs  may  not  be  valid  at  all  — vet  others  are  the 
foundation  of  a system  that  has  provided  in  many 
respects  the  best  medical  care  in  the  world.  Clearly, 
concepts  should  not  be  abandoned  merely  because 
they  are  traditional,  hut  only  if  they  are  u rong  or  no 
longer  valid.  Communication  with  many  of  our  mem- 
bers of  every  age  group,  location,  and  type  of  prac- 
tice over  the  past  year  has  convinced  me  that,  more 
than  ever  before  physicians  are  aware  of  these  re- 
sponsibilities and  wish  to  participate  activ'ely  in 
meeting  them. 

Perhaps  more  than  ever  before,  component  medi- 


cal societies  and  manv'  OMA  committees  are  engaged 
in  dialogue  that  clearly  shows  their  recognition  that 
superficial  approaches  and  the  denial  of  the  existence 
of  problems  are  inadequate,  and  can  only  by  de- 
fault lead  to  solutions  that  may  prove  disasterous  to 
our  patients  and  our  profession. 

The  300  respondents  to  our  recent  sunev  ex- 
pressed a desire  to  seiwe  on  OMA  committees,  and 
almost  half  of  the  respondents  have  never  before 
had  committee  appointments.  Regretablv,  there  are 
not  enough  positions  for  each  of  the  volunteers, 
but  we  now  have  a most  valuable  reserx’c  pool  of 
talent  which  is  availahle  to  our  leadership  in  the 
near  future. 

Perhaps  most  encouraging  of  all  is  the  interest 
that  students,  house  officers,  and  young  physicians 
with  all  their  social  consciousness  are  beginning  to 
show  in  actively  working  within  the  give-and-take 
structure  of  organized  medicine.  It  seems  to  me  that 
nothing  but  good  can  come  from  this. 

It  is  \er\-  gratifying  to  he  able  to  start  the  year 
with  a feeling  of  deep  appreciation  for  the  interest, 
dedication  and  capabilities  of  so  many  of  our  mem- 
bers. A feeling  of  hopeful  optimism  follows  easily 
from  this  appreciation,  as  well  as  the  conviction  that 
if  we  will  mov'e  cautiously  but  firmly,  the  future 
should  present  manv  opportunities  for  meaningful 
and  sound  progress. 
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WASHINGTON 


Washiugtoii  State  Medical  Association — 444  n.e.  ravenna  blvd.,  seatue,  woshington  98ns 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Walfved  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


Two  Surgeons  Decorated 


Brigadier  Cicneral  .lohn  Floyd  Coales,  Jr„  presents  lire  Outstanding  Civilian 
Serviee  Medal  to  .loel  \\  . Baker,  general  surgeon  and  Wofgang  \V,  Klemperer, 
neurosurgeon,  for  more  than  twenty  years  consulting  service  to  Madigan  General 
Hospital. 


Wofgang  W.  Klemperer  and  Joel  W.  Baker,  both  of 
Seattle,  were  awarded  the  Outstanding  Civilian 
Service  Medal  in  a colorhil  Honors  and  Retreat  cere- 
mony at  Madigan  General  Hospital,  September  24. 
The  decorations  were  recommended  bv  Brigadier 
General  John  Boyd  Coates,  Jr.,  and  approved  by  the 
Surgeon  General  and  Secretary  of  the  Armv.  The 
medals  were  presented  bv  General  Coates.  Both  men 
had  served  as  consultants  at  Madigan  General  for 
more  then  twentv  years. 

Citations  were  similar,  specifying  dates  and  the 


division  served.  Noted  in  the  citations  were,  “ — vast 
experience,  acquired  in  a long  and  distinguished 
career  in  clinical  surgery  ...  a most  valuable  asset  to 
the  Army  Medical  Service  . . . ready  availability  as  a 
teacher  and  practitioner  and  prompt  response  to  the 
needs  of  the  (special  service)  . . . greatlv  benefited 
patients  and  military  colleagues  . . . credit  upon  him- 
self and  the  Army  Medical  Department.” 

Washington  news  continued  on  page  880 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


S®Roche 

laboratories 

ot  Hotfmann  La  Rocne  inc 
Nu«»fry  NeM  Jersey  071 10 


His  wife  has  a lot  of  different 
lienopausal  symptoms,  but  only  a few 
•ally  irritate  him.  Her  hot  flashes,  her 
ertigo,  her  palpitations — that’s  her 
foblem.  what  really  bothers  him  is 
er  nervousness,  her  irritability  and 
er  excessive  anxiety,  often  expressed 
y endless  “book-shuffling,  chain- 
noking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
irtigo,  palpitations  in  most 
lenopausal  women.  Menrium 
rovides  the  well-known  antianxiety 
:tion  of  chlordiazepoxide  (Librium®) 
ad  water-soluble  esterified  estrogens, 
therefore  relieves  more  symptoms 
aan  either  component  separately. 

takes  care  of  the  vasomotor 
/mptoms  as  well  as  the  emotional 
/mptoms.  This  means  the  symptoms 
lat  bother  his  wife  most.  And  the 
/mptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
er  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide',  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


WSMA  1970  ANNUAL  MEETING 


Betwc'tMi  9:00  a.m.  Sunday,  when  registration  opened,  and  4:00  p.m.  W ednesday, 
September  23,  wlien  the  House  of  Delegates  adjourned,  1,083  guests  attended  tlie 
W'SMA  meeting  in  Spokane.  Following  is  a pieture  story  of  the  aetisities. 


Stanley  W.  Tuell,  Speaker  of  the  House,  opens  the  first  session. 


.Members  of  the  1970-71  WSMA  Executive  Committee,  left  to  right:  J.  Walfred  Wallen.  Secretary-Treasurer. 
Burlington:  Robert  P.  Parker,  Immediate  Past  President.  Spokane:  Richard  C.  Greenleaf,  1970-71  President, 
Seattle:  Paul  R.  Lauer.  V'ice  President.  Everett:  Peter  T.  Brooks.  President-Elect.  Walla  Walla. 


Robert  B.  Hunter,  AMA  Delegate,  discusses  a section  of  the 
House  of  Delegates  Book  with  the  WSMA  Legal  Counsel.  Mr. 
Henry  Kastner. 
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Honored 


New  50-year  club  members  and  iheir  wives.  I.eft  to  right  are:  Louis  A.  Parsell,  Spokane;  Harry  J.  Friedman,  Seattle;  William  W. 
Hicks,  Ellensburg;  Frederick  R.  Fischer,  Spokane.  Dr.  Parsell's  daughter  appears  at  left.  Other  physicians  who  have  practiced  for 
50  years  but  were  unable  to  attend:  Roger  Anderson,  Seattle;  Edwin  G.  Bannick,  Seattle;  Henry  V.  Bories,  Seattle  and  Lyle  A. 
Greenwood.  Bellingham. 


Mr.  Mark  Cooper  (left)  of  the  Western  Insurance  Information  Service  presents  the  Triangle  Award  to  1969- 
70  WSMA  President,  Robert  P.  Parker.  The  Triangle  Award  is  the  highest  award  presented  to  an  organization 
or  individual  for  programs  that  preserve  life  and  property.  Awards  were  presented  to  both  the  Association  and 
to  Herbert  Hartley,  as  an  individual,  for  the  work  performed  to  obtain  passage  of  the  Implied  Consent 
Initiative  242. 
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Exhibits  and  Courses 


tunnd  syndrome 


carpil  tunnel  syndrome, 
a diagnostic  dilemmaP 


(ifbatoi 


Robert  E.  Stack  and  James  B.  MacLean  developed  the  exhibit  Carpal  Tunnel  Syndrome:  A Diagnostic  Dilem- 
ma?, winner  of  the  1970  WSMA  Aesculapius  Award  for  the  most  outstanding  scientific  exhibit  ai  the  meeting. 
Dr.  MacLean  is  shown  discussing  the  exhibit. 


Dean  Robert  L.  VanCitters,  (center)  discusses  the  exhibit  on  the  New  Curriculum  at  the  University  of  Wash- 
ington School  of  Medicine. 


Physicians  study  electrocardiograms  during  a two-day  course  presented  by  J.  Paul  Shields.  Kenneth  I.  Suther- 
land, Robert  W.  Burroughs  and  Terrance  P.  Judge,  Spokane. 
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New  President's  Reception 


The  Marie  Antoinette  Room  of  the  Davenport  Hotel  was  filled  to  capacity  as  approximately  300  greeted 
Richard  Greenleaf  and  Mrs.  Robert  Phillips  at  the  New  Presidents’  Reception. 


Mrs.  John  Phillips,  1970-71  Auxiliary  President  and  Richard  C. 
Greenleaf,  1970-71  WSMA  President,  join  the  receiving  line. 


J.  Walfred  Wallen,  Secretary-Treasurer  (left)  discuss  the  Annual 
Meeting  with  the  Chairman  of  the  Scientific  Program  Committee, 
J.  Thomas  Rulon  and  his  wife  Joyce  during  the  New  Presidents’ 
Reception. 
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GOVERNMENT  SPENDING  AND  PRICES 

I would  urge  the  young  men  arul  young  women  in  this  audience  that  when  you  go 
home,  look  at  the  records  of  the  various  candidates  and  give  support  to  those  candidates, 
be  they  Democratic  or  Republican,  who  have  the  courage  and  the  character  to  vote 
against  a spending  program  by  Government  that  would  help  some  people  but  that  would 
raise  prices  for  all  people. 

Richard  Nixon,  President  of  the  United  States,  in  What’s  Right  With  America,  June  25,  1970. 
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Washington  News  continued  from  page  HH3 


Peer  Review  — Relative  Value  Schedules 
Annual  WSMA  Meeting 


The  moderator  and  panelists  for  the  Sunday  morning  Seminar  on  Relative  Value  Studies  were  (L-R)  John  H.  Lindberg,  chairman, 
WSMA  Relative  Value  Study  Committee,  Seattle,  Moderator;  Homer  C,  Pheasant,  Los  Angeles,  member  California  Medical  Associa- 
tion Committee  on  Relative  Value  Studies;  Burgess  L.  Gordon,  Chicago,  Editor,  AMA  Current  Procedural  Terminology  Manual, 
and  David  H.  Reid,  Ed.D.,  Chicago,  Assistant  Vice  President,  Information  and  Education,  National  Association  of  Blue  Shield  Plans. 


Two  questions  were  proposed  for  the  state’s  phy- 
sicians at  the  recent  81st  Annual  Convention  of  the 
Washington  State  Medical  Association. 

What  do  we  do  about  Peer  Review? 

Where  are  we  going  with  relative  value  schedules? 

Two  special  Sunday  sessions  probed  the  questions. 

In  the  Peer  Review  session,  Lawrence  L.  Weed, 
Burlington,  Vt.,  urged  the  WSMA  members  to  define 
the  goals,  go  all  the  way  and  use  the  medical  records 
as  the  basis  of  quality  control  judgment  if  Peer  Re- 
view seemed  the  wise  course. 

At  the  same  session,  Robert  B.  Hunter,  Sedro 
Woolley,  the  WSMA  delegate  to  the  American  Med- 
ical Association,  reminded  the  physicians  that, 
whether  or  not  the  Federal  presence  is  threatening  to 
impose  quality  control  standards,  the  government 
never  is  satisfied  with  its  return  from  the  dollars 
spent  for  care  and  that  the  government  cannot  guar- 
antee quality  care  because  only  physicians  can  give 
and  evaluate  care. 

Dr.  Weed  outlined  a plan  to  audit  medical  records 
as  the  best  way  to  make  Peer  Review  effective  and 
acceptable  — a sort  of  tissue  committee  extended  to 
cover  each  medical  practice. 

“But,”  he  warned,  “it  would  be  better  not  to  start 
(on  Peer  Review)  than  to  chicken  out  halfwav.” 

“It  would  be  remarkable,”  he  added,  “if  a group  of 
physicians  came  to  a general  conclusion,  then  acted.” 

The  goals  of  Peer  Review  must  be  defined  and 


known  in  advance.  There  can  be  no  rule-changing 
midway  in  the  program.  Dr.  Weed  said.  For  instance, 
the  physicians  must  decide  if  the  best  quality  care  is 
episodic  or  comprehensive;  then  they  must  define 
what  comprehensive  means. 

A certain  precision  and  specificity  is  necessary,  he 
said.  In  the  diagnosis,  there  should  be  no  notations 
such  as,  “stroke  — question  mark.”  The  record  should 
report  “coma  — etiology  unknown.”  There  can  be  no 
“doing  well  — phenobarbitol,”  but  a complete,  pre- 
cise record  of  fact,  not  impressions  or  generalities. 

“Ninety  percent  of  what’s  wrong  with  American 
medicine  is  that  we’re  not  doing  the  simple  things. 
We  forget  tetanus  shots;  we  do  not  make  a plan  and 
follow  it  through,”  Dr.  Weed  said. 

He  urged  that,  if  Peer  Review  is  adopted,  auditing 
committees  “deal  ruthlessly”  with  those  who  refuse  to 
be  helped. 

In  his  remarks.  Dr.  Hunter  said  that  some  national 
medical  insurance  plan  is  coming,  that  there  will  be 
medical  auditing,  state  bodies  investigating  quality 
and  national  guidelines. 

“But,”  he  reminded,  “the  license  to  practice  medi- 
cine allows  many  things;  the  prohibitions  are  set  bv 
the  physicians  themselves.” 

In  the  second  discussion  session,  Homer  C.  Phea- 
sant told  the  Washington  physicians  that  a relative 
value  schedule  has  four  functions; 

I.  It  identifies  the  services  a physician  performs. 
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2.  It  is  a guide  to  determining  fees. 

3.  It  is  a guide  for  insurance  carriers  and  govern- 
ment agencies  to  determine  their  commitments. 

4.  It  is  a guide  in  Peer  Review  and  claims  situa- 
tions. 

Dr.  Pheasant,  a v'eteran  of  relative  value  discus- 
sions in  the  California  Medical  Association,  said  the 
five-digit  coding  schedule  of  his  state’s  RVS  had  been 
expanded  by  55  percent  between  1964  and  1969.  The 
CRVS  also  uses  30  modifiers  to,  1.  change  fees,  2. 
allow  changes  in  specific  procedure  components  and, 
3.  to  write  in  adjunctive  services. 

“Commercial  carriers  seem  to  w'ant  to  monkey  with 
a pocket  dictionary,”  Dr.  Pheasant  said,  alluding  to 
the  Blue  Cross  and  Blue  Shield  loyalty  to  their  four- 
digit schedule. 

The  Blues  four-digit  schedule  was  defended,  to  a 
point,  by  David  H.  Reid,  assistant  vice  president  for 
information  and  education.  National  Association  of 
Blue  Shield  Plans. 

The  four-digit  system  is  economical,  it  avoids 
fractionation  and  it  saves  subscribers  the  $14  million 
it  would  cost  to  change  to  five-digit  systems. 

Reid  said  that  the  four-digit  system  has  been  ap- 
proved by  the  NABSP  board  of  directors,  upon  which 
some  physicians  serve.  He  said  such  nationwide  plans 
require  a system  that  can  cover  national  accounts, 
such  as  telephone  company  workers,  steel  workers 
and  the  like. 

He  said  the  Blues  schedule  now  includes  some 
3,900  procedures  and,  thus,  has  6,000  positions  avail- 
able for  expansion. 

Dr.  Pheasant,  how'ever,  said  the  $14  million  and 
more  would  be  gobbled  up  in  a few  years  at  the  rate 
of  $3  to  $4  million  a year  in  the  event  the  four-digit 
system  had  to  be  expanded.  The  Blues  schedule  also 
does  not  use  modifiers,  he  said. 

In  making  use  of  the  five-digit  system’s  unit  values 
and  conversion  factors,  a general  practitioner  might 


get  $189  for  treating  a fractured  femur,  an  orthope- 
dist might  get  $350- 

The  CRVS  is  not  a schedule  of  fees  and  should  not 
be  misconstrued  as  such.  Dr.  Pheasant  emphasized. 

A third  manual,  the  AMA’s  Current  Procedural 
Terminology,  would  assist  in  Peer  Review'  and 
quality-determining  matters,  the  CRT’s  editor,  Bur- 
gess L.  Gordon,  said. 

The  CPT  uses  a five-digit  indexing  system,  it  has 
expanded  from  345  pages  in  1966  to  1,200  pages  in 
1970.  New  medical  terms  and  more  sophisticated 
techniques  require  easier  expansion  and  deletion. 
Dr.  Gordon  said. 

WSMA  delegates  adopted  the  following  Resolution 
September  23,  1970  regarding  the  1969  California 
Relative  Value  Study. 

RESOLUTION 

BE  IT  RESOLVED,  that  whenever  possible  the 
members  of  the  Washington  State  Medical  Associa- 
tion use  the  CPT  or  the  1969  California  Relative 
Value  Study  for  purposes  of  coding  and  defining 
services  of  physicians,  and  be  it 

RESOLVED,  that  the  problems  of  major  fiscal 
agencies  be  recognized,  and  appropriate  cooperation 
with  them  be  maintained  for  a reasonable  time  to 
allow  resolution  of  these  problems,  and  be  it 

RESOLV’ED,  that  fees  charged  be  determined  on 
whatever  basis  the  individual  physician  deems  appro- 
priate, and  be  it 

RESOL\’ED,  that  the  usual,  customary,  reasonable 
concept  be  used  in  determining  the  appropriateness 
of  charges  made  by  the  physician,  and  finallv,  be  it 

RESOLV’ED,  that  all  committees,  executives,  and 
representatives  of  the  Washington  State  Medical 
Association  dealing  w’ith  other  agencies  act  con- 
sistentlv  with  these  recommendations. 


THIS  IS  A BEAUTIFUL  COUNTRY 

One  hundred  ten  years  ago,  after  one  of  the  bloodiest  and  most  tragic  instances  in  this 
tuitions  history,  John  Brown,  after  the  bloody  raid  on  Harper’s  Ferry,  was  tried,  convicted 
and  sentenced  to  be  hanged. 

When  he  was  on  his  way  to  the  gallows  he  rode  in  a wagon  with  his  own  coffin  beside 
him.  As'  he  rode  through  the  Virginia  countryside  that  day,  speaking  to  no  one  in  particu- 
lar, he  said  aloud  these  words:  “This  is  a beautiful  country.’’ 

Today,  when  America  has  all  its  blessings  and  admittedly  has  many  problems,  let  us 
never  forget  that  if  John  Brown  could  say  that  just  before  the  tragic  war  between  the 
States,  with  his  own  death  imminent,  then  we,  too,  can  say:  “This  is  a beautiful  country” 
and  we  are  privileged  to  be  the  generation  that  has  the  responsiblitiy  to  make  it  even 
more  beautiful  for  the  generations  ahead. 


Richard  Nixon,  President  of  the  United  States,  in  What's  Right  With  America,  June  25,  1970. 
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RICHARD  C.  GREENLEAF,  M.D. 


We  Can  Defeat  Apathy 

Today  it  is  not  medicine  alone  that  is  replete  with 
conflicts,  the  very  complexity  of  which  makes 
this  such  a fascinating  era  in  which  to  live.  But  medi- 
cine has  its  share;  peer  review  encompassing  util- 
ization, fee  adjudication,  quality  control  in  hospital 
and  office  — rural  and  ghetto  health  and  physician 
distribution  — continuing  education  and  recertifica- 
tion — malpractice  — chiropractic  and  other  quackery 
— national  health  insurance  — health  manpower  and 
physician  assistants  — costs  and  methods  of  health 
care  delivery. 

Not  the  least  of  the  difficulties,  and  one  of  the 
most  aggravating  and  most  demanding  of  an  answer, 
is  the  trouble  to  be  found  in  establishing  that  two- 
way  communication  between  individual  members 
within  organized  medicine  which  would  go  such  a 
long  way  toward  proper  solutions  of  every  problem. 
Not  long  ago  Wesley  Hall,  President-Elect  of  the 
AMA,  spoke  to  the  effect  that  there  are  no  problems 
in  medicine  today  that  we  have  not  caused  or  allowed 
to  be  caused,  either  by  omission  or  commission,  by 
ourselves  alone,  and  that  our  biggest  problem  is  the 
lack  of  interest  on  the  part  of  individuals  within  our 
own  membership. 

Time  was,  when  the  medical  society  was  the  hub 
of  the  medical  universe  in  all  educational,  social. 


political  and  economic  areas.  With  the  advent  of 
more  and  larger  hospitals  came  regulations  enforcing 
attendance  at  professional  staff  meetings  until,  in 
direct  proportion  to  the  size  of  the  communitv,  the 
time  of  the  busy  practitioner  was  compromised.  As 
a result  the  medical  society,  the  arbiter  and  negoti- 
ator for  the  physician  in  matters  of  socio-economic 
and  political  importance  to  his  practice  and  welfare, 
must  frequently  make  decisions  on  the  basis  of  less 
than  majority  representation. 

Members  of  the  House  of  Delegates  to  the  WSMA 
annual  meeting  are  elected  on  a geographic  basis,  to 
be  the  voice  and  the  ears  of  their  constituents  and, 
in  their  discretion,  have  the  power  to  refer  questions 
to  the  full  membership.  However,  these  delegates 
meet  normally  only  yearly,  while  between  sessions 
much  effort  and  money  are  expended  by  the  WSMA 
in  what  often  seem  futile  attempts  to  exchange  views 
and  to  create  harmony  of  purpose. 

In  January  1970  in  “Private  Practice”  appeared  an 
article  from  Louisiana  describing  a mechanism  where- 
by, thru  a Council  of  Medical  Staffs  made  up  of  a 
member  from  each  hospital,  it  was  possible  to  present 
problems  to,  and  obtain  an  immediate  opinion  from, 
a more  than  ten-fold  increase  in  the  number  of 
physicians  reached.  “Learning  How  to  Say  ‘NO’  ’’ 
proposed  a fine  idea  but  one  that  I believe  came 
about  in  the  wrong  manner  (outside  the  framework 
of  the  medical  society)  and  for  the  wrong  reason  (to 
take  anti  or  negative  positions).  Yet  this  proposal  is 
being  tested  on  a trial  basis  by  the  King  County 
Medical  Society,  now  with  proper  purpose  and  with 
proper  organization.  If  suceessful  and  promoted  with 
imagination,  it  is  conceivable  that  on  a city,  county 
or  regional  basis,  and  in  this  electronic  age,  such 
a structure  might  be  expanded  into  areas  of  continu- 
ing education,  peer  review  and  others  to  the  end  that 
in  the  millenium  all  docotrs  would  have  a knowledge- 
able voice  from  which  the  medical  society  could 
profit,  that  unnecessary  and  overlapping  meetings 
would  be  eliminated,  that  physicians  would  have 
more  productive  time  to  give  to  their  patients,  that 
thru  more  uniform  methods  of  operation  costs  would 
be  reduced,  and  that  no  longer  thru  apathy  would 
the  physieian  be  able  to  abdicate  his  responsibility 
to  help  guide. 
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CONTINUiy 

Compiled  by  Washington/Alaska  Regional  Medical  !( 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR  1 

PRECEPTORSHIPS; 
HEART  DISEASE. 
CANCER,  STROKE 
AND  OTHER  FIELDS 

Practicing  physicians 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington 
School  of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma 

Physicians  | 

BEND  STROKE 
CLINIC 

To  be 
Announced 

Oregon  Regional. 
Medical  Program 

Saint  Charles  Memorial 
Hospital,  Bend  Oregon 

Physicians 

RESPIRATORY 
DISTRESS  IN 
THE  NEWBORN 

S.  Gorham  Babson,  M.D. 
John  R.  Campbell,  M.D. 
Richard  \\  . Franklin,  M.D. 
Martin  H.  Lees,  M.D. 
Robert  E.  Thornfeldt.  M.D. 
Helen  Katagiri,  R.N. 

Velva  Slyter,  R.N. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

Eugene,  Oregon 
Sacred  Heart  Hospital 

Physicians 
OAGP  Credit 
4- '/a  hours 

CHRONIC 

RENAL 

DISEASE 

George  A.  Porter,  M.D. 
Theodore  H.  Lehman,  M.D. 
Richard  F.  Drake,  M.D. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

Ontario,  Oregon 
Holy  Rosary  Hospital 

Physicians 
OAGP  Credit 
4-<  'i  hours 

CHRONIC 

RENAL 

DISEASE 

George  A.  Porter,  M.D. 
Theodore  H.  Lehman.  M.D. 
Richard  F.  Drake,  M.D. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

LaGrande,  Oregon 
St  Joseph  Hospital 

Physicians 
OAGP  Credit 
4->/^  hours 

CHRONIC 

RENAL 

DISEASE 

George  A.  Porter,  M.D. 
Theodore  H.  Lehman,  M.D. 
Richard  F.  Drake.  M.D. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

Pendleton,  Oregon 
St.  Anthony  Hospital 

Physicians 
OAGP  Credit 
4-‘/2  hours 

MENSTRUAL 
DISORDERS: 
PUBERTY  TO 
SENILITY 

F.  John  de  Maria,  M.D. 
William  O.  Thomas,  M.D. 
Joseph  E.  Nohlgren,  M.D. 
Howard  C.  Stearns,  M.D. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

Newport,  Oregon 
Pacific  Community 
Hospital 

Physicians 
OAGP  Credit 
4->/2  hours 

MENSTRUAL 
DISORDERS: 
PUBERTY  TO 
SENILITY 

F.  John  de  Maria,  M.D. 
William  O.  Thomas,  M.D. 
Joseph  E.  Nohlgren,  M.D. 
Howard  C.  Stearns,  M.D. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

Columbia  Memorial 
Hospital 
Astoria,  Oregon 

Physicians 
OAGP  Credit 
4- Vi  hours 

CLINICAL  SEMINAR 
ON  PULMONARY 
THERAPY 

Roger  L.  Klein,  M.D.,  Asst.  Prof,  of 
Anesthesiology,  U.  of  Oregon  Medi- 
cal School;  James  F,  Morris,  M.D., 
Chief,  Pulmonary  Infectious  Diseases, 
Veterans  Administration  Hospital, 
Portland;  Miles  J.  Edwards,  M.D., 
Chief,  Div.  of  Chest  Diseases,  U.  of 
Oregon  Med.  School;  James  L.  Mack, 
M.D.,  Internist,  Diseases  of  the  Chest, 
Portland  Clinic 

Department  of  Medical  Educa- 
cation,  Portland  Adventist 
Hospital 

Portland  Adventist  Hospital 
6040  S.E.  Belmont 
Portland,  Oregon 

Physicians 
AAGP  Credit 
5 hours 

LESIONS  OF 
THE  HEAD 
AND  NECK 

Norman  H.  Rickies,  D.D.S. 
Harvey  W.  Baker,  M.D. 
Benjamin  V.  Siegel,  Ph  D. 

Circuit  Course  Program 
U.  of  O.  Medical  School 

Salem,  Oregon 
Salem  Memorial 
Hospital 

Physicians 
OAGP  Credit 
4- Vi  hours 

SEXUALITY  AND 
SEX  EDUCATION 
FOR  THE  PHYSICIAN 

Nathaniel  N.  Wagner,  Ph.D., 
Coordinator 

College  of  Medical  Education 
in  cooperation  with  the 
University  of  Puget  Sound 

University  of 
Puget  Sound 

Physicians 

WASHINGTON 
CIRCUIT  COURSE: 
THERAPY  IN 
PRACTICE 

Robert  D.  Conn,  M.D.: 

John  S.  Holcenberg,  M.D.; 
William  O.  Robertson,  M.D.; 
Robert  C.  Davidson,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

January  13:  Whatcom 
County  Health  Auditorium, 
Bellingham;  January  14: 
Olympic  Memorial  Hospital, 
Port  Angeles;  January  27: 

St.  John,s  Hospital,  Long- 
view; January  28:  ,St.  Peter's 
Hospital,  Olympia 

Physicians 

ENDOCRINOLOGY 

Francis  Wood,  M.D.,  Chrm, 

Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine 

Room  150,  Child  Develop- 
ment and  Mental  Retarda- 
tion Center,  Health  Sciences, 
University  of  Washington 

Physicians 
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PDICAL  EDUCATION 


1 Regional  Medical 

Program,  Mountain 

States  Regionol  Medical  Program. 

ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be 

individually 

arranged 

None 

Postgraduate  Preceptorships  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building, 
Seattle  98105 

5 hours 

November  16,  1970 
9:00  a.m.  - 2:00  p.m. 

None 

W.  E.  Dickey,  M.D. 

Saint  Charles  Memorial  Hospital 
700  Lava  Road 
Bend,  Oregon  97701 

4-1/2  hours 

November  18,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 
U.  ofO.  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4-1/i  hours 

December  2,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 

U.  of  O.  Medical  School 

3181  S.  W.  Sam  Jackson  Park  Road 

Portland,  Oregon  97201 

4- Vi  hours 

December  3,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 

U.  of  O.  Medical  School 

3181  S.  W.  Sam  Jackson  Park  Road 

Portland,  Oregon  97201 

4-V^  hours 

December  4,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 

U.  of  O.  Medical  School 

3181  S.  W.  Sam  Jackson  Park  Road 

Portland,  Oregon  97201 

4-1/2  hours 

December  9,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 

U.  of  O.  Medical  School 

3181  S.  W.  Sam  Jackson  Park  Road 

Portland,  Oregon  97201 

4-1/2  hours 

December  10,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 

U.  of  O.  Medical  School 

3181  S,  W.  Sam  Jackson  Park  Road 

Portland,  Oregon  97201 

5 hours 

December  10,  1970 
9:00  a.m.  - 3:30  p.m. 

None 

T.  R,  Flaiz,  M.D.,  Director 
Department  of  Medical  Education 
Portland  Adventist  Hospital 
6040  S.E.  Belmont 
Portland,  Oregon  97215 

4-1/2  hours 

December  30,  1970 
1:30  - 6:00  p.m. 

None 

Director 

Circuit  Course  Program 

U.  of  O.  Medical  School 

3181  S.  W.  Sam  Jackson  Park  Road 

Portland,  Oregon  97201 

40 

10  evenings 

Every  Wednesday  evening  from 
7:30  to  9:30  p.m.  for  10  weeks 
beginning  January  6 

$50 

Pre-registration  required.  Contact 
College  of  Medical  Education, 
University  of  Puget  Sound, 

1500  N.  Warner,  Tacoma  98416 

None 

One  half  day 

January  13,  1:30  p.m.; 
January  14,  1:30  p.m.; 
January  27,  1:30  p.m.; 
January  28,  1:30  p.m. 

$15 

Division  of  Continuing  Medical 
Education,  University  of  Washington 
School  of  Medicine,  Seattle  98105 

100 

Two  days 

January  14,  15 

January  14,  8:30  a.m.  - 5:00  p.m. 
January  15,  8:30  a.m.  - 5:00  p.m. 

$50 

Pre-registration  requested. 

Contact  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine,  Seattle  98105 
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IDAHO 


Idaho  Medical  Association west  bannock  st.,  Boise,  Idaho  83702 

PRESIDENT  William  R.  Tregoning,  M.D.,  Boise 

SECRETARY  ].  Gordon  Dairies,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armatid  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Woman’s  Auxiliary  Has  Information 
Booth  On  the  Medic 
Alert  Foundation 

The  Community  Health  Committee  of  the  Wo- 
man’s Auxiliary  to  the  Idaho  Falls  Medical  Society 
staffed  a booth  at  the  Eastern  Idaho  State  Fair,  Sep- 
tember 7-12,  featuring  information  on  the  Medic  Alert 
Foundation.  The  Foundation  encourages  individuals 
to  wear  personal  identification  of  any  medical  prob- 
lem that  should  be  known  in  an  emergency.  Mrs. 
Harvey  Guyett  is  President  of  the  Idaho  Falls  Auxil- 
iary and  the  committee  members  are  Mrs.  G.  Curtis 
Waid,  Mrs.  Walter  G.  Hoge,  Mrs.  L.  Stanley  Sell  and 
Mrs.  David  S.  Burnet. 


Quarterly  Report  Prepared 

The  quarterly  report  prepared  by  the  State  of 
Idaho  Department  of  Public  Assistance  covering  the 
months  of  April  — June,  1970,  lists  expenditures  of 
$6,367,088.25  for  five  categories  of  relief.  Funds 
spent  in  the  three  month  period  by  category  were  as 
follows: 

Old  Age  Assistance:  $656,288.00;  Aid  to  Depen- 
dent Children:  $2,574,840.59;  Aid  to  the  Blind: 
$25,151.00;  Aid  to  the  Permanently  and  Totally 
Disabled;  $652,975.00,  and  Medical  Assistance  pay- 
ments: $2,458,833.66. 

State  and  local  funds  amounts  to:  $2,374,144.00 
while  Federal  Funds  totaled  $4,903,392.00. 

In  April  11,054  cases  were  listed  on  the  assistance 
rolls,  in  May  11,064  and  11,195  in  June. 


Medical  Licenses  Renewed 

As  of  October  I,  1970  a total  of  1,097  medical 
doctors  renewed  licenses  to  practice  - medicine 
and  surgery  in  Idaho,  Robert  E.  Lloyd,  Chairman  of 
the  Idaho  State  Board  of  Medicine  reports.  Of  the 
total,  658  reside  in  Idaho  and  439  live  out-of-state. 
The  number  licensed  represents  an  increase  of  72 
over  the  previous  year.  Four  residents  and  13  non- 
residents did  not  renew  licenses. 

Twenty-seven  resident  osteopaths  renewed  li- 
censes and  one  cancelled,  w'hile  28  non-residents 
renewed  and  two  were  cancelled. 

Physicians  Elected 

The  following  physicians  have  been  elected  to 
membership  in  their  component  medical  societies: 

Upper  Snake  River  .Medical  Society;  Rocco  P.  Ci- 
frese  and  Sara  A.  Cifrese,  both  of  Ashton. 

Ada  Countv  Medical  Society:  John  J.  Mohr, 
Boise. 

North  Idaho  District  Medical  Society:  Dean  H. 
Mahoney,  Lewiston. 

New  Officers  Elected 

New  officers  for  two  component  medical  societies 
for  the  coming  year  have  been  elected.  They  are: 
North  Idaho  District  Medical  Society:  President: 
Raymond  M.  Stover,  Lewiston;  President-Elect: 
Richard  D.  Thorson,  Lewiston;  Secretar\'-Treasurer: 
Allen  M.  Cochrane,  Lewiston  (re-elected).  Delegates 
and  Alternate  Delegates  to  be  elected  soon. 

Ada  County  Medical  Society:  President:  R.  Bruce 

continued  on  page  896 


890 

Northwest  Medicine,  November,  1970 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 


HEALTH  CARE  HIGHLIGHTS 
CONTINUING  EDUCATION 
PROGRAMS 
ON  TELEVISION 
EVERY  TUESDAY 
7:35  and  8:05  a.m.  and  close  of 
broadcast  day  on  educational 
channels. 

Presented  by  W/ARMP 


OL.  3,  NO.  5 


NOVEMBER,  1970 


lliwaits  President’s  Signature 

iiONGRESS  AGREES  ON  RMP  BILL 


h The  bill  to  extend  Regional  Medi- 
|lal  Programs  for  another  three  years 
I'Tierged  from  the  joint  conference 
I ommittee  of  the  House  and  Senate 
list  month.  It  authorized  $125  million 
)r  1971,  $150  million  for  1972  and 
250  million  for  1973.  These  totals 
ire  more  than  the  Administration 
"jggested  and  are  an  increase  over 
revious  years. 

Of  these  authorized  amounts,  up 
I)  $15  million  may  be  expended, 
aarly,  on  programs  for  control  or 
r eatment  of  kidney  disease,  which 
as  added  to  heart,  cancer,  stroke 
nd  related  diseases  as  the  focus  of 
ie  Program. 

Although  the  bill  authorized  fund- 
ig,  the  exact  amounts  must  be  ap- 
roved  by  the  appropriations  commit- 
;es  which  may  not  meet  until  after  the 
ovember  elections,  according  to  re- 
lorts  from  Washington,  D.C. 

In  the  new  bill  RMP  and  Compre- 
ensive  Health  Planning  remain  sep- 
'ate  entities,  but  it  specifies  that 
HP  shall  have  “opportunities  for  re- 
ew”  of  RMP  grant  proposals. 

There  is  additional  emphasis  on 
revention  and  rehabilitation  and  on 
ome  services  for  treatment  and  re- 
abilitation.  Early  detection  and  pri- 
lary  prevention  are  also  stressed. 
Making  health  services  more  avail- 
)le  and  accessible,  especially  in 
antral  city  and  rural  areas  was  also 
ghiighted. 

Another  measure  of  the  bill  included 
creasing  the  membership  of  the 
ational  Advisory  Committee  from  16 
20.  (C.  Robert  Ogden,  chairman  of 


the  W/ARMP  Regional  Advisory  Com- 
mittee, was  recently  appointed  to  this 
key  group  which  makes  policy  and 
reviews  projects  for  all  Regional 
Medical  Programs.) 

Including  more  lay  members  on 
local  regional  advisory  committees 
was  also  encouraged. 

At  press  time,  the  President  had 
not  yet  signed  the  joint  bill. 


Members  of  the  Washington 
State  Medical  Association  will  be 
assessed  $10  yearly  for  continu- 
ing education  purposes  beginning 
January,  1971.  This  action  was 
taken  by  the  House  of  Delegates 
at  the  annual  WSMA  meeting  in 
Spokane  in  September.  For  com- 
ment, see  editorial  column,  page 
4,  by  Thomas  F.  Sheehy,  Jr.,  M.D., 
chairman.  Continuing  Education 
Committee.  WSMA. 


FRATERNAL  ORDER  OF  EAGLES  backed  a W/ARMP  cancer  care  program  with 
a $10,000  check.  Presenting  the  national  donation  is  Mrs.  Ben  Packard  of  Wenat- 
chee, chairman  of  the  Washington  State  Eagles  cancer  drive.  Center  is  Douglas 
Jones,  radiation  physicist  for  RMP,  and  Dr.  John  Gardner,  Wenatchee  radiologist. 
See  story  page  3.  Photo  by  Wenatchee  Daily  World. 


RAC  ACTS  ON  PROJECTS  AND  BUDGE1 


MZ\RMP  SPOTLIGHT 


ROBERT  A.  FOUTY,  M.D. 

A great  boon  to  upgrading  the 
practice  of  laboratory  medicine  in 
the  Washington  and  Alaska  region  is 
the  continuing  education  of  labora- 
tory personnel  program  directed  and 
created  by  Dr.  Robert  A.  Fouty. 

Since  the  project  began  in  May, 
1968, 137  have  completed  the  individ- 
ual refresher  program  offered  in  14 
training  laboratories  in  the  region. 
Another  150  have  attended  postgrad- 
uate workshops. 

Evaluation  of  the  project  shows 
that  more  than  850  new  or  improved 
tests  have  been  instituted  by  the 
trainees  after  they  returned  to  their 
home  laboratories. 

Credit  for  this  impressive  record  is 
due  Dr.  Fouty,  Yakima  pathologist, 
who  designed  the  project  after  per- 
sonally surveying  75  laboratories  in 
the  region  to  determine  their  needs. 
His  able  assistant  director,  Janiece 
Sattler,  is  responsible  for  the  smooth 
daily  operation  of  project  details  and 
mechanics. 

Valuable  feature  of  the  plan  is  that 
it  enables  trainees  to  leave  their  lab- 
oratory and  spend  a day,  week  or 
more  getting  to  know  and  work  with 
qualified  experts,  such  as  patholo- 
gists, chemists,  microbiologists  and 
medical  technologists  in  major  insti- 
tutions in  the  region. 

(W/ARMP  pays  per  diem  and  trav- 
el expenses  to  the  trainee  and  a fee 
to  the  training  institution.) 

Another  service  of  Dr.  Fouty’s 
project  is  a course  in  blood  banking 
arranged  with  the  King  and  Spokane 
County  Blood  Banks.  Communities 
which  have  been  without  this  crucial 
service  are  being  supplied  trained 
personnel  who  have  completed  the 
three-week  course. 

The  Yakima  physician,  concerned 
with  the  problem  of  quality  control, 
instituted  a voluntary  evaluation  pro- 
gram for  laboratories  in  the  region 
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Fifteen  on-going  projects  and  their 
operating  budgets  for  1971,  totaling 
more  than  $1.5  million,  were  approved 
by  the  Regional  Advisory  Committee 
at  their  two-day  meeting,  Oct.  2-3  in 
the  Hilton  Inn,  Seattle. 

Project  budget  requests  were 
trimmed  to  approximate  the  current 
expenditures  ^this  year.  This  action 
was  recommended  by  the  Executive 
Committee  due  to  uncertainty  for  in- 
creased RMP  funding  in  1971. 

Proposals  for  two  new  projects. 
Pediatric  Pulmonary  Care  and  Train- 
ing and  Development  of  Nuclear 
Medical  Technologists,  were  tabled 
and  cannot  be  submitted  for  funding 
until  the  next  Anniversary  Review 
date  a year  from  now. 

It  was  recommended  that  the  Coro- 
nary Care  Unit  Coordination  and  Sub- 
regional ecu  projects  be  combined 
into  one,  with  separate  directors  be- 
coming co-directors. 

The  Alaska  Health  Sciences  Li- 
brary is  being  supported  next  year 
from  local  RMP  funds  and  from  sup- 
plemental monies  if  available  from 
the  national  Regional  Medical  Pro- 
gram agency.  The  Alaska  State  Legis- 
lature has  indicated  its  willingness  to 
consider  supporting  the  library  in 
1972. 

Medical  Computer  Services  Proj- 
ect was  approved  by  the  RAC,  but  it 
will  be  continued  only  if  new  funds 
are  made  available  from  national 
RMP. 

Other  operating  projects  approved 
for  continuation  are  Central  Washing- 
ton, Southeastern  Alaska,  Postgradu- 
ate Preceptorships,  Information/Edu- 
cation Resource  Support  Unit,  Radio- 


through  the  American  College  of 
Pathologists.  As  a result  of  his  rec- 
ommendation last  year  as  president 
of  the  Washington  State  Pathology 
Society,  a committee  is  now  explor- 
ing the  licensing  procedures  for  lab- 
oratories in  attempts  to  standardize 
the  system. 

A 1956  graduate  of  the  UW  School 
of  Medicine,  Dr.  Fouty  was  director 
of  their  Medical  Technology  Training 
Program  from  1965  until  he  moved  to 
Yakima  last  year. 

A native  of  Seattle,  Dr.  Fouty  com- 
pleted three  different  residences  in 
clinical,  anatomical  and  surgical 
pathology  at  NIH  in  Bethesda,  Vet- 
erans Hospital  and  Swedish  Hospital 
in  Seattle. 

He  belongs  to  the  American  So- 
ciety of  Clinical  Pathologists,  College 
of  American  Pathologists,  Yakima 
Medical  Society,  WSMA  and  Pacific 
Northwest  Society  of  Pathologists. 


logical  Physics,  Stroke  RehabilitatHj 
Nursing  (Puyallup),  Centralia  StroB 
Automated  Tumor  Registry,  MotW 
ecu  and  Stroke  Education.  !■ 
RAC  members  also  establish  |l 
long-term  goals,  objectives  and  ( J 
orities  for  W/ARMP.  They  request  ■ 
more  time  in  the  future  for  review  ■ 
project  proposals.  ■ 

According  to  Acting  Chairman  V M 
liam  O.  Robertson,  M.D.,  they  “( I 
pressed  their  desire  for  continu 
commitment,  intensive  preparati  Ij 
and  homework.”  L 

Chairman  C.  Robert  Ogden  h § 


ARTHUR  C.  GUYTON,  M.D.,  U. 
Mississippi,  listens  to  Ruby  Massin' 
gale,  R.N.,  coronary  care  educator 
discuss  problems  she  encounters  ir 
her  work  at  Swedish  Hospital,  Seattle 
Dr.  Guyton,  chairman  of  the  depart 
ment  of  physiology  and  biophysics  a. 
Miss.,  was  keynote  speaker  for  thi^ 
five  - day  advanced  CCU  nursini^ 
course  last  month  at  the  UW.  Eighty 
seven  nurses  from  seven  states  fron 
as  far  as  Missouri  attended 
course,  co-sponsored  by  RMP.  j 


W/ARMP  BOOKLET  READY 

“Action  in  Health  Care,”  a 24-page, 
booklet  which  explains  the  activities 
goals,  problems  and  structure  of  W/-j 
ARMP,  is  now  available  for  distribu-i 
tion. 

For  copies  of  this  general  informa- 
tion publication,  write:  RMP  Support 
Unit,  530  U-District  Bldg.,  Seattle, 
98105. 
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UGLES  SUPPORT 

CANCER  THERAPY 

) 

Approval  and  support  were  given  in 
|i  big  way  recently  to  the  W/ARMP 
project  which  assists  physicians  prac- 
ucing  radiation  therapy  by  the  na- 
jional  Fraternal  Order  of  Eagles, 
i A $10,000  check  was  presented  at 
t state  Eagles  meeting  in  Wenatchee 
i|3  Douglas  Jones,  radiation  physicist 
(Sr  the  project. 

Jones  said  the  donation  will  be 
;sed  to  set  up  a centralized  com- 
I uter  system  to  do  dose  calculations 
! )r  physicians  treating  cancer  vic- 
ims.  The  task  of  determining  radia- 
|jon  dosage,  now  being  done  by  hand, 
ometimes  takes  hours,  even  days  to 
omplete. 

The  new  service  will  enable  the 
hysician  to  obtain  his  answer  by 
lerely  sending  a drawing  of  the 
imor  with  its  size  and  location  to 
le  UW  computer  terminal  via  a tele- 
opier  machine  located  in  his  office, 
fithin  a few  hours  the  answer  will 
e relayed  back  to  his  office. 

Initiator  of  the  Eagles  gift  was  Mrs. 
en  Packard,  chairman  of  the  Eagles 
ate  cancer  drive  and  a cancer  pa- 
3nt,  herself.  Her  physician.  Dr.  John 
ardner,  Wenatchee  radiologist,  rec- 
nmended  that  the  money  be  given 
' expand  the  work  of  the  W/ARMP 
1 adiological  Physics  project,  directed 
( Peter  Wootton. 

Total  cost  of  establishing  the  dose 

ticulation  and  treatment  center  will 
nearly  $32,000.  The  Washington 
ate  Eagles  members  announced 
<ey  will  raise  another  $25,000  next 
I ;jar  for  the  project. 

N EUROLOGY  CONSULTANTS 
^,ISIT  SOUTHEAST  ALASKA 

; A team  of  neurological  and  reha- 
l^litation  specialists  visited  Alaska 
I st  month  to  consult  with  hospital 
I affs  in  Sitka,  Ketchikan  and  Juneau 

|id  to  present  a two-day  course  in 
roke  care  for  nurses  in  Sitka. 

Their  visit  was  sponsored  by  the 
I Jutheastern  Alaska  Project  which 
l ings  consultants  from  medical  cen- 
rs  to  the  area. 

_ Members  of  the  team  from  the  UW 
;3re  Dr.  Phillip  D.  Swanson,  head, 
surology  Dept.;  Dr.  Gilbert  Frank, 
isociate  professor,  neurology  and 
;ad  of  W/ARMP  Stroke  Program; 
jsemarian  Berni  and  Morris  R. 
brning  from  the  Physical  Medicine 
lid  Rehabilitation  Dept. 


HAND  EXERCISES  for  stroke  end  other  neurologically  injured  patients  are 
demonstrated  by  Nurse  Clinician  Margaret  Clipper,  left,  a neurological-neuro- 
surgical specialist  from  the  U.  of  Minnesota  Medical  School.  Observing  are  Ruth 
Ritter,  head  nurse,  center,  and  Shirley  Hyatt,  supervisor  of  nursing  education, 
both  of  Harborview  Medical  Center.  Miss  Clipper  gave  inservice  education  lec- 
tures and  demonstrations  to  nurses  and  other  health  personnel  throughout 
Washington  State  last  month.  Her  visit  was  sponsored  by  the  W/ARMP  Stroke 
Education  Project. 


TV  ON  NURSING,  STROKE 

Programs  for  nurses  will  be  tele- 
cast on  educational  TV  channels  next 
month  followed  in  January  by  pro- 
grams for  all  members  of  the  stroke 
care  team. 

Schedule  will  be: 

DEC.  1 - “The  Isolated  Patient” 

(Radium  Implantation). 

DEC.  8 — “Being  a Patient  and  Be- 
coming a Person”  (Suggestions  on 
helping  a patient  who  feels  de-per- 
sonalized  by  hospital  atmosphere). 

Due  to  Christmas  holidays,  only  the 
above  two  programs  will  be  aired  in 
December. 

JAN.  5 — “Stroke  Rehabilitation, 
Part  I,  Evaluation” 

JAN.  12  — “Stroke  Rehabilitation, 
Part  II,  Retraining” 

JAN.  19  — “Stroke  Rehabilitation, 
Part  III,  Retraining” 

JAN.  26  — No  Telecast.  Wrap-up 
sessions  with  course  instructors,  12 
noon,  St.  Elizabeth  Hospital,  Yakima. 
All  Central  Washington  physicians  in- 
vited. 

Instructors  for  the  stroke  series  will 
be  Dr.  Donal  R.  Silverman,  director  of 
rehabilitation  medicine,  Providence 
Hospital  in  Seattle  and  Dr.  Walter  C. 
Stolov,  professor,  department  of  phy- 
sical medicine  and  rehabilitation,  at 
the  UW. 

All  TV  shows  are  aired  at  7:35  and 
8:05  a.m.  and  repeated  at  the  close  of 
the  broadcast  day  at  10:30  or  11  p.m. 
on  educational  channels  in  Washing- 
ton and  in  Portland  on  Channel  10. 


Quality  Control  Meet 
Set  For  Hospitals 

A three-day  workshop  for  hospitals 
on  problem-oriented  records  and  au- 
dit systems  which  reveal  patient  care 
deficits  will  be  held  Nov.  12-14  at 
Lake  Wilderness. 

Dr.  Clement  Brown  of  Chestnut  Hill 
Hospital,  Philadelphia,  which  already 
has  a model  patient  record  audit  sys- 
tem, agreed  to  conduct  the  workshop 
if  participating  hospitals  sent  repre- 
sentatives from  four  departments: 
medical  staff,  board  of  trustees, 
medical  record  library  and  adminis- 
tration. 

The  workshop  was  recommended 
by  the  Continuing  Education  Coordi- 
nators (private  physicians)  who  hope 
to  base  their  postgraduate  training 
programs  on  audit  system  results. 

Registration  is  being  accepted  at 
the  UW  Office  of  Research  in  Medi- 
cal Education,  phone  543-2259,  spon- 
sor of  the  workshop.  Fee  is  $50  per 
hospital.  Other  sponsors  include 
Washington  State  Society  of  Internal 
Medicine  and  W/ARMP. 
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Shirley  I.  Cannon  — Assistant  Editor 
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“liltin’' 

MILITARY  HELICOPTERS  carrying  sick  or  injured  civilians  began  landing 
Harborview  Medical  Center  in  Seattle  this  fall  thanks  to  cooperative  actil\ 
taken  by  state,  county  and  city  officials  who  arranged  for  the  building  of  a lant 
ing  pad.  Harborview  is  participating  in  the  project  MAST  (Military  Assistance^ 
Safety  and  Traffic)  which  provides  military  ‘copters  for  rescue  and  evacuation  | 
civilians.  More  than  25  missions  have  been  made  in  the  first  three  months 
operation. 

COMPUTER  IN  MEDICINE  NEED 
STUDY  SAYS  YALE  PROFESSO 


EDITORIAL 

by  Thomas  F.  Sheehy,  Jr.  M.D. 
Chairman,  WSMA  Continuing 
Education  Committee 

The  practicing  physician  is  bar- 
raged  from  all  sides  by  an  endless 
competition  for  his  time.  Not  the 
least  of  demands  is  the  need  for  con- 
tinuing education,  not  only  for  his 
own  personal  satisfaction,  but  also 
to  ensure  his  patients  quality  care. 

As  a member  of  an  honored  pro- 
fession, he  also  needs  to  know  that 
his  colleagues  share  this  goal  of 
quality  care  and  that  they  are  willing 
to  exercise  controls  through  their 
professional  organizations  to  meet  it. 

What,  then,  is  the  role  of  the  medi- 
cal association  and  the  private  phy- 
sician in  continuing  education? 

Medical  associations  should  be 
committed  to  guaranteeing  the  re- 
cipients of  care  that  a physician  is 
competent  and  abreast  of  all  current 
techniques  in  his  field. 

Toward  this  common  goal,  individ- 
ual physicians  must  make  a personal 
commitment  of  time,  effort  and 
money. 

When  the  House  of  Delegates  in 
Washington  State  voted  a dues  as- 
sessment of  $10  per  member  per  year 
for  the  continuing  education  process, 
we  said,  in  effect,  that  we  are  com- 
mitted to  remaining  current,  to  as- 
suring our  patients  top  quality,  and 
that  we  are  willing  to  back  our  com- 
mitment with  money,  time  and  effort. 

Without  this,  the  responsibility  will 
pass  by  default  to  the  source  who 
“pays  the  fiddler”—  and  today  the 
payment  sources  are  many  and  var- 
ied. This  could  lead  to  controls 
which  will  not  necessarily  be  to  the 
physician’s  benefit. 

Only  if  we,  as  a medical  society, 
can  assure  the  public  that  we  have 
and  will  maintain  competence  can  we 
hope  to  avoid  what  may  be  unpalat- 
able and  odius  methods  of  relicen- 
sure and  recertification. 

Another  obligation  we  face  is  the 
assessment  of  our  educational  needs. 
The  consumer  of  the  education  is 
best  able  to  see  his  knowledge  gaps, 
to  know  where  his  techniques  have 
become  outdated.  It  is  up  to  him  to 
relay  these  needs  to  the  producers 
of  continuing  education  programs. 

We  hope  that  the  added  revenue 
for  continuing  education  will  have  a 
positive  effect  on  all  physicians,  as 
well  as  their  patients. 
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The  computer’s  role  in  medicine 
was  demonstrated,  discussed  and  de- 
bated by  some  278  physicians,  hos- 
pital administrators,  computer  spe- 
cialists and  other  guests  last  month  at 
a two-day  conference  in  Seattle  spon- 
sored by  W/ARMP. 

Keynote  speaker,  Alvan  R.  Fein- 
stein,  M.D.,  Yale  University,  said  that 
computers  will  be 
playing  an  in- 
creasingly impor- 
tant role  in  medi- 
cal practice,  but 
much  further  de- 
velopment and 
clinical  evaluation 
is  needed  before 
the  exact  place  of 

Alvan  R.  Feinstein,  M.D.  computers  in 

medicine  can  be  established. 

The  medical  professor  said  that 
the  important  matter  of  clinical  judg- 
ment may  be  aided  by  computers  but 
will  remain  the  responsibility  of  the 
physician. 

Twenty  exhibits  were  featured  at 
the  conference  held  in  the  Fames 
Theater  of  the  Pacific  Science  Center. 


Panel  discussions  of  various  cor' 
puter  methods  featured  62  national] 
and  regionally  known  speakers. 

Regional  physicians  chairing  tt 
various  panels  included:  Paul  D 
gert,  self-administered  patient  histi 
ries;  David  Stewart,  medical  recorc 
and  utilization  review;  Robert  Gibi 
laboratory  data  processing  and  Pai 
Lauer,  multiphasic  screening. 


PHYSICIANS  RECEIVE  POSTS 

Practicing  physicians  who  w 
serve  as  Continuing  Education  Coo 
dinators  in  their  area  were  announcei 
in  September  at  the  Coordinatoil 
Meeting  in  Spokane. 

They  are;  William  R.  Brown,  Jr‘ 
Thomas  Jones  and  Leonard  Vande 
bosch,  all  of  Spokane,  and  Earl  Lashe, 
of  Bellevue. 

Appointments  are  made  by  th 
WSMA,  W/ARMP  and  UW  School  cl 
Medicine.  1 

Retiring  members  are  Dr.  Chadwic 
Baxter  of  Spokane  and  Dr.  Allen  Doar ' 
Bellevue. 

h 


Picture  of  treated  with 

i sprained  shoulder  Parafon  Forte®ABLEis 

Paraflex'^  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


arafon  Forte  tablets  help  to  relieve  pain, 

I store  mobility. . . stop  pain-spasm  feedback 

' providing: 

nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
Icstric  mucosa  so  often  associated  -with  salicylate 
(erapy2 

• d a skeletal  muscle  relaxant  effective  in  a wide  va- 
'?ty  of  conditions®*^... but  not  likely  to  have  the  cen- 
ial  effects  of  tranquilizing  compounds.® 

i'escribe  Parafon  Forte  for  effective  spasmolysis 
lid  analgesia  in  sprains,  strains,  myalgias,  low  back 
[ in,  bursitis  and  other  musculoskeletal  disorders. 
,'ur  patients  will  appreciate  the  restored  comfort 
jid  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
E.xercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  appro.ximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i^:316,  1955. 
2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Kestler,  O. 

C.,  and  Gyurik,  J.:  Industr.  Med.  Surg. 
31  :372,  1962.  4.  Forster,  S.,  et  al.:  Amer. 
J.  Orthop.  2:285,  1960.  5.  Friend,  D.  G. : 
Clin.  Pharmacol.  Ther.  5:871,  1964. 


McNEIl ) 


MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19031 


U.S.  PATENT  NO.  2,895,877 


Icluho  Sews  continued  from  page  890 

Moodv,  Boise;  President-Elect:  Glenn  E.  Talhov, 
Boise;  Secretary;  John  H.  Gordon,  Boise;  Treasurer; 
A.  H.  Kuykendall,  Boise;  Council  Meinher-at-Large: 
Bernard  P.  Strouth,  Boise;  Delegates;  R.  Bruee 
Moody,  John  M.  Ocker,  Jr.,  Walter  M’.  Hair,  Leonard 
E.  Alkire,  Quentin  L.  Quicksfad,  Bernard  P.  Strouth, 
Miles  E.  Thomas,  II.  Fheodore  Thoreson,  Robert  B. 
Montgomer\ , Gerald  X.  Hecker,  Roy  |.  Ellsworth, 
Eyerett  N.  Jones,  Jr.,  Curtice  E.  Clohess\'  and  Hou  ard 
E.  Adkins,  all  of  Boise. 

.\lternate  Delegates;  R.  G.  Paterson,  S.  Hugh 
-■Vtchley,  Harold  W.  Hatten,  Xorman  D.  Sower,  jude 
X.  M’erth,  George  E.  W’eick,  Donald  M.  Mack,  Dayid 
K.  Ricks,  George  R.  Baker,  William  L.  \>nning,  Ed- 
ward J.  Kiefer,  Dale  B.  Patterson,  F.  LaMarr  He\- 
rend,  C.  Re.\  Borup,  all  of  Boise. 

The  new  officers  for  the  Southeasteni  Idaho  Dis- 
trict Medical  Societ\-  for  the  coming  year  will  he; 
President:  Merrill  J.  Sharp,  Pocatello,  President- 
Elect:  Edward  E.  Fisher,  Pocatello,  Secretary;  Lloyd 
S.  Call,  Pocatello. 

Delegates  and  Alternate  Delegates  will  be  elected 
later  in  the  year. 

Chief  of  Staff 

John  R.  Xielsen,  Caldwell,  is  the  new  President 
of  the  Caldwell  Memorial  Hospital  Medical  Staff, 
and  will  serye  for  the  coming  year. 

Appointed 

The  Idaho  State  Board  of  Education  has  estab- 
lished an  adyisory  board  on  medical  education  and 
among  those  appointed  are:  John  M.  .\yers,  Moscow; 
Roy  J.  Ellsworth,  Boise;  George  E.  Brown,  Jr.,  Twin 
Fails,  and  Lloyd  S.  Call,  Pocatello.  E.  W Simison, 
Pocatello,  Dean  of  the  College  of  Medical  Arts  at 
Idaho  State  Uniyersity,  represents  that  institution  on 
the  advisoiw  board,  and  John  W.  Swartley,  Boise,  a 
member  of  the  Board  of  Education,  will  be  an  ex- 
officio  member. 

Mrs.  Grace  Smith,  Coeur  d’Alene,  will  represent 
the  Idaho  Xurses  Association  on  the  board;  Mr.  John 
D.  Hutchison,  Boise,  Idaho  Hospital  Association; 
Mr.  Elmer  Raunio,  Moscow,  Uniyersity  of  Idaho; 
Donald  Obee,  Ph.D.,  Boise  State  College.  Donald  F. 
Kline,  Ph.D.,  Executiye  Director,  Office  of  Higher 
Education,  will  be  an  ex-officio  member. 

Second  Annual  Cancer 

Conference  to  be  Held 

The  Second  .\nnual  Cancer  Conference  was  held 
October  30  — 31,  1970  at  the  Rodeway  Inn  in  Boise, 


.M.  .M.  Burkholder,  Director,  Mountain  States  Tumor 
Institute,  announced.  Emphasis  was  on  fiberoptic 
endoscopy,  angiography,  systemic  chemotherapy  and 
.imbulatory  perfusion  in  the  management  of  gastro- 
intestinal malignancies.  One  period  was  deyoted  to 
the  management  of  liyer  cancer  and  the  program  in- 
cluded management  of  soft  ti.ssue  sarcomas  and  malig- 
nant melanomas  of  the  extremities.  The  program  was 
sponsored  by  the  Tumor  Institute,  Idaho  Division  of 
the  .American  Cancer  Society,  the  ,\da  Count\-  Medi- 
cal Society  and  the  WICHE  Mountain  States  Re- 
gional Medical  Program. 


Statute  of  Limitations  Decision  Upheld 

In  a three  to  two  decision,  the  Idaho  Supreme 
Court  has  upheld  a previous  decision  in  the  Renner 
vs  Edwards  case,  which  establishes  the  principle 
that  the  Statute  of  Limitations  on  Xegligent  Diag- 
nosis begins  at  the  time  the  erroneous  diagnosis  is 
discovered  and  not  from  the  time  the  original  diag- 
nosis was  made. 

In  writing  a special  concurring  opinion.  Justice 
Charles  R.  Donaldson,  said;  “I  concur  with  the  ma- 
jority’s opinion  that  in  cases  of  negligent  misdiag- 
nosis the  Statute  of  Limitations  begins  to  nm  from  the 
time  the  wrongful  act  was  discovered  or  the  date 
that  the  plaintiff,  by  the  exercise  of  reasonable  dili- 
gence, should  have  discovered  it  ...  It  is  manifestb' 
inconsistent  and  unfair  to  bar  a negligentb'  injured 
party’s  cause  of  action  before  he  even  had  an  oppor- 
tuniC'  to  discover  that  it  existed.” 

Judges  Allen  G.  Shepard  and  Hemw  F.  .McQuade, 
concurred,  while  Chief  justice  Joseph  j.  McFadden 
and  judge  Chw  \’.  Spear,  filed  dissenting  opinions. 


Red  Cross  Discontinues  Distribution 
of  Vaccinia  Immune  Globulin 

The  Red  Cross  has  discontinued  distribution  of 
X’accinia  Immune  Globulin  (\M.G.),  which  is  used 
for  treatment  of  smallpox  vaccination  complications, 
E.  F.  Sestero,  Director  of  the  Boise  Regional  Red 
Cross  Blood  Center,  announced.  It  is  now  provided 
by  the  Xational  Communicable  Disease  Center  of  the 
U.  S.  Public  Health  Serv  ice  through  various  Quaran- 
tine Stations. 

Idaho  physicians  needing  \'.I.G.  may  phone  one 
of  two  consultants  who  will  arrange  for  direct  ship- 
ment of  \M.G.  to  the  physician.  They  are:  .Moses 
Grossman,  San  Franci.sco,  Telephone  (415)  .Mission 
8-8200,  Ext.  441,  or  (415)  Overland  1-0475  (resi- 
dence) and  C.  Henry  Kempe,  Denver,  (.303)  933-I2I  I, 
or  (303)  322-4457  (residence). 
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Interim  Session  to  be  Held 


Interim  Session,  House  of  Delegates,  Idaho  Med- 
ical Association  will  be  held  at  the  Rodeway  Inn, 
Boise,  February'  4 — 6,  1971.  The  official  list  of  Dele- 
gates and  Alternate  Delegates  from  the  Component 
Societies  are  due  in  the  State  Office  December  15, 
1970,  Speaker  James  R.  Kircher,  reports. 

Statewide  Program 

to  Eradicate  Rubella 

The  statewide  program  to  eradicate  rubella  in 
Idaho  was  conducted  the  week  of  September  28 — 
October  2,  1970,  according  to  J.  B.  Marcusen,  Nam- 
pa, Chairman  of  the  Idaho  Medical  Association’s 
Public  Health  Committee.  The  program  was  sched- 
uled in  an  effort  to  avert  a rubella  epidemic  expected 
between  now  and  1973;  the  last  epidemic  in  Idaho 
occured  in  1964. 

Officers  and  Councilors  Meet 

On  September  23  the  Officers  and  Councilors  of 
the  Idaho  Medical  Association  inaugurated  a series 
of  meetings  with  component  societies  when  they  met 
with  the  Officers  and  members  of  the  North  Idaho 
District  Medical  Society  in  Lewiston. 

IMA  Officers  who  participated  included  President 
Tregoning;  President-Elect  Warner;  Immediate  Past- 
President  Ayers;  Secretary-Treasurer  Daines;  Coun- 
cilor Marcusen;  AMA  Delegate  Worden;  AMA  Alter- 
nate Delegate  Jones,  Speaker  Kircher  and  Executive 
Director  Bird. 

Board  of  Medicine  Section 

Temporary  licenses  have  been  granted  since  the 
July  meeting  of  the  Board  to:  William  F.  Crepps, 
Nampa.  Graduate,  University  of  California  School  of 
Medicine,  San  Francisco,  June  1948.  Internship,  San 
Francisco  General  Hospital,  1948-49.  Residency, 
Obstetrics  and  Gynecology,  University  of  California 
Hospital,  San  Francisco,  1949-50.  Residency,  Anes- 
thesiology, Brooke  Army  Hospital,  San  Antonio, 
1951-53.  Granted  TL-457,  July  17,  1970.  Anesthesio- 
logy. 

Gerald  K.  Goodenough,  Malad.  Graduate,  Univer- 
sity of  Golorado  Medical  School,  June  6,  1969.  In- 
ternship, St.  Anthony  Hospital,  Denver  (3  months), 
and  Duke  University  Medical  Genter  Hospital,  Dur- 
ham, North  Carolina,  July  1969-June  1970.  Granted 
TL-458,  July  30,  1970.  General  Practice. 

Ronald  R.  Harris,  Idaho  Falls.  Graduate,  Univer- 
sity of  Illinois  Medical  School,  June  1969.  Internship, 


Taste! 
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ANTACID 
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y 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Gook  Gounty  Hospital,  Ghicago,  1969-70.  Granted 
TL-459,  July  31,  1970.  General  Practice. 

William  Furrer,  Jr.  Pullman.  Graduate,  Univer- 
sity of  Pittsburgh  School  of  Medicine,  Pittsburgh, 
June  1965.  Internship,  Geisinger  Medical  Genter, 
Danville,  Pa.,  1965-66.  General  Surgery  Residency, 
Geisinger  Medical  Genter,  1966-67.  Orthopedic  resi- 
dency, Geisinger  Medical  Center,  1967-68;  State 
Hospital  for  Crippled  Children,  Elizabethtown,  Pa., 
1968-69;  Geisinger  Medical  Center,  1969-70.  Granted 
TL-460,  September  10,  1970.  Orthopedic  Surgery. 

Robert  E.  Rocheleau,  Moscow.  Graduate,  Wayne 
State  University  Gollege  of  Medicine,  Detroit,  June 
10,  1965.  Internship,  Providence  Hospital,  South- 
field,  Michigan,  1965-66.  Granted  TL-461,  Septem- 
ber 10,  1970.  Student  Health  Service. 

Lida  Crockett  Brown,  Blackfoot.  Graduate  .Medi- 
cal Gollege  of  Pennsylvania,  June  4,  1948.  Internship, 
Lutheran  Hospital  of  Maryland,  Baltimore,  1948-49. 
Psychiatric  Residency,  Sheppard-Pratt  Hospital,  Tow- 
son,  Maryland,  July  1,  1949  to  June  30,  1952.  Granted 
TL-462,  September  24,  1970.  Administration  (Psy- 
chiatry). 

David  K.  Merrick,  Boise.  Graduate  University  of 
Nebraska  Gollege  of  Medicine,  Omaha,  June  9,  1963. 
Internship,  Bishop  Glarkson  Memorial  Hospital, 
Omaha,  1963-64.  Residency,  Internal  Medicine  and 
Pulmonary  Diseases,  Mayo  Glinic,  Rochester,  1966- 
70.  Granted  TL-463,  October  8,  1970.  Internal  Med- 
icine and  Pulmonary  Diseases. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  od  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miles  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write.  J.L. 
Campiche,  M.D.,  12th  & Pacific,  Long  Beach.  Wa.,  98631. 
Phone:  office  (206)  642-2700,  home  642-2701. 


GENERAL  PRACTITIONER  WANTED — Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500.  surrounding  population  6.000.  Contact  Mr. 
Willard  Perry.  Administrator,  Forks  Community  Hospital,  Forks. 
Wa..  98331.  Phone  374-6271. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  530,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Department 
of  OB-Gyn,  The  Permanente  Clinic,  5055  N.  Greeley,  Portland, 
Ore.  97217. 


GENERAL  PRACTICE  OFFICE  FULLY  EQUIPPED  — Well  stocked 
and  running,  in  an  excellent  location,  for  immediate  sale,  cheap. 
Low  overhead,  satisfactory  income  from  the  first  day,  including 
22  Nursing  Home  patients.  Present  eficient  girl  will  continue 
insuring  smooth  transition.  Telephone  no.  listed  under  3 different 
heads  in  current  yellow  pages.  White  Center  Medical  Offices  or 
Suman  K.  Dass,  M.D.,  1615  S.  W.  Roxbury  St.,  Seattle,  Wa., 

98106,  (206)  RO  3-1330. 


INTERNIST  — Board  certified  or  eligible,  with  or  without  sub-spec- 
ialty, for  8-man  multi-specialty  group  with  excellent  reputation. 
Drawing  area  60.000  on  Southwestern  Oregon  Coast.  Small  com- 
munity with  fine  schools;  tremendous  outdoor  area,  beaches,  lakes, 
boating,  fishing  and  hunting.  Mild  year-round  climate;  150-bed 
hospital  in  process.  Guaranteed  salary  and  benefits,  2 years  to 
immediate  full  partnership.  Write  Manager.  Bay  Clinic.  295  So. 
10th.  Coos  Bay,  Ore.,  phone  (503)  267-7091. 


GENERAL  PRACTITIONER  NEEDED  — Excellent  opportunity  for 
two  GPs  to  develop  rewarding  practices  in  an  expanding  progres- 
sive community  of  6,000  servicing  a population  of  14,000.  Several 
types  of  group  association  and  off  time  coverage  available.  Located 
in  the  heart  of  beautiful  Puget  Sound  country.  Mild  year-round 
climate  offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  2 Vi  million  dollar  56-bed  general 
hospital  opened  October  1968,  New  modular  physicians  clinic  com- 
plex adjacent  to  the  hospital  completed  this  year  providing  the  best 
in  office  facilities.  $25,000  net  income  guarantee  plus  other  sub- 
stantial assistance  available  to  selected  physicians.  Reply  in  con- 
fidence to  Mr.  S.  W.  Vander  Wegan,  Shelton  General  Hospital 
Foundation,  P.  O.  Box  444,  Shelton,  Wa.  98584. 


ADMITTING  PHYSICIAN  OPPORTUNITY  — Available  in  540-bed 
medical  and  surgical  V,  A.  Hospital.  Regular  hours,  salary  depen- 
dent upon  qualifications  and  experience.  Equal  opportunity  employ- 
er. Contact  Chief  of  Staff,  V.  A.  Hospital,  Portland,  Ore.,  97207, 
phone  (503)  222-9221,  ext.  388. 


SITUATIONS  WANTED 


OB-GYN,  31,  BOARD  ELIGIBLE,  UNIVERSITY  TRAINED— Military 
obligation  completed,  married  seeks  assoc.,  leading  to  partnership 
in  N.W.  Available  7/1/71.  Contact  R.  E.  Bonaldi.  M.D..  1006  N. 
Summit,  Iowa  City,  Iowa  52250. 


INTERNIST,  33,  BOARD  ELIGIBLE — In  internal  medicine  and 
pulmonary  disease,  university-trained,  military  obligation  completed 
July  1971.  seeks  group  practice  in  Seattle  area.  Write  Box  12-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


INTERNIST-GASTROENTEROLOGIST— Age  32,  A.O.A.,  service  com- 
pleted, two  years  medicine  residency,  will  complete  year  of  gastro- 
enterology fellowship  July,  ’71.  Desires  position  with  group  in 
Northwest  area.  Write  Box  14-B.  Northwest  Medcine.  500  Wall 
St.,  Seattle,  Wa.  98121. 


MEDICAL  DICTATION 


QUALITY  TRANSCRIPTION  — Attractive  production  rates.  Over- 
flow and  regular  work;  24  hour  service.  Introductory  rates  for 
tryout.  Trans-Tech  Transcriptions.  Ma.  4-2376. 


OFFICE  SPACE 


SPACE  AND  OPPORTUNITY  — Available  for  GP.  Double  office 
in  new  clinic  building,  Burien.  GP  of  15  yrs  in  area  seeking 
associate  to  share  premium  office  space.  Contact  Alan  L.  W. 
Gunsul,  M.D.,  216  S.W.  156th  St.,  Burien.  Wa.  98166 


OFFICE  FOR  RENT— At  tractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician.  GP  or  internist.  Population  close  to  30.000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon.  M.D.,  101  N.  E.  1 1th.  East  Wenatchee, 
Wa.  98801. 


MEDICAL  SPACE  IN  MODERN  CLINIC  — For  lease  in  Milwaukie 
Oregon.  Parking.  For  information  call  (503)  654-6529  Milwaukie, 
Oregon. 


MEDICAL  EQUIPMENT 


NEARLY  NEW  HAMILTON  EXAM.  TABLE— Treatment  tables,  wheel- 
chair, cabinets,  certain  therapy  equipment,  available  for  immediate 
lease  or  sale.  Please  call  or  write  Mr.  Lowell  R.  Chandler,  Mgr., 
American  Federal  Lease  Corp.,  805  S.  E.  Hawthorne  Blvd.,  Port- 
land, Ore.  97214,  (503)  234-0911. 


PROFXRAY  100  MA— S800,  Call  (206)  822-2777. 
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The  pain 
of  arthritis 


relieved  wHh 

MEASURIN  q.  8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


-RREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me^urin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  29 — Dec.  2,  1970, 
Boston;  Dec.  1-4,  1974,  Portland,  Ore. 

Oregon  Medical  Association — Annual 
Meeting,  September  22-26,  1971,  Hilton 
Hotel,  Portland. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle. 

Idaho  Medical  Association — Annual 
Meeting,  June  30 — July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 
Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

W'est  Coast  Allergy  Society — Annual 
Meeting,  Nov.  19-21,  1970,  Del  W'ebb’s 
Towne  House,  Pboenix,  Ariz. 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 
Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971;  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information:  Eldon  E.  Smith,  M.D., 
2270  Kalakaua  Avenue,  Suite  804. 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson,  Ariz. 
Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 

OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  .May  5-7,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Rage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 
Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 
Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 


Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  tbrough 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  W'atterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept.,  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd,  Friday. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland.  Annual  Meeting,  December 
7,  1970,  Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May,  Sept.-Nov.). 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept.-May).  Annual  Meeting — May 
13-14,  1971,  Thunderbird  Motor  Inn, 
Portland,  Oregon. 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 
King  County  Academy  General  Practice — 
4th  Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Seattle. 
Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin,  Seattle 
Sec.,  David  Figge,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.).  Annual  Meet- 
ing Jan.  15,  1971,  University  Tower 
Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  .Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Annual  Meeting — Spokane,  April  3rd, 
1971.  Davenport  Hotel. 

Pres.,  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Annual  Meeting,  March. 
1971. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club — 3rd  Tues.  (Sept. 
— May). 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting,  .May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr.,  Snohomish 
Sec.,  Paul  M.  Tueffers,  Seattle 

W'ashington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 

Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 

Pres.,  Edward  C.  Smith,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologist— Quarterly  meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 
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Psychiatrist 


901 

Northwest  Medicine,  November,  1970 


Searle's  unique  progestin  with  an  unmatched  record  of 


acceptance  in  oral  contraception,  and  50  meg.  of  ethinyl  estradiol. 

The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  havel 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus  1 

>gll  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle.  | 

The  choice  is  yours!  ^ i 

1 


Actions — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH ) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis) . Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain!  ’^  leading  to  this  conclusion,  and  one^  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll’^  was  about  sevenfold,  while  Sartwell  and 
associates^  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration. and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives— A statistically  significant 
association  has  been  demonstrated  between  use 
. of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
^ embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rasJi  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives : hepatic  function : increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T*^  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 
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Valium* 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 
t.i.d.  and  h.s. 

for  relief  of  psychic 
tension  and  resultant 
somatic  symptoms 
within  the  first  day 
for  some  patients 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications;  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or 
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delirium  tremens  and  hallucinosis 
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tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete 
mental  alertness.  When  used  ad- 
junctively  in  convulsive  disorders. 


possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  , 
and  / or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance. 

Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lac- 
tation or  women  of  childbearing  age, 
weigh  potential  benefit  against  pos- 
sible hazard. 

Precautions;  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  de- 
pressed, or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to 


smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

"Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 
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a sprained  shoulder 


treated  with 
Parafon  Forte  Iable 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  effective  in  a wide  va- 
riety of  conditions'^-°...but  not  likely  to  have  the  cen- 
tral effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 
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drug  allergies.  If  a sensitivity  reaction  or  signs  or  sj-mptoms  sug- 
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lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  appro.ximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
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herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 
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HYNSON,  WESTCOTT  & DUNNING,  INC. 


( #LX06 ) 


Baltimore,  Maryland  21201 


References: 

(1)  Siver,  R.  H.:  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27,  January  1955.  (3) 
McGivney,  J.:  Tex.  State  Jour.  Med.,  51:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac., 
15:15-16,  October  1965.  (5)  Weekes,  D.  J.:  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.:  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 


noRTnuDesTm^icine  y 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association  IMl 

Published  monthly  under  direction  of  the  Board  of  Trustee 

-EDITORIAL  ADVISORY  BOARD-  I 

Chairman:  Willl\m  O.  Robektson,  M.D.  V 

4800  Sand  Point  Wa\'  X.E.  K 

Seattle,  Wasli.  98105  T 


Carl  G.  Ashley,  M.D. 

1400  S.W.  5th  A\'e.,  Portland  97201 
R.\y'  L.  C.\sterlixe,  M.D. 

3 Myrtle  St.,  Medford,  97501 
Kent  V’.  Christofersox,  M.D. 

505  Eugene  Med.  Ctr.,  Eugene,  97401 
Robert  C.  D.wtdsox,  M.D. 

530  U.  District  Building,  Seattle,  98105 
D.wro  H.  Dill.ard,  M.D. 

1959  X.E.  Pacific  Street,  Seattle,  98105 

R.  Reed  Fife,  M.D. 

9th  & Oxford,  Idaho  Falls,  83401 

Myrox  R.  Grover,  Jr.,  M.D. 

3181  S.W.  Sam  Jackson  Pk.  Rd.,  Portland,  97210 
J.  R.  Gustafsox,  M.D. 

210  S.  11th  Ave.,  Suite  42,  Yakima,  98902 
M.\x  Hemixgway,  M.D. 

Rt.  2,  Box  470,  Bend,  97701 


Lawrexce  D.  CiRorsE,  M3 

UW’SM,  Seattle,  98105 
Robert  B.  Huxter,  M.D. 

700  Murdock,  Sedro  W^oolley,  98284 
JoHx  N.  Leix,  M.D. 

1959  X7E.  Pacific  Street,  Seattle,  98105 
Wilbur  H.  Lyox,  Jr.,  M.D. 

411  Coeur  d’Alene  Ave.,  Coeur  d’Alene,  83814 
H.  O.  Murphy,  M.D. 

Univ.  of  B.C.,  Vancouver  8,  B.C. 

Clare  G.  Petersox,  M.D. 

3181  S.W.  Sam  Jackson  Pk.  Rd.,  Portland  97201 
Wexdell  Petty,  M.D. 

1938  Clemens  Road,  Oakland,  94602 
Carl  P.  Schlicke,  M.D. 

312  \y.  8th  Ave.,  Spokane,  99204 
Robert  S.  Smith,  M.D. 

312  W.  Idaho  St.,  Boise,  83702 

Miss  Diaxe  Williams,  M4 

UOMS,  Portland,  97201 


-BOARD  OF  TRUSTEES- 
President:  Johx  R.  Hahx,  M.D. 
Arlington,  Washington  98223 


Charles  R.  Cavaxaugh,  Jr.,  M.D. 

West  508  6th  Ave.,  Spokane,  99204 
P.  Blair  Ellsworth,  M.D. 

1106  S.  Blvd.,  Idaho  Falls,  83401 
R.  W.xY'XE  Espersex,  M.D. 

Veterans  .administration  Hospital 
Roseburg,  97470 
J.  .\llax  Hexderso.x,  .M.D. 

June  at  11th  St.,  Hood  River,  97031 


Robert  W.  Hoffman,  M.D. 

1001  Broadway,  Seattle,  98122 

Paul  F.  Mixer,  M.D. 

1333  W.  Jefferson  St.,  Boise,  83702 

Royal  G.  XTher,  M.D. 

Box  68,  Shoshone,  83352 

Fraxklix  j.  Underwood,  M.D. 

1920  XkW.  Johnson  St.,  Portland,  97209 


Editor 

Herbert  L.  H.artley,  M.D. 

Assistant  Editor 
Louis  A.  He.aley,  M.D. 


-STAFF- 
Advertising  Supervisor 
Mrs.  Zola  Abney 
Managing  Editor 
Miss  Eleanor  A.  Oppexheimer 


Secretary 
Mrs.  May  Byers 


Address  all  correspondence  to  northwest  medicine,  500  wall  street,  se.xttle,  wash.  98121 


(206)  623-0379 


MANUSCRIPTS  Acceptance  is  usually  contingent  on  exclusive 
publication.  Manuscripts  should  conform  to  standards  estab- 
lished by  this  journal.  Printed  list  of  requirements  will  be  pro- 
vided on  request.  Improperly  prepared  manuscripts  and  photo- 
copies will  be  rejected  without  review.  Correspondence  with 
the  editor,  prior  to  submission,  is  invited  and  is  advised.  Title, 
purpose,  and  approximate  length  of  the  proposed  manuscript 
should  be  listed  in  the  first  communication. 

NEWS  Deadline  for  news  copy  is  the  10th  of  the  month  preceding 
date  of  issue. 

CLOSING  AND  PUBLISHING  DATES  Set  copy  and  negatives  must 
be  received  by  the  5th  of  the  month  preceding  date  of  issue. 
Send  negatives  and  repro-proof  to: 

ALLIED  PRINTERS 
88  Vine  Street 
Seattle,  Wa.  98121 


DISPLAY  ADVERTISING  Advertising  Representative:  Melvin  B. 
Tyler, 

693  Sutter  Street.  San  Francisco,  California  94102  g 

(415)  776-9400 

RATES  Standard  PAC  forms  available  on  request. 

CLASSIFIED  ADVERTISING  All  classified  advertisements  are  set 
in  the  style  of  this  journal  with  a bold  face  headline.  Each  line  is 
charged  at  $1.50.  Copy  must  be  received  by  the  advertising 
supervisor  at  the  editorial  office  not  later  than  10th  of  month 
preceding  date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as 
it  appeared  in  the  journal  accompanies  billing. 

SUBSCRIPTIONS  Distribution  restricted  to  members  of  the  medical 
profession  and  those  in  closely  allied  fields.  Subscriptions  re- 
ceived through  medical  association  will  begin  month  membership 
becomes  effective.  $7.50  per  year  (honorary  association  members, 
residents,  interns,  medical  students.  $3.00  per  year);  single  copies 
$1.00  ($9.00  per  year  for  foreign  countries).  \ 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must  be  given  at  least  six  weeks  prior  to  date  change  will  become  effective.  Notice  should  be 
directed  to  circulation  manager  at  the  editorial  office.  Include  old  and  new  address  as  well  as  statement  whether  or  not  change  is  permanent.  Dupli- 
cates cannot  be  sent  to  replace  copies  undelivered  through  failure  to  notify  change  of  address. 

Second-class  postage  paid  at  Seattle.  Washington  Copyright  1970  by  Northwest  Medical  Publishing  Association 


noRThiDesT  m^icine 


Volume  69  December,  1970 

CONTENTS 


EDITORIALS 

Australia  Antigen  — A Glimmer  of  Hope  916 

“Phijsieian-Patient  Relationship  Lacking" 917 

Continuing  Medical  Education  II  918 

Standards  Again  Demonstrated  919 


ORIGINAL  ARTICLES 

Tracheal  Stenosis:  A Disease  of  Medical  Progress 921 

Joseph  B.  Vander  Veer  Jr.,  M.D.,  Portland,  Oregon 

Amebic  Ahcess  of  the  Liver  in  Vietnam  926 

Jon  E.  Rosenblatt,  M.D.,  Los  Angeles,  California 


OREGON  MEDICAL  ASSOCIATION 


DMA  Appoints  \ew  Executive  Director  932 

Eirst  OMA  Board  Meet  Under  \ew  Regime  933 

Concepts  in  Peer  Review  Are  Changing  938 

Robert  L.  Hare,  M.D.,  Portland,  Oregon 


WASHINGTON  STATE  MEDICAL  ASSOCIATION 


AMP  AC  Completes  Busy  Election  Year  942 

Seattle  Surgical  Society  Annual  Meeting  943 


Correspondence.  . .910  Classified.  . .960  Obituaries.  . .957 

CONTINUING  MEDICAL  EDUCATION.  . .946 
Notes.  . .915  Medical  Meetings.  . .962  Book  Review's.  . .958 

Directory  of  Advertisers . . . 963 


909 

Sorthwest  Medicine,  December  1970 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  ore  published  os 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Now  Up  to  Us 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

The  decisive  vote  for  Referendum  20  mav  be  con- 
sidered a tribute  to  the  physicians  of  W’ashington 
State  in  two  senses. 

First,  Referendum  20  was  supported  bv  the  Wash- 
ington State  Medical  Association  (House  of  Delegates 
1968  and  1970,  and  membership  poll  1969).  Manv 
phv'sicians  worked  for  its  passage,  and  some  vigorous- 
ly opposed  it.  The  offices  of  M'SMA  served  both 
groups.  Despite  much  tension  over  the  issue,  physi- 
cians generally  presented  their  views  honorably  and 
with  restraint.  That  the  voters  respected  this  selfless 
and  dedicated  involvement  in  a critical  public  issue 
cannot  be  ignored.  Xor  can  legislators  fail  to  take  note. 

Second,  and  more  significant,  the  v'oters  showed 
confidence  in  their  physicians  and  in  organized  med- 
icine. They  apparently  believed  that  physicians  could 
handle  this  difficult  problem  with  dignity,  compas- 
sion, and  respect  for  life  in  its  broader  sense. 

It  is  now  up  to  us.  Mav  we  meet  this  trust  indivi- 
duallv  and  collectively.  Some  specific  suggestions: 

1.  That  there  be  careful  preoperative  selection  (as 
with  any  other  medical  procedure)  to  discourage 
those  women  who  are  only  temporarily  frightened, 
awed  or  discomfited  bv  the  thought  of  being  preg- 
nant. 

2.  That  the  woman’s  “right  to  decide’’  be  tempered 
bv  the  physician’s  skill  in  helping  her  to  know,  beyond 
reasonable  doubt,  her  own  decision. 

3.  That  each  woman  seeking  abortion  be  apprised 
of  alternatives. 

4.  That  abortion  be  performed  only  bv  physicians 
skilled  in  this  procedure,  in  appropriate  facilities, 
and  only  after  consultation. 

5.  That  charges  be  kept  at  such  a level  that  per- 
sonal profit  will  not  swav  the  physician’s  judgement 
to  perform  the  procedure,  or  exclude  the  poor  and 
the  young,  who  may  need  it  most. 

6.  That  continued  effort  be  made  to  reduce  the 
demand  or  need  for  abortion  bv  sex  education  and 
contraceptive  ad\ice. 

7.  That  all  patients  undergoing  abortion  have  in- 
tense sex  and  contraceptive  education. 


8.  That  physicians  work  with  psychiatrists,  ps\  - 
chologists,  clergy,  social  workers,  nurses  and  para 
medical  personnel  to  provide  the  most  humane  ap- 
proach to  this  problem. 

Sincerely, 

WILLI.XM  E.  WATTS,  M.D. 


Editorial  on  Government 
IVas  Nonsense 

University  of  Wash ington 
School  of  Medicine 
Seattle,  Washington 

Editor,  NORTHWEST  MEDICIN'E: 

As  usual,  I found  vour  editorial  “The  Cancer  Call- 
ed Government’’  in  the  October  issue  provocativ'eK' 
written  and  piquinglv  poignant.  At  the  same  time, 
me  thinketh  you  go  beyond  the  bounds  of  reason  bv 
your  vigorous  overinteipretations.  Put  differentlv, 
we  disagree!  For  example,  vour  condemnation  of  the 
FDA  mav  make  anv  rugged  individualist  glow  with 
a warm  feeling  of  initial  agreement.  On  closer  scrutiny, 
even  he  will  recognize  that  vour  arguments  are  large- 
ly fallacious  — and  based  on  philosophy  as  contrasted 
to  fact.  Can  you  — or  anyone  else  — cite  a single 
shred  of  evidence  that  curtailment  of  the  promotion 
or  sale  of  any  one  of  a host  of  previously  popular 
drugs  (or  their  combinations)  has  hindered  patient 
care  one  iota.  Nonsense  — and  we  both  know  it!  And 
tell  us  more  of  those  other  drugs  of  great  promise  that 
are  being  bottled  up  bv  the  FDA.  The  allegation 
conjures  up  vivid  memories  of  that  old  chestnut  that 
the  big  three  automobile  manufacturers  are  simply 
surpressing  alternatives  to  the  gasoline  engine.  More 
nonsense! 

If  Mr.  Rennett’s  proposed  amendment  is  activated 
— and  remember  it  has  the  conceptual  backing  of  the 
AM. A.  as  the  most  attractive  alternative  among  sev'eral 
choices  — one  of  which  will  be  implemented!  — we 
certainly  run  the  risk  of  overextending  the  heavy  hand 
of  govemment.  But  don’t  we  always?  Most  certainly 
the  nonconforming  iconoclast  will  stand  in  threat  of 
censure.  Some  iconoclasts  hold  fast  to  their  “pro- 
fessional autonomy’’  as  a basis  for  anv  and  all  non- 
conventional  actions  and  regardless  of  a reasonable 
element  of  informed  consent  on  the  part  of  the  pa- 
tient. Others  continue  to  abide  by  a “let  the  buyer 
beware”  philosophy  as  a benchmark  for  their  “free 
countrv'”  approach.  To  me,  our  professional  responsi- 
bility extends  over  and  beyond  that  applicable  to  the 
two  individuals  concerned  in  the  doctor-patient  re- 
lationship. Today  this  responsibility  envelops  the 
broad  community.  Just  as  many  — including  the 
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venerable  NEJM  (283:873-874,  October  15,  1970)  — 
have  recentlv  heralded  the  FDA’s  outstanding  per- 
formance as  they’ve  filled  what  some  might  argue 
has  been  a significant  void  in  the  discharge  of  our 
professional  responsibilitv,  it’s  my  conviction  that 
the  concept  of  the  Bennett  amendment  is  deserving 
of  comparable  adulation.  Simply  put,  it  says  that  the 
federal  government  is  anxious  to  involve  the  practic- 
ing physician  in  making  some  unpleasant  decisions. 
That  such  decisions  will  be  made  is  no  longer  an  issue! 
Let  that  be  clearly  recognized  by  all  concerned.  They 
must  be  made;  they  will  be  made!  To  me,  rather  than 
oppose  such  an  approach,  physicians  with  professional 
consciences  ought  champion  it  or  some  modification 
thereof  — and  get  involved  with  both  feet  and  their 
brains  — not  because  it  will  stave  off  an  encroaching 
bureaucracy,  but  simply  because  the  job  needs  to 
get  done! 

Sincerely  yours, 

WILLIAM  O.  ROBERTSON,  M.D. 

Too  Much  for 
Government  Worshippers 

Portland,  Oregon 

Editor,  NORTHWEST  medicine: 

To  even  suggest  that  government  is  something  less 
than  good,  let  alone  a cancer  doing  us  in,  is  just  too, 
too  much  for  government  worshippers  to  understand 
or  accept. 

Of  course  Confucius,  Franklin,  De  Tocqueville  and 
History  say  you  are  completely  right  — more  power  to 
your  pen.  But  your  effort  to  disillusion  us  about  “fed- 
eral” funds.  Social  Insecurity,  “nothing”  money  and 
all  the  related  gvps  visited  upon  us  sheep  by  our  dic- 
tocratic  political  apparatus  will  not  save  you  from  a 
series  of  Californicators’  greetings.  Left  arm  vertical, 
fully  extended,  palm  facing  down,  while  muttering 
“Peace  on  you!”  in  case  you  have  missed  some  recent 
AMA  happenings. 

And  if  von  think  truth  will  prevail  in  this  age  of 
managed  news,  propaganda,  and  the  Great  Political 
Confidence  Game,  just  you  wait  until  our  umbilical 
cord  confreres  in  government  start  wafting  tbe  dead 
cats  past  vonr  ears.  That  will  learn  you! 

GORDON  B.  LEITCH,  SR.,  M.D. 

Obstacle  of  Emotionalism 

USPHS  Hospital 
Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

Your  editorial  entitled  “The  Cancer  Called  Govern- 
ment” cannot  go  un-challenged.  It  prompts  me  to 
take  typewriter  in  lap  for  the  first  time  in  my  43  years 


to  protest  something  written  in  northwest  .medicine. 
If  your  purpose  was  to  raise  the  gorge  in  those  physi- 
cians who  recognize  the  positive  good  which  has 
been  accomplished  by  the  FD.^  in  recent  years,  then 
you  have  succeeded.  Your  diatribe  against  Senator 
Bennet  mav  be  as  mindless  as  vonr  attack  upon  the 
FDA  or  your  invocation  of  Fabian  Socialism  and  the 
1913  circumstances  surrounding  the  graduatcxl  in- 
come tax  law.  Those  of  us  who  are  trving  despcratciv 
hard  to  weigh  such  things  as  the  Bennet  proposal 
solely  upon  its  merits  are  now  faced  with  the  addi- 
tional obstacle  of  emotionalism  injected  bv  yourself. 
A National  Student  AMA  spokesman  must  have  had 
people  like  you  in  mind  when  he  testified  before  a 
Senate  sub-committee  enjoining  the  legislators  to 
examine  the  motives  of  those  who  oppose  all  federal 
programs  designed  to  improve  the  quality  and  distri- 
bution of  medical  care  to  all  citizens. 

I suggest  to  you  sir,  that  vou  should  examine  your 
motives.  It  is  my  firm  belief  that  vou  have  done  your 
physician  colleagues  in  the  Pacific  Northwest  a dis- 
service. I do  not  know  if  the  Bennet  proposal  is  the 
best  approach  to  the  problem,  but  it  IS  an  approach, 
and  believe  me  sir,  there  IS  a problem.  Are  vou  part 
of  it??? 

Sincerely  yours, 

WILLARD  P.  JOHNSON  .M.D. 

Dishonest  Testimony  the  Basis 
of  Malpractice  Suits 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

In  recent  conversation  with  a Seattle  lawyer,  I was 
bemoaning  the  great  increase  in  our  malpractice  rates 
this  year  and  the  fact  that  we  probably  won’t  be  able 
to  get  insurance  in  a year  or  two. 

The  lawyer,  who  has  had  considerable  experience 
in  this  particular  field,  informed  me  that  it  was  ac- 
tually quite  simple  to  stop  the  suits — merely  by  con- 
trolling the  physicians  who,  in  his  opinion,  are  indulg- 
ing in  dishonest  testimony  in  our  courts. 

My  friend,  the  lawyer,  says  there  is  no  question 
that  without  this  damaging  testimony  by  these  amoral 
individuals,  plaintiffs’  attorneys  would  have  no  case 
and  they  would  not  be  able  to  sue  effectively,  even 
using  the  recent  res  ipsa  loquitor  principle. 

He  further  informed  me  that  each  of  these  lawyers 
has  a list  of  a few  doctors  in  this  area  whom  they  call 
to  testify  for  the  plaintiff.  It  seems  that  these  particu- 
lar men  are  not  specialists  and  are  not  particularly 
qualified  to  testify  in  all  fields  of  medicine,  yet  they 
do  so  and  this  is  recognized  and  accepted  by  the 
courts. 

The  lawyer’s  recommendations  were  that  we  have 

Continued  on  page  913 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 
acceptance  with  Saffola^ 
products. 


SatTola.  margarine 

as  flavor 


Sfi^ola 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola's 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1. 
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their  licenses  revoked.  He  further  suggested  tliat  we 
indulge  in  physical  violence  which  rather  surprised 
me,  coming  from  a lawyer. 

However,  I must  say  that  the  onlv  effective  mea- 
sures of  counteracting  the  present  malpractice  suits 
have  been  suggested  bv  the  lawvers  themselves  and 
I do  not  think  we  should  completely  ignore  their 
advice. 

I have  several  other  recommendations  I should 
like  to  have  considered; 

1.  A complete  transcript  of  the  testimony  of  these 
physicians  for  the  plaintiff  should  he  published  in 
NORTHWEST  MEDICINE  Or  in  oiie  of  the  countv  society 
bulletins,  or  both,  for  all  of  us  to  read. 

2.  If  we  decide  this  is  dishonest  testimony,  I be- 
lieve further  and  rather  drastic  measures  are  indi- 
cated. As  a starter,  I would  suggest  dropping  them 
from  hospital  staff  privileges  on  the  basis  that  they 
are  dishonest  and,  therefore,  are  bad  hospital  risks: 
social  ostracism.  The  silent  treatment  is  pretty  ef- 
fective. 

Don’t  forget  that  these  amoral  people  are  costing 
you  and  me  anywhere  from  $500  to  $3,500  per  year. 

Last,  but  not  least,  I would  suggest  that  a fund  be 
established  by  the  State  Medical  Association  for  suit 
for  dishonest  testimony  or  whatever  reason  a lawyer 
can  conjure  up  to  bring  about  a suit  to  expose  these 
people.  We  can  no  longer  afford  permissiveness  and 
the  time  has  come  for  pretty  vigorous  action.  Another 
suit  is  certainly  not  going  to  make  an  awful  lot  of 
difference  and  may  be  highly  effective.  You  may  also 
be  surprised  to  find  that  the  honest  lawvers  are  an- 
xious to  get  rid  of  these  bad  actors  who  will  testify 
to  anything  the  plaintiff s lawyer  w'ants.  Res  ipsa 
loquitor. 

Sincerely, 

OLE  J.  JENSEN,  JR.,  M.D. 

Ugly  Noses  Unimportant  in  England 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

On  a recent  visit  to  England  I found  an  article  in 
the  London  Telegraph.  I think  it  is  revealing  of  prob- 
lems that  are  difficult  for  planners  of  government  med- 
icine to  solve.  It  is  enclosed. 

Sincerely, 
O.  william  ANDERSON,  M.D. 


Patient’s  Dilemma 

One  of  the  most  unnerving  things  about  any 
sort  of  contact  with  the  medical  profession  is  the 

Continued  on  page  914 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
Others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Neuro-Ophthalmology 

CONFERENCE 

January  15-16,  1971 

Washington  Plaza  Hotel,  Seattle 

FRANK  WALSH,  M.D.,  Baltimore 

1.  Meningiomas  Primary  in  the  Orbit  of  Children 

2.  Intracranial  Meningiomas 

3.  Abnormalities  of  Ocular  Movements 
NOBLE  J.  DAVID,  M.D.,  Miami 

1.  Neuro-ophthalmology  of  Eye  Movements 

2.  Basilar  Artery  Disease 

3.  Intrasellar  and  Parasellar  Lesions 
THOMAS  R.  HEDGES,  JR.,  M.D.,  Philadelphia 

1.  Nystagmus 

2.  Cavernous  Sinus  Fistulas  and  A-V  Mal- 
formations 

3.  Diagnosis  and  T reatment  of  Headache 
HENRY  J.L.  VAN  DYK,  M.D.,  Salt  Lake  City 

1.  The  Ophthalmologist’s  Work-up  of  the  Pa- 
tient with  “Optic  Neuritis" 

2.  Diagnostic  Mistakes  in  Neuro-ophthalmology 

For  inlormation  regarding  registration,  etc.  write 
Puget  Sound  Academy  ol  Ophthalmology,  do  William 
P.  Mulligan.  M D..  4615  35th  Aye  S.W  . Seattle. 
Washington  98126  ^ 

Medical  Contact  Lens  Seminar,  January  14,  Washington 
Plaza  Hotel,  Contact  Herschelt  H.  Boyd.  M D . 1051 
116th  N E..  Bellevue.  Washington  98004 


913 

Northwest  Medicine,  December  1970 


Correspondence  continued  from  page  913 

wall  of  silence  which  descends  if  you  ask  ques- 
tions, try  to  side-step  routine,  or  worst  of  all, 
complain.  What  should  you  do?  Write  to  your 
M.P.,  a newspaper,  your  local  health  authority? 
All,  very  often,  to  no  avail. 

Earlier  this  month  the  Patients'  Association 
and  33  supporting  organisations  sent  a petition 
to  Sir  Keith  Joseph,  Secretary  of  State  for  Social 
Services,  asking  that  the  oft-mooted  appointment 
of  a Health  Commissioner  be  brought  forward. 
There  is  no  reason,  they  feel,  for  the  creation  of  a 
sort  of  medical  ombudsman  to  wait  until  the 
general  reorganisation  of  the  Health  Service, 
perhaps  in  1975. 

It  is,  of  course,  extremely  difficult  to  bring  a 
legal  action  in  medical  cases:  negligence  is  hard 
to  prove  and  physicians  can  be  clannish.  But  more 
often  a patient  simply  wants  to  let  off  steam. 
Complaints  which  stem  from  lack  of  courtesy  or 
efficiency  or  thoughtfulness  have  little  hope  of 
being  sensibly  heard  within  the  present  system. 

Letters  inserted  by  the  Patient's  Association  in 
the  correspondence  columns  of  just  two  regional 
newspapers  have  in  the  past  few  days  elicited 
75  replies  from  dissatisfied  N.H.S.  customers. 
Replies  which  make  you  want  to  buy  a piggy 
bank  and  think  in  terms  of  private  treatment. 

Mostly  it's  a question  of  waiting,  and  the  most 
agonising  wait  is  for  surgery.  A woman  with, 
she  says,  an  extremely  painful  spinal  condition 
has  queued  for  15  months  for  corrective  surgery. 


only  to  be  told  recently  that  no  date  can  foresee- 
ably  be  fixed.  "I  have  pushed  and  pushed  myself 
with  the  pain,"  she  says,  "and  now  I find  myself 
crying  at  home  with  the  hopelessness  of  it  all." 

The  mother  of  a 16-year-old  girl  writes  to  say 
that  her  daughter  fractured  her  nose  nine  years 
ago.  At  the  time  the  local  doctor  failed  to  send 
her  to  hospital,  but  when  swelling  and  sinus  in- 
fection set  in  four  days  later  the  mother  went  on 
her  own  initiative.  "Come  back  when  she's  16," 
they  said.  But  this  year  the  plastic  surgeon  said 
that  there  were  more  important  things  around 
than  ugly  noses  and  there  was  little  chance  of  a 
bed.  The  girl  is  self-conscious,  miserable.  "You're 
only  16  once,"  says  her  mother  sadly. 

Less  crucial  complaints  deal  with  dirt,  rudeness, 
the  fact  that  nurses  are  often  other  than  angels 
of  mercy.  There  are  specific  cases  of  misdirected 
economy,  like  the  hospital  which  sends  its  post- 
hysterectomy patients  after  only  five  days  to  a 
geriatric  annexe,  hardly  the  best  psychological 
background  for  recovery.  "The  most  sensible 
use  of  bed  space,"  comments  the  hospital. 

There  is  enough  evidence  around,  says  the 
Patients'  Association,  to  make  one  nervous.  A 
Health  Commissioner  should  be  appointed  now, 
an  independent,  qualified  man  with  a fair-sized 
staff. 

"What  we  would  like  to  do,"  said  a P.A.  spokes- 
man last  week,  "is  not  to  fix  the  guilt  but  to  create 
an  atmosphere  where  these  things  don't  happen." 

Rosemary  Collins 
in  the  London  Telegraph 


H.E.W.  WILL  NOT  PAY  CHIROPRACTORS 

llEW's-  Task  Force  on  Medicaid  and  related  programs  recommended  that  payment  for 
the  services  of  chiropractors  is  not  an  effective  use  of  Federal  Medicaid  funds.  Since  in- 
dividual states  have  the  option  of  including  chiropractic  services  under  Medicaid  pro- 
grams, the  report  further  recommended  that  a legislative  amendment  be  enacted  deny- 
ing Federal  financcial  participation  in  Medicaid  payments  to  chiropractors  and  naturo- 
paths. 

Hadley  Williams,  Public  Service 
Director,  in  The  Journal  of  the 
Tennessee  Medical  Association,  October  1970. 
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NOTES 


S€;cond  Orinase  scare  was  not  authorized  by  FDA  Ccm- 
missioner,  Charles  C.  Edward's.  He  gave  the  Upjohn  Company 
permission  to  quote  directly  - "The  Food  and  Drug  i.dm.inis- 
tration  has  no  thought  of  any  action  beyond  informing  physi- 
cians of  the  results  of  study  and  suggesting  appiopriate 
label  chcuiges."  What  happened  v;as  publication  in  the  Wall 
Street  Jp-urnal  of  statements  indicating  that  FDA  would 
actively  discourage  use  of  tolbutair,ide . The  reporter  had 
interviewed  a m.ember  of  the  FDA  Washington  staff  who  appar- 
ently had  ideas  not  shared  by  the  Commissioner.  Dr.  Edwards 
is  reported  to  have  been  distressed  by  the  uij authorized 
statements  miade  to  the  press  while  he  was  absent  from  his 
Washington  office. 

Cnly  two  hnndred  million.  Nelson  Rockefeller  says  his 
bill  for  un.iversal~  health  insurance  would  add  "only  S2CC 
million  to  pri-vate  corporate  expenditures  for  premiums."  He 
says  they  were  paying  S580  million  per  year  in  196C  and  now 
pay  Si  ,2CC  ,CCC  ,CCC  but  he  does  not  give  data,  on  the  number  of 
firms  involved  or  on  the  number  of  persons  covered. 

Marcus  Welby,  M.  D.  continues  to  get  high  ratings  in  the 
viewer  surveys.  Apparently  there  are  many  people  vjho  think 
the  art  of  medicine  is  Just  as  important  as  the  science. 

Pure  water  is  now  a product.  The  September  list  of  new 
products  introduced  to  the  domestic  market  includes  pure 
drinking  water  in  bottles.  Soft  drink  manufacturers  believe 
all  the  discussion  a.bout  deteriorating  environment  has  cre- 
ated enough  fecm-  to  create  a market  for  unpolluted  H2O. 

Federal  Trade  Commission  may  put  a "soup  clause"  in  its 
cease  and  desist  order  against  advertising  of  Hi-C  by  the 
Coca-Cola  Company.  The  clause  would  force  the  company;  to 
make  public  confession  that  its  advertising  claims  for  the 
beverage  were  false.  FTC  says  Hi-C  does  not  hcive  the  nutri- 
tional values  claimed  in  the  advertisements.  If  FTC  makes 
this  one  stick,  you  may  expect  to  see  advertisements  carry- 
ing confessions  forced  after  the  manner  of  those  carried  in 
the  dear  doctor  letters  demanded  by  the  Food  and  Drug 
Administration. 

The  advertising  world  is  dismayed  by  report  that  one 
organization  has  cut  salaries  of  al]  executives  earning 
more  than  S20,000  per  year. 

And  Advertising  Age  quotes  another  magazine  as  declining 
the  opportunity  to  check  into  the  reproductive  habits  of 
whales.  But  a secretary  is  reported  to  have  said,  "Nonsense, 
the  whole  thing  obviously  happens  in  the  bed  of  the  sea." 
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H.  L.  H. 


EDITORIAL 


Australia  Antigen  — 

A Glimmer  of  Hope 


An  antigen  found  in  the  serum  of  an  Australian 
xXaborigine  several  v'ears  ago  was  subsequent- 
ly detected  in  about  one  out  of  a thousand  norm- 
al American  adults.  W hen  patients  with  various 
diseases  were  tested  for  the  Australian  antigen, 
a high  proportion  of  those  with  serum  hepatitis 
gave  a positiv'e  result.  Those  with  apparent  in- 
fectious hepatitis  were  less  frequently  positive, 
consistent  with  the  heterogeneit\'  of  infectious 
origin  in  these  diseases.  The  antigen  was  then 
given  the  name  HAA,  for  hepatitis-associated 
antigen. 

The  identity  of  the  antigen  is  obscure.  On  elec- 
tron microscopy,  it  has  the  appearance  of  an  or- 
ganized, spherical  particle  containing  numerous 
subunits.  Chemical  analysis  shows  a high  protein 
content  but  no  detectable  nucleic  acid.  Many 
workers  believe  it  represents  the  ‘shell’  or  capsid 
of  a hepatitis  \ irus  from  which  the  nucleic  acid 
has  been  lost  or  extruded.  Others  suspect  it  may 
be  a low-density  lipoprotein  which  has  been 
modified,  presumabK'  by  the  liver,  in  the  presence 
of  a virus.  When  injected  into  certain  non-human 
primates,  HAA  particles  increase  in  number, 
suggesting  that  H.\.\  is  itself  a virus.  However, 
attempts  to  grow  HAA  in  tissue  culture  ha\e 
not  been  successful. 

Studies  carried  out  in  large  hospitals  showed 
that  blood  from  ffAA  positive  donors  carries  a 
heavy  risk  of  producing  some  degree  of  hepatitis 
in  transfused  patients.  However,  hepatitis  also 
developed  in  several  patients  who  received  HAA- 
negative  blood.  In  fact,  it  appeared  that  only 
about  a fifth  of  the  hepatitis  cases  that  follow 


transfusion  could  be  prevented  b\-  screening  out 
donors  carrying  HA.\. 

An  agar-gel  immunodiffusion  method  was 
used  for  detecting  the  antigen  in  these  early 
studies.  Several  more  sensitive  tests  have  since 
been  described,  employing  immunoelectrophore- 
sis,  complement  fixation,  radioimmune  assay  or 
agglutination-inhibition  techniques.  Investigators 
hope  that  one  or  more  of  these  tests,  when  per- 
fected and  adapted  for  blood  bank  operation, 
will  make  it  possible  to  detect  more  HAA  carriers. 
However,  because  several  different  viral  agents 
are  probably  involved  in  the  transmission  of 
hepatitis,  it  will  still  be  impossible  to  ensure  the 
complete  protection  of  transfused  patients. 

None  of  the  tests  for  HAA  are  standardized. 
The  reagents  are  expensive  when  purchased 
from  a commercial  supplier,  and  are  difficult  to 
obtain  otherwise  in  small  communities.  The  more 
sensitive  tests  are  technically  difficult  and  cur- 
rently beyond  the  capability  of  most  blood  bank 
laboratories.  The  Blood  Resources  Committee  of 
the  National  Institutes  of  Health  is  supporting  a 
study  of  these  problems,  and  some  answers 
should  emerge  within  the  next  several  months. 

In  the  meantime,  a number  of  large  blood 
banks  are  testing  their  donors  for  HAA.  Most 
use  a technique  which  combines  electrophore- 
sis with  immunodiffusion,  so  that  the  tests  can  be 
read  in  about  two  hours  instead  of  the  two  to 
fi\  e days  required  for  detecting  the  antigen  by 
simple  diffusion.  The  results  so  far  indicate  that 
HAA  is  present  in  only  about  0.1  percent  (i.e.  one 
in  a thousand)  of  \ oluntarv  blood  donors.  Ho\\  - 


916 

Sorthwe.st  Medicine,  December  1970 


ever,  in  some  regions  where  donors  are  paid  for 
blood,  the  fretjuenev  is  at  least  twenty  times 
higher  — about  2 to  4 pereent.  The  volunteer 
donors  with  HAA  rareh  give  any  history  sug- 
gestive of  past  or  present  liver  disease,  and  their 
liver  funetion  tests  are  usually  normal.  Among 
paid  donors,  the  ineidenee  of  demonstrable  liver 
d\'sfunetion  is  apparently  higher,  consistent  with 
the  larger  proportion  addicted  to  alcohol  or  in- 
jectable narcotics. 

Because  blood  banks  will  soon  he  able  to  pro- 


vide at  least  partial  protection  against  transfusion- 
induced  hepatitis,  it  is  particularly  important  for 
physicians  to  report  cases  of  suspected  post-trans- 
fusion hepatitis,  either  to  their  local  blood  bank 
or  public  health  department.  Such  reports  will 
permit  the  blood  hank  laboratories  to  assess  the 
sensitivity  of  their  HAA  testing  and,  eventually, 
to  determine  what  proportion  of  cases  are  due  to 
agents  unrelated  to  HAA. 

Eloise  R.  Gihlett,  M.D. 


“Physician-Patient  Relationship  Lacking” 


F private  practice  of  medicine  and  the  individual 
responsibility  of  the  individual  physician  to 
the  individual  patient  have  been  under  attack, 
not  only  by  vociferous  demand  for  change  in  the 
“health  care  delivery  system”  but  also  by  the 
anything  but  subtle  promotion  of  group  practice 
by  government.  It  is,  therefore,  startling  to  find  a 
report  on  one  type  of  group  practice  that  turns 
out  to  be  a dismal  failure.  It  is  even  more  star- 
tling to  find  that  the  report  has  been  submitted 
by  two  young  men,  one  a Carnegie-Common- 
wealth  Clinical  Scholar  and  the  other  not  a phy- 
sician, presumably  a medical  student.* 

Cause  for  failure  of  the  system  will  be  readily 
apparent  to  any  practicing  physician  who  reads 
the  article  but  was  accurately  perceived  by 
Brook  and  Stevenson.  They  commented  that 
there  were  incomplete  physical  examinations 
and  too  few  routine  laboratory  tests.  But  the  re- 
vealing statement  was:  “A  rewarding  physician- 
patient  relationship  was  lacking, ...” 

The  report  deals  with  the  records  of  141  pa- 
tients seen  in  an  emergency  room  of  an  urban 
hospital  for  non-emergencv  gastrointestinal  symp- 
toms. Some  were  referred  for  gastrointestinal  x- 
rays,  some  for  cholecystograms.  Follow-up  inter- 
views, 3/2  months  after  the  initial  visits,  were  ob- 
tained with  131  of  the  patients.  Only  82  patients 
had  rectal  examinations,  hematocrit  determina- 
tions were  made  for  37,  white  counts  for  13,  stool 
guaiac  for  58  and  urinalysis  for  23.  Six  of  32 
scheduled  for  barium  enema  had  sigmoidoiscopic 
examination. 

Omissions,  however,  were  less  important  in 
assessment  of  the  quality  of  care  provided  than 
what  happened  after  the  initial  visit.  Thirty  of 
136  for  whom  infonnation  was  available,  were 


not  told  to  return  for  report.  Of  the  remaining 
106,  only  54  had  enough  confidence  in  the  system 
to  return.  And  only  37  of  the  98  patients  inter- 
viewed had  any  knowledge  of  the  findings  or 
could  recall  having  been  given  a factual  report. 

The  authors  conclude,  after  looking  at  reports 
showing  inadequate  work-up  and  missed  oppor- 
tunities to  use  the  findings  obtained,  that  positive, 
effective  action  was  provided  for  only  38  of  the 
141  patients  whose  records  were  studied.  One 
form  of  group  practice  was  thus  found  to  be  ef- 
fective for  27  percent  of  the  patients  who  sought 
care. 

It  should  be  noted  that  Brook  and  Stevenson 
are  reporting  what  happened  in  an  emergency 
room  staffed  by  interns  and  residents.  It  can  be 
assumed  that  interns  and  residents  are  less  able 
to  inspire  confidence  than  physicians  in  practice. 
But  that  ver\'  statement  offers  evidence  of  the 
importance  of  confidence  if  medical  care  is  to 
achieve  a high  level  of  quality.  Brook  and  Steven- 
son report  that  many  patients  did  have  good 
work-up  and  adequate  diagnosis  yet  did  not  get 
quality  medical  care.  Obviously,  patients  do  not 
readily  give  confidence  to  strangers,  no  matter 
how  competent  they  may  be.  And  the  only  wav 
a physician  can  become  other  than  a stranger  is 
by  establishing  a one-to-one  relationship  with  a 
patient.  In  the  type  of  group  practice  reported, 
“A  rewarding  physician-patient  relationship  was 
lacking, ...” 

H.L.H. 

REFERENCE 

1 Brook,  R.  H.,  Stevenson,  R.  L.,  Jr.,  Effectiveness  of  pa- 
tient care  in  an  emergency  room.  New  Eng  J Med  283:904- 
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Continuing  Medical  Education  II 

AM  A Physician  Recognition  Award 
And  Other  Mistakes 


It  is  enlightening  to  review  the  histoiw  of  post- 
graduate or  continuing  medical  education. 
Only  a decade  ago,  it  was  casual,  disorganized 
and  generally  neglected.  The  Dr\  er  Report,  Life- 
time Learning  for  Physicians,  appeared  in  1962 
and  signalled  a change  in  attitude.  Subsequent 
benchmarks  include  the  Regional  Medical  Pro- 
gram, Millis  Report  and  AM  A accreditation  of 
institutions  offering  post-graduate  courses.  \ow 
we  have  the  AMA  Physician  Recognition  Award, 
that  multicolored,  sunday-school  certificate  of 
hours  spent  rather  than  anything  learned.  In  less 
than  ten  years,  w e have  come  to  w here  the  medi- 
cal societies  of  Oregon  and  PennsyK  ania  are  re- 
(|uiring  attendance  at  post-graduate  courses  to 
retain  society  membership. 

How  w e got  here  is  a masterpiece  of  fallacious 
reasoning.  It  goes  like  this.  There  is  this  knowl- 
edge explosion  as  more  research  is  currently  in 
progress  than  accumulated  in  all  previous  histoiw. 
Like  the  Chinese  babv  of  our  youth,  a new  journal 
is  born  every  time  you  take  a deep  breath.  The 
half-life  of  medical  knowledge  is  now  less  than 
five  years  and  a doctor  is  obsolescent  ten  years 
after  graduation.  On  the  other  hand,  if  he  demon- 
strates attendance  at  courses,  he  is  keeping  up 
and  rendering  high  level  care. 

Presented  this  wav,  the  absurdity  is  apparent; 
yet  each  of  these  statements  appears  in  some  re- 
cent article  on  continuing  education.  Obviously, 
no  one  has  to  read  all  the  journals.  If  half-life  of 
new  knowledge  is  so  short,  perhaps  it  is  wiser  to 
wait  before  trying  that  new  drug  or  operation.  Or 
should  we  use  it  quickly  before  it  is  shown  to  be 
ineffective?  Even  the  advocates  of  mandatory' 
course  attendance  recognize  that  the  most  widely 
used,  and  possibly  the  best,  way  for  a doctor  to 
keep  up  is  through  self-instruction  in  reading, 
observing  patients  and  asking  colleagues.  But, 
they  say,  these  cannot  be  validated,  and  proceed 
to  talk  of  implementing  new  modalities.  This  ob- 
jection misses  the  point  and  is  particularly  ironic 


in  view  of  one  essential  fact,  that  is,  course  at- 
tendance has  never  been  demonstrated  to  result 
in  better  care,  despite  numerous  attempts  to 
show  it. 

When  continuing  education  was  v'oluntary, 
those  who  found  courses  helpful  or  enlightening 
could  attend  and  others  were  free  to  learn  as 
they  chose.  Now  we  have  mandatoiT  course  at- 
tendance and  it  is  likely  that  relicensure  based 
on  examination  is  next.  (Skeptical  readers  are 
referred  to  five  papers  from  the  AMA  congress 
on  Medical  Education  that  appear  in  JAMA,  Sep- 
tember 7,  1970.)  Cynics  might  even  read  into  the 
Physician  Recognition  Award,  and  the  moves  to 
mandatory  attendance,  efforts  to  avoid  re-examin- 
ation.  There  are  signs  to  be  read.  The  American 
College  of  Physicians  has  introduced  a voluntary 
self-assessment  of  medical  knowledge  that  has 
been  widely  acclaimed,  copied  by  other  specialty 
groups,  and  is  now  being  repeated.  The  National 
Board  of  Medical  Examiners  has  exhibited  an 
elaborate,  expensive,  computer-based  examina- 
tion because  they  “recognize  the  increasingly 
urgent  need  for  objective,  valid  and  reliable 
evaluation  of  the  clinical  competence  of  physi- 
cians in  specialized  or  general  practice.”  Now 
what  do  you  think  that  means? 

W hether  compulsory  attendance  at  post-grad- 
uate courses,  re-examination,  recertification  or 
relicensure  are  or  are  not  imminent,  the  basic 
(juestion  does  not  change.  What  is  the  purpose  of 
continuing  medical  education?  If  it  is  the  display 
of  erudition  and  new  research  findings  and  the 
stimulation  and  enrichment  of  practicing  physi- 
cians, then  what  is  presently  being  done  is  right  and 
should  continue.  On  the  other  hand,  if  the  pur- 
pose is  to  improve  the  level  of  practice  and  pa- 
tient care,  the  starting  point  for  effective  educa- 
tion has  to  be  the  assessment  of  that  care  as  it 
is  given.  The  wav  to  do  this  will  be  described 
next  month. 

L.A.H. 
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Standards  Again  Demonstrated 


Pharmaceutical  manufacturers  seldom  talk 
about  the  high  standards  they  set  for  them- 
selves but  occasionally  their  actions  speak  more 
loudly  than  words.  Revealing  action  was  taken 
recently  by  two  manufacturers  who  have  taken 
profitable  products  of!  the  market  because  ani- 
mals developed  breast  nodules  when  "iven  10 
and  25  times  the  doses  recommended  for  humans. 
The  products  are  C-Quens,  produced  by  Eli  Lilly 
and  Company,  and  Provest,  produced  by  the  Up- 
john Company.  Action  taken  by  these  companies 
speaks  eloquently  of  their  concern  about  safety 
and  their  willingness  to  accept  loss  after  heav\' 
investment  in  developing  new  preparations.  Nei- 
ther of  the  contraceptives  being  discontinued 
has  shown  any  tendency  to  produce  dangerous 
complications  in  humans. 

This  demonstration  of  the  integritv  of  pharma- 
ceutical manufacturers  is  not  new  but  the  caution 
constantly  exercised  by  them  is  sometimes  for- 
gotten or  ignored.  By  interesting  coincidence 
these  same  two  companies  were  inxolved  in  de- 
veloping two  sulfanylureas  some  fourteen  or 
fifteen  years  ago.  One  succeeded  and  one  alian- 
doned  the  project  after  extensive  investigation. 
VV'hile  Upjohn  was  developing  tolbutamide,  with 
consistently  favorable  findings,  Lilly  was  work- 
ing with  carbutamide.  After  2,900  physicians  had 
given  carbutamide  to  10,000  patients,  the  investi- 
gation was  stopped  because  5 percent  of  the  pa- 
tients had  undesirable  reactions.  The  product 
was  never  marketed. 

Because  it  so  well  illustrated  the  integrity  of 
pharmaceutical  manufacturers,  this  journal  car- 


ried an  editorial  commending  the  action  taken. 
We  said; 

The  Lilly  Company,  in  reporting  withdrawal  of 
the  drug  from  further  tests,  stated  that  its  action 
was  based  on  the  realization  that  this  was  a drug 
of  convenience  rather  than  necessity.  Regret  was 
expressed  that  it  did  not  meet  the  rigid  require- 
ments for  a drug  to  be  taken  throughout  life.  The 
company,  however,  was  grateful  that  the  study 
had  been  broad  enough  and  thorough  enough  to 
uncover  its  limitations. 

The  amount  of  money  invested  in  research  on 
this  drug  was  probably  quite  large.  The  quick 
profits  that  might  have  been  garnered  can  only 
be  the  subject  of  conjecture.  Willingness  to  write 
off  the  loss  and  forego  the  profits  is  characteristic 
of  modern,  far-sighted  management  of  our  re- 
liable drug  manufacturers.  Undoubtedly,  all  of 
them  have  had  similar  experience  with  other 
preparations  after  preliminary  favorable  reports. 
Undoubtedly,  all  of  them  make  heavy  investments 
in  research,  only  a small  part  of  which  produces 
information  on  which  profit  may  be  realized. 
Their  major  gain  is  in  the  confidence  of  the  pro- 
fession which  needs  to  rely  on  products  marketed 
under  such  high  standards.' 

Upjohn  and  Lilly  have  demonstrated  that  the 
high  standards  remain  unchanged.  Confidence 
in  the  industry  continues  to  be  justified. 

H.L.H. 
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1 Editorial,  Standards  in  the  pharmaceutical  industry,  North- 
west Med  55:1344-1345,  (December)  1956. 
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Tracheal  Stenosis:  A Disease  of 
Medical  Progress 

Surgical  Repair  of  Three  Cases 


JOSEPH  B.  VANDER  VEER  JR.,  M.D.,  Portland,  Oregon 


Circumferential  tracheal  stenosis  is  an  uncommon  complication  of  tracheo- 
stomy, the  result  of  pressure  necrosis  induced  by  the  cuff  balloon  when  a 
tracheostomy  tube  is  used  for  prolonged  mechanical  ventilation.  Three  cardiac 
■surgical  patients  developed  this  problem  and  became  incapacitated  by  dyspnea. 
They  were  afforded  only  temporary  relief  of  symptoms  by  .serial  bronchoscopic 
dilatations.  Permanent  relief  was  produced  by  resection  of  the  stenotic  segment 
and  anastamosis  of  the  trachea,  through  a cervical  approach.  Prevention  of 
stenosis  depends  o7i  choice  of  the  proper  type  balloon,  one  that  gives  a large 
area  of  contact  with  the  tracheal  wall,  ami  that  requires  little  itiflation  pressure 
to  seal  the  airway. 


As  medical  and  surgical  care 
. has  become  more  sophisti- 
cated, iatrogenic  complications 
have  increased.  Examples  are 
perforation  of  the  right  ventricle 
by  transvenous  pacing  catheters,' 
pneumothorax  from  sidjclavian 
vein  catheterization,^  and  em- 
bolization of  plastic  intravenous 
catheters.3  Tracheal  stenosis,  a 
benign  stricture  of  the  wind- 
pipe resulting  from  pressure 
necrosis  from  a tracheostomv 
tube  balloon,  is  a similar  disease 
of  medical  progress,  that  has 
followed  assisted  respiration  with 
mechanical  ventilators.  Reports 
of  this  lesion  and  its  surgical 
correction  have  appeared  re- 
centlv  in  the  world  literature.^*'' 


Dr.  Vander  Veer  is  a third  year  General 
Surgery  Resident.  University  of  Oregon 
Medical  School. 


The  spectrum  of  primaiy  diag- 
noses includes  barbiturate  intoxi- 
cation, crush  injuries  of  the  chest, 
and  polyneuropathy. 

This  article  describes  three 
cases  of  tracheal  stenosis  in 
patients  who  had  undergone 
cardiac  surgery.  Each  had  a 
stormy  postoperative  course  and 
required  prolonged  ventilation 
with  a volume-cycled  (Mtirsch) 
respirator  through  a cuffed,  si- 
lastic (Portex)  tracheostomv  tube. 
After  the  diagnosis  of  tracheal 
stenosis,  resection  was  thought 
too  great  a risk;  each  was  treated 
by  bronchoscopic  dilatations,  at 
intervals  of  one  to  three  weeks, 
for  up  to  a year.  Failure  of  this 
therapy  — evidenced  by  progres- 
sive deterioration  of  the  patients 
while  under  such  treatment  -—  led 
to  operation  as  described  below. 
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Excellent  anesthesia,  and  the  use 
of  a method  that  involved  mini- 
mal dissection  of  the  intra- 
thoracic  viscera,  permitted  suc- 
cessful resection  in  each  case. 

CASE  REPORTS 

Case  1.  A 47-year-old  woman 
with  rheumatic  heart  disease,  de- 
veloped atrial  fibrillation  and  con- 
gestive failure  in  1963.  During  the 
next  five  years  she  was  treated 
medically  and  had  two  cardiac 
catheterizations  which  showed  pro- 
gression of  tricuspid,  mitral  and 
aortic  valvular  disease.  She  refused 
surgery  several  times.  Despite  the 
use  of  potent  diuretics,  she  devel- 
oped intractable  heart  failure.  Hos- 
pitalization for  intensive  medical 
management,  including  peritoneal 
dialysis,  produced  a 24  pound 
weight  loss  before  surgery. 

In  May,  1968,  the  three  diseased 
valves  were  replaced  v/ith  Starr- 
Edwards  prostheses.  A tracheostomy 


was  done  and  mechanical  ventila- 
tion was  continued  for  two  weeks. 
Her  course  included  two  episodes 
of  ventricular  fibrillation  and  the 
de\’elopment  of  a large  area  of 
second  degree  skin  loss  o\’er  the 
buttocks,  attributed  to  low  output 
during  cardiopuhnonarv  bvpass. 
Improvement  was  gradual  but 
steady.  The  tracheostomy  tube  was 
removed  after  three  weeks  and  she 
was  discharged  eight  weeks  after 
surgerw 

Two  weeks  later  she  was  ad- 
mitted with  diagnosis  of  asthma 
and  received  drug  therapy  without 
substantial  relief  until  the  twelfth 
hospital  day,  when  bronchoscopy 
was  done.  Bronchoscopic  resection 
of  a stenotic  web  of  tissue  (5  cm  a- 
bove  the  carina,  with  a 3mm  lumen) 
produced  a dramatic  amelioration 
of  symptoms.  Relief  was  not  lasting, 
however,  and  repeat  bronchoscopy 
was  required  with  distressing  fre- 
quency: 39  times  over  the  next 
14  months.  She  became  sensitive 
to  cocaine,  needed  dilatation  at 
more  frequent  intervals,  and  oc- 
casionally developed  respiratory 
distress  soon  after  the  procedure, 
requiring  overnight  hospitalization 
in  a mist  tent,  or  even  repeat 
bronchoscopy  within  24  hours. 
Laminagrams,  Figures  1 and  2, 
showed  that  from  a narrow  web, 
the  stenosis  had  become  a 2cm, 
fusiform  segment.  All  of  these 
factors  militated  toward  surgery, 
often  discussed  but  always  post- 
poned because  we  felt  a second 
cardiopulmonary  bvpass  would  be 
required.  In  October,  1969,  through 
a cervical  incision  extended  to  a 
partial  sternal  split,  a 3cm  length  of 
trachea  (5  rings)  was  resected  and 
primary’  anastamosis  done. 

Postoperativelv,  she  did  extreme- 
ly well  and  had  complete  relief  of 
symptoms.  Bronchoscopy  six  weeks 
after  surgery  showed  a widely 
patent  anastamosis.  Four  months 
later  the  patient  died  unexpectedly 
at  home.  Autopsy  showed  clot  on 
the  prosthetic  valves;  the  tracheal 
anastamosis  was  intact  and  widely 
patent.  Figure  3. 

Ca.se  2.  A 39-year-old  woman 
had  mitral  and  aortic  valve  re- 
placement for  rheumatic  heart 
disease  in  September,  1968.  Post- 
operatively,  cerebral  air  embolism 
was  suspected  because  she  remain- 
ed unresponsive.  She  required  res- 


1b 


Fig  1 A.  Tracheal  laminagram.  Case  1,  August.  1968.  after  diagnosis  of  tracheal 
stenosis.  Note  the  relatively  short  zone  of  narrowing.  B.The  air  column  is  outlined. 


Fig  2 A.  Tracheal  laminagram.  Case  1,  October  1969,  showing  the  effect  of  re- 
peated bronchoscopic  dilatations  on  the  area  of  stenosis,  which  has  become  much 
longer.  B.  The  air  column  is  outlined. 


pirator  therapy  for  eight  days,  then 
intermittent  inflation  of  the  tracheo- 
stomy tube  cufi  for  two  more  weeks 
as  she  improved,  breathed  on  her 
own  and  was  given  tube  feedings. 
She  was  discharged  two  weeks 
after  removal  of  the  tube,  with 
almost  complete  return  of  cerebral 
and  motor  function. 

Three  months  later,  althf)ugh 
cardiac  catherterization  showed  a 


good  hemodynamic  result,  she  com- 
plained of  shortness  of  hreath  and 
wheezing  on  exertion.  Broncho- 
scopy revealed  tracheal  stenosis 
with  a 6mm  lumen.  She  underwent 
thirteen  subsecjuent  dilatations  prior 
to  definitive'  resection  in  Octoher, 
1969.  At  operation,  a 3cm  segment 
of  trachea  was  removed.  The  lumen 
had  diminished  to  3mm.  On  the 
third  dav  she  had  a troublesome 
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Fig  3 Autopsy  specimen,  Case  1,  showing  well  healed,  intact 
suture  line,  with  no  narrowing  at  the  site  of  anastamosis, 
midway  between  the  retracting  sutures. 


cough,  but  no  leak  or  extraluminal 
air  was  demonstrable  and  she  did 
well.  Followup  bronchoscopy  at 
six  weeks  showed  a well  healed, 
widely  patent  anastamosis. 

Case  3.  A large,  heavy  man  with 
gout,  hypertension  and  angina 
pectoris,  had  coronary  angiography 
in  June,  1968.  It  showed  difuse, 
bilateral  arteriosclerotic  disease. 
Two  months  later  the  internal  mam- 
mary arteries  were  implanted  into 
the  myocardium  (double  Vineberg 
procedure).  The  sternum  was  closed 
with  large  Teflon  sutures,  a trach- 
eostomy was  done  and  assisted 
ventilation  was  given.  On  the 
seventh  day  the  sternum  dehisced 
and  was  reclosed  with  wire.  Six 
days  later,  these  also  pulled  through 
and  a third  closure  was  made. 


using  large  orthopedic  bands.  The 
tracheostomy  tube  was  removed 
after  four  weeks. 

He  remained  well  for  six  months, 
then  developed  wheezing  on  ex- 
ertion. His  physician  suspected 
tracheal  stenosis,  and  his  diagnosis 
was  confirmed  by  bronchoscopy. 
Symptomatic  relief  was  maintained 
by  dilatation  at  fortnightly  intervals, 
surgery  being  deferred  because  of 
reluctance  to  again  open  his  stern- 
um. After  success  in  the  first  two 
cases,  resection  was  done  through 
a cervical  incision.  Recovery  was 
uneventful  and  he  was  completely 
cured. 

the  operation 

The  operation  is  not  strikingly 
new,  but  is  rather  a combination 


of  previously  described  tech- 
niques. The  incision  is  as  for 
thyroidectomy;*^  the  major  part 
of  the  tracheal  dissection  is  done 
bluntly,  with  the  index  finger, 
as  for  mediastinoscopy;®  the  dis- 
tal tracheal  stump  is  intubated 
as  for  total  laryngectomy;*®  and 
the  definitive  tracheal  sutures 
are  placed,  clamped,  stacked  and 
held  as  for  aortic  valve  replace- 
ment.** The  crucial  requirement 
is  anastamosis  without  undue 
tension,  well  demonstrated  bv 
the  experimental  studies  of  Can- 
trell and  Folse. *2  To  achieve  it, 
tracheal  length  can  be  gained 
in  several  ways.  The  easiest 
method  (and  the  one  we  used 
in  each  case)  is  simple  flexion  of 
the  head  on  the  chest.  Milliken 
and  Grillo  have  shown  that  this 
maneuver  permits  resection  of 
up  to  4.5cm  of  trachea.***  It  is 
facilitated  if  one  starts  surgerv 
with  the  patient’s  neck  hvper- 
extended  bv  an  inflated  pillow 
beneath  the  shoulders.  After  the 
stenotic  segment  is  removed,  the 
pillow  is  deflated,  the  neck  flex- 
ed, and  the  head  propped  up 
for  the  anastamosis.  This  cervical 
flexion  is  maintained  for  several 
days,  with  gradual  extension 
thereafter. 

discussion 

Tracheal  stenosis  is  one  of 
several  complications  that  mav 
follow  tracheostomy. *‘*’*5  Some, 
such  as  bleeding  at  the  stomal 
site,  infection,  or  subcutaneous 
emphvsema,  occur  early  and  are 
easilv  dealt  with.  Stenosis  is  a 
late  complication  that  can  be 
crippling  and  may  go  undiag- 
nosed for  some  time,  sinee  it 
uaually  occurs  several  weeks 
after  healing  of  the  skin  stoma. 
Such  patients  may  be  treated 
for  asthma  until  the  real  cause 
is  revealed  bv  bronchoscopv  or 
tracheal  laminagrams.  The  diag- 
nosis is  not  hard  to  make,  if 
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ABC 

Fig  4 Schematic  comparison  of  various  inflated  cuffs.  A.Portex  type  tube,  with 
rigid,  plastic,  roughly  spherical  balloon.  B.  Auchincloss  type,  with  less  rigid  bal- 
loon and  greater  area  of  contact  with  wall  of  trachea.  C.  Forregger  fluted  type, 
which  gives  the  greatest  area  of  contact  and  requires  the  least  pressure  to  seal  the 
airway. 


A 


B 


Fig  5 Schematic  comparison  of  Portex  tubes.  A.  Large 
size  tube,  or  tube  with  pre-stretched  balloon,  which  gives 
larger  area  of  contact  with  tracheal  wall  and  requires  lower 
pressure  to  seal  airway.  B.  Smaller  tube,  requiring  greater 
inflation  to  seal  the  same  size  airway.  Note  change  in  shape 
of  balloon  and  consequent  diminution  in  area  of  contact  with 
tracheal  wall. 


suspected:  all  post-tracheostomv 
patients  presenting  with  inspira- 
tor)- and  expiratory  wheezing 
have  upper  airway  or  tracheal 
obstruction,  and  should  be 
bronchoscoped. 

Tracheal  stenosis  may  occur 


at  three  sites:  at  the  stoma  it- 
self, at  the  level  of  the  tip  of  the 
tube,  or  in  the  region  of  cuff 
pressure.  In  the  first  two  lo- 
cations, it  is  usually  due  to  granu- 
lation tissue,  is  not  circumfer- 
ential, and  is  resectable  through 


the  bronchoscope.  Stenosis  at 
the  level  occupied  by  the  cuff 
is  preceeded  by  pressure  necro- 
sis.Circumferential  tracheitis 
is  followed  by  mucosal  ulcer- 
ation, fragmentation  of  the  carti- 
lage and  replacement  of  the  wall 
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In’  fil)rous  tissue.  A stricture  is 
produced  and  frequently  a 
malacic  segment  occurs  abov'e 
or  below  the  stenosis.  In  such 
circumferential  lesions,  broncho- 
scopic  dilatations  onl\-  aggravate 
the  process  and  lead  to  further 
destruction  and  a longer  area  of 
stenosis.  Hence  the  treatment  of 
this  type  of  symptomatic  stenosis 
is  early  resection  and  end-to-end 
anastamosis. 

Methods  of  prevention  relate 
to  tube  design.  Among  the  cur- 
rently available  tubes,  there  is 
great  variation  in  size,  configur- 
ation and  inflation  character- 
istics of  the  cuff  balloons.'^  The 
optimal  balloon  has  a large  seal- 
ing area,  inflates  evenly,  has  a 


large  residual  volume  and  re- 
(juires  but  little  additional  air 
under  slight  pressure  to  seal  the 
airway.  The  Auchincloss  and 
Sanders  t\pe  cuffs  come  closest 
to  this  ideal.  Figure  4.  The  bal- 
loon of  the  Porte.x  tube  (used  in 
the  cases  reported  here)  requires 
a much  higher  inflation  pressure 
and  gives  a much  smaller  area 
of  contact  with  the  tracheal  wall. 
Its  adverse  properties  can  be 
minimized  bv  using  the  largest 
possible  tube.  Figure  5,  and  bv 
prestretching  the  balloon  in 
warm  water,  a useful  technicjue 
reported  recently.'*  Tube  bal- 
loons that  inflate  eccentrically 
(such  as  the  Rusch  and  Anesthe- 
sia Associate  types)  should  be 


avoided.  Not  oulv  do  thev  re- 
(juire  high  inflation  pressures  — 
they  may  di.splace  the  tip  and 
cause  it  to  erode  into  the  trachea. 
Thus  the  best  tube  is  one  with  a 
large,  floppy  balloon,  and  second 
best  would  be  a prestretched 
balloon  of  the  Protex  tvp(‘.  In 
either  case  the  largest  possible 
tube  should  be  used,  with  the 
cuff  inflated  just  enough  to  seal 
the  system.  Periodic  deflation 
and  regular  changing  of  the  tube 
are  also  important  preventive 
measures. 

Uni vcrsi tij  of  Ore<^on 
Medical  School 
3181  SW  Sam  Jackson  Park 
Road  (97201 ) 
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Amebic  Abscess  of  the  Liver  in  Vietnam 

JON  E.  ROSENBLATT,  M.  D.  Los  Angeles,  Californio 

The  most  reliable  features  of  amebic  liver  abscess  are:  high  fever,  right  upper 
quadrant  abdominal  pain  and  rib  cage  punch  tenderness,  hepatomegaly,  leukocy- 
tosis ( >10,000),  moderate  anemia,  and  elevated  serum  alkaline  phosphatase.  Cur- 
rent or  previous  diarrhea,  the  presence  of  Entamoeba  histolytica  in  the  stools,  and 
sigmoidoscopic  abnormalities  are  variable  and  relatively  uncommon  features.  The 
complement  fixation  test  and  hemagglutination  test  using  E histolytica  antigens 
have  been  of  value  in  confirming  the  diagnosis.  When  available,  hepatoscanning 
techniques  can  also  be  very  useful  in  the  diagnosis  and  follow-up  of  amebic  liver 
abscesses.  Treatment  with  emetine,  chloroquine,  diiodohydroxyquin  and  tetracy- 
cline produces  a rapid  and  complete  cure  in  most  cases.  The  typical  dramatic  and 
rapid  response  to  chemotherapy  may  be  considered  a confirmatory  therapeutic 
trial.  yJeedle  aspiration  and  surgical  drainage  are  rarely  indicated  either  as  diag- 
nostic or  therapeutic  measures  and  neither  hastens  resolution  of  amebic  abscesses. 


Amebic  infection  of  the  li\er 
is  a serious  and  life-threat- 
ening disease.  This  report  pre- 
sents hve  case  histories  of  pa- 
tients seen  over  a ten-month 
period  at  the  24th  Evacuation 
Hospital  in  the  Republic  of  Viet- 
nam in  whom  the  presumptive 
diagnosis  of  amebic  liver  abscess 
was  made.  Its  purpose  is  to  alert 
phvsicians  to  this  not  uncommon 
disease,  to  emphasize  important 
points  in  clinical  diagnosis,  to 
relate  our  experience  with  sero- 
logical testing  as  a reliable  diag- 
nostic aid,  and  to  stress  the  suc- 
cess of  currentlv  employed  med- 
ical treatment  program. 

CASE  REPORTS 

Case  1.  A 22  year-old,  white  ser- 
viceman was  admitted  to  the  hos- 
pital on  November  6,  1967,  with  a 
one-week  history  of  right  upper 
quadrant  pain  and  dailv  tempera- 
tures of  103  F.  He  had  had  chronic 
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The  experience  reported  was  gained  while 
the  author  was  a member  of  the  U.S.  Army 
Medical  Corps. 


recurrent  diarrhea  from  Julv  to 
October  1967  and  during  the  month 
prior  to  admission  had  received  a 
course  of  tetracycline,  with  subse- 
quent disappearance  of  the  diar- 
rhea. On  physical  examination,  he 
had  a temperature  of  103  F and 
marked  right  upper  quadrant  ab- 
dominal tenderness  with  guarding. 
The  white  blood  cell  count  was 
20,000  with  80  percent  polymorpho- 
nuclear leukocytes.  Sigmoidoscopy 
demonstrated  an  edematous  bowel 
but  no  ulcerations.  A swab  of  blood- 
streaked  mucus  showed  no  ov'a  or 
parasites.  He  had  daily  fever  spikes 
to  103-104  F.  He  developed  marked 
increase  in  the  right  upper  quadrant 
pain  and  severe  punch  tenderness 
over  the  right  lower  rib  cage,  as 
well  as  general  deterioration.  Port- 
wine  colored  diarrhea  (occult  blood 
positive)  developed.  Examination 
for  ova  and  parasites  again  was  neg- 
ativ'e.  An  upper  gastrointestional 
series  demonstrated  an  enlarged 
liver  pushing  the  stomach  to  the 
left.  Clinical  diagnosis  of  amebic 
liver  abscess  was  made  and  routine 
therapy  (vide  infra)  was  instituted. 
There  was  prompt  clinical  improve- 
ment, with  reduction  in  fever  and 
marked  diminution  in  the  abdom- 
inal pain,  but  bloody  diarrhea  per- 
sisted and  his  hematocrit  fell  to 
33.  He  was  evacuated  to  Japan  for 
more  definitive  care.  Subsequently, 
he  made  a gradual,  complete  re- 
covery except  for  anemia. 


Case  2.  A 19  year-old,  white  serv- 
iceman was  admitted  to  the  hos- 
pital on  December  8,  1967.  One 
week  previously  he  had  developed 
watery  diarrhea,  chills  and  fever, 
and  right  upper  quadrant  abdomi- 
nal pain.  He  had  a temperature  of 

103  F and  complained  of  severe 
right  upper  quadrant  pain.  The 
liver  was  not  palpable.  The  white 
blood  cell  count  was  21,000  with 
89  percent  poK'morphonuclear 
leukocytes  and  the  hematocrit  was 
42.  Serum  glutamic  oxaloacetic 
transaminase  (SCOT)  was  58  units 
and  the  bilirubin  and  alkaline  phos- 
phatase were  normal.  He  continued 
to  spike  daily  temperatures  to  102- 

104  F.  A clinical  diagnosis  of  ame- 
bic liver  abscess  was  made  and 
routine  therapy  was  begun.  He 
made  complete  recoverx’. 

Case  3.  An  18  vear-old,  white  serv- 
iceman was  admitted  to  the  hos- 
pital on  Febniar\'  4,  1968.  He  had 
been  in  Vietnam  three  months.  Two 
months  prior  to  admission,  he  had 
been  treated  for  falciparum  malaria 
and  several  weeks  later  was  diag- 
nosed as  having  amebic  dysentery. 
The  dvsenterv  cleared,  but  subse- 
quently he  developed  weakness, 
anorexia,  and  had  a thirty-five  pound 
weight  loss.  On  admission,  his  tem- 
perature was  101  F and  his  sclerae 
were  icteric.  He  appeared  toxic  and 
chronically  ill.  There  was  marked 
diffuse  upper  abdominal  tenderness 
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Fig.  1 Marked  hepatomegaly  with  displacement  of  the  stomach  and  intestines  to  the  left  and  a small  pleural  effusion  on 
the  right. 

Fig.  2 Chest  roentgenogram;  Case  4,  24  hours  after  Figure  1. 


and  punch  tenderness  over  the  low- 
er rib  cages  bilaterally.  The  alkaline 
phosphatase  was  22  Bodansky  units 
and  the  SCOT  was  2,200  units.  A 
clinical  diagnosis  of  amebic  liver 
abscess  was  made  and  he  was  start- 
ed on  routine  treatment.  There  was 
rapid  clinical  improvement  and  he 
made  complete  recovery. 

Case  4.  A 32  year-old,  Negro  sol- 
dier was  admitted  to  the  hospital 
on  March  21,  1968.  He  had  a seven- 
day  history  of  intermittant  crampy 
right  upper  quadrant  and  epigastric 
abdominal  pain,  as  well  as  sharp 
right  flank  pain.  He  had  had  inter- 
mittant chills  and  fever,  with  tem- 
peratures spiking  to  103  F.  There 
was  no  history  of  diarrhea.  There 
was  dullness  to  percussion  and  de- 
creased breath  sounds  at  both  lung 
bases.  The  liver  was  not  palpable 
and  not  enlarged  by  percussion. 
There  was  punch  tenderness  over 
the  right  lower  rib  cage  anteriorly 
and  laterally  and  moderately  se- 
vere diffuse  right-sided  abdominal 
tenderness  was  present.  White 


count  was  19,850  with  84  poly- 
moq^honuclear  leukocytes  and 
hematocrit  41.  On  the  sixth  day, 
an  upper  gastrointestinal  series 
demonstrated  marked  liver  enlarge- 
ment, with  displacement  of  the 
stomach  and  intestines  to  the  left 
and  a small  right  pleural  effusion. 
Figure  L.  The  following  day  there 
was  marked  increase  in  the  effusion. 
Figure  2.  Thoracentesis  obtained 
150  cc  of  thick,  reddish-brown 
fluid.  It  was  negative  for  amebic 
cysts  and  trophozoites.  He  was 
started  on  routine  therapy.  Over 
the  next  two  days,  he  became  afeb- 
rile and  his  abdominal  tenderness 
greatly  diminished.  He  was  evac- 
uated to  Japan  for  convalescence 
and  made  complete  recovery. 

Case  5.  A 34  vear-old  civilian  was 
admitted  to  the  hospital  on  April 
29,  1968.  He  had  been  in  Vietnam 
for  16  months  and  from  March  1967 
to  October  1967  all  his  food  was 
from  Vietnamese  sources.  During 
the  six  months  prior  to  admission, 
he  had  had  several  transient  epi- 


sodes of  diarrhea,  but  none  serious 
enough  to  require  medical  attention. 
Four  days  prior  to  admission,  he 
developed  spiking  temperatures  to 
103  F and  crampy,  right  upper 
quadrant  abdominal  pain.  He  had 
diffuse,  moderately  severe  right 
upper  quadrant  tenderness,  there 
was  shock  tenderness  on  percussion 
of  the  right  lower  rib  cage  anterior- 
ly and  laterally,  and  the  liver  edge 
was  palpable  and  exquisitely  tender 
two  fingerbreadths  below  the  right 
costal  margin.  He  was  started  on 
routine  treatment  for  amebic  liver 
abscess.  Hemadecompleterecoverv. 

routine  treatment 

The  standard  therapeutic  regi- 
men employed  in  all  these  cases 
corresponds  to  that  recommend- 
ed by  Wilmot*  and  consisted  of 
emetine  hydrochloride,  intramus- 
cularly, 65  mg  a day  for  5-7days; 
chloroquine  phosphate  bv  mouth, 
1.0  g initially,  then  0.5  g twice 
a day  for  two  days,  then  0.5  g 
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TABLE  1 

Findings  In  Five  Cases  Of  Amebic  Liver  Abscess 


once  a da\  for  a total  of  20  clavs; 
diiodoh\  droquin  (Diodoc^uin)  b\- 
mouth,  650  mg  three  times  a da\' 
for  21  davs;  and  tetracvcline,  500 
mg  four  times  a da\’  for  10  da\  s. 
The  drugs  were  gi\en  con- 
currentlv. 

findings 

Complement  fixation  (CF)  for 
Entamoeba  histolytica  was  per- 
fonned  h\-  the  US  Arm\’s  9th 
Medical  Lahoratorv  in  Saigon. 
The  test  \\  as  adapted  to  the  micro- 
titer technique  (Puhlic  Health 
Monograph  Xo.  74)  utilizing  a 
crude  ameha  antigen  (£  histoly- 
tica, 200  + H K9)  manufactured 
h\  Parke,  Da\  is  and  Co. 

Table  1 shows  the  clinical, 
lahoratoiA',  and  x-rav  findings  in 
these  fi\  e patients. 

Onlv  two  of  our  patients  gave 
a histor\-  of  prior  diarrhea.  This 
information  should  he  tempered 
with  the  knowledge  that  frequent 
episodes  of  transient,  mild  diar- 
rhea are  commonplace  in  \’iet- 
nam  and  mav  ha\e  been  over- 
looked or  forgotten  hv  the  patient 
in  giving  his  medical  historv. 

Only  two  of  the  patients  had 
diarrhea  concurrent  with  their 
hepatic  infection  and  in  neither 
of  these  was  E histolytica  found 
in  the  stools.  Stool  examinations 
lor  o\  a and  parasites  were  also 
negative  in  the  other  three  pa- 
tients. Sigmoidoscop\-  was  done 
in  three  cases  (two  of  whom  had 
diarrhea).  The\-  had  normal 
bowel  wall,  with  no  evidence  of 
amebic  ulcerations. 

Significant  fe\er  was  present 
in  all  of  the  patients.  Dailv  spik- 
ing temperatures  to  103-104  F 
were  part  of  a general  1\'  toxic 
picture,  which  included  malaise, 
weakness,  anorexia,  and  prostra- 
tion. 

constant  finding  in  our  cases 
of  amebic  li\er  abscess  was  ex- 
treme pain  and  discomfort  in 


Category 

Prior  history  of  diarrhea 
Concurrent  diarrhea 
E Histolytica  in  stools 
Sigmoidoscopic  findings 
F ever 

Hepatic  tenderness 
Hepatoinegalv 
Leukocvtosis  ( > 10,000) 
Anemia 


the  area  adjacent  to  the  liver. 
All  the  cases  demonstrated  punch 
tenderness  on  percussion  of  the 
right  lower  rib  cage.  Muscle 
spasm,  guarding,  and  marked 
tenderness  were  present  in  all 
patients  on  palpation  of  the  right 
iqiper  cjuadrant  of  the  abdomen. 

Hepatoinegalv  was  demon- 
strable in  three  patients,  one  of 
whom  had  a liver  palpable  on 
phvsical  examination.  In  the 
other  two,  the  enlarged  liver  was 
seen  on  x-rav  examination. 

There  was  significant  leuko- 
cvtosis in  four  of  the  five  cases, 
and  the  white  count  ranged  from 
15,000  to  30,000.  A moderate 
shift  to  the  left  was  present,  with 
75-80  percent  polvmoiphonu- 
clear  leukoevtes.  Eosinophilia  oc- 
curred in  onlv  one  patient  and 
was  a modest  8 percent.  Moderate 
anemia  developed  during  the 
course  of  the  illness  of  four  pa- 
tients. The  hematocrits  varied 
from  32  to  39.  Two  patients  re- 
(juired  blood  transfusions  to 
maintain  hematocrits  above  30. 
One  had  acute  blood  loss,  from 
severe,  bloodv  diarrhea,  and  the 
other  had  a prolonged  and  toxic 
course. 


Sumher  of  Patients 
2 
2 
0 

0/3 

5 


Two  patients  had  elevated 
serum  alkaline  phosphatase.  One 
of  them  was  clinicallv  jaundiced. 
He  had  elevated  serum  bilirubin 
and  SCOT.  Results  of  liver  func- 
tion tests  were  normal  in  the 
other  three  patients. 

In  two  patients,  upper  gastro- 
intestinal series  demonstrated 
markedlv  enlarged  liver,  dis- 
placing other  viscera  to  the 
left.  Subsequentlv,  the  hepato- 
megaly could  be  seen  on  a plain 
abdominal  film  in  one  of  these 
cases.  The  other  patient  dev  elop- 
ed an  elevated,  fixed  right  hemi- 
diaphragm  and  a large  pleural 
effusion. 

The  sera  of  all  patients  gave 
positive  reaction  in  complement 
fixation  tests  for  £ histolytica. 
Titers  ranged  from  a low  of  1:16 
to  a high  of  1:512.  The  two  pa- 
tients with  the  highest  titers 
(1:512  and  1:256)  had  the  com- 
plications of  empvema  and 
bloody  diarrhea,  required  trans- 
fusions, and,  had  more  severe, 
prolonged  illness  than  the  other 
patients. 

All  showed  dramatic  clinical 
response  to  medical  therapv’  us- 
ing the  four-drug  combination. 


3 

4 
4 

Elevated  alkaline  phosphatase  2 

Elevated  SCOT  1 

X-ray  changes  2 

Pleural  effusion  1 

Positive  complement  fixation  test  5 

Good  response  to  chemotherapv  5 
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Response  to  chemotherapy  was 
manifested  by  reduction  of  fever, 
marked  diminution  in  pain  and 
abdominal  tenderness,  and  return 
of  appetite  and  general  strength. 
These  effects  were  obseiwable 
within  3 to  4 days  after  initiation 
of  therapy  indicating  that  a 
course  of  chemotherapy  consti- 
tuted a useful  therapeutic  trial. 
The  three  patients  who  did  not 
have  complications  achieved 
clinical  cure  and  were  ready  to 
leave  the  hospital  after  10  days 
to  two  weeks  of  therapy.  The 
other  tw'o  patients  whose  ill- 
nesses w ere  more  severe  required 
hospitalization  for  approximate- 
ly one  month.  In  no  case  was 
needle  aspiration  or  surgical  ex- 
ploration utilized,  although 
drainage  may  have  occurred  in 
one  patient  bv  w'a\'  of  rupture  of 
the  abscess  through  the  dia- 
phragm. 

The  patients  were  monitored 
with  serial  electrocardiograms 
because  of  the  potential  myo- 
cardial toxicity  of  emetine.  In 
one  patient,  minor  T-wave  flat- 
tening did  occur,  but  there  were 
no  clinical  signs  or  symptoms. 
In  none  of  the  cases  did  drug 
therapy  have  to  be  discontinued 
because  of  toxicity.  Emetine 
was  not  given  for  more  than 
seven  days. 

discussion 

Entamoeba  histolytica  is  the 
most  important  intestinal  proto- 
zoan parasite  of  man.  Amebiasis 
occurs  in  both  temperate  and 
tropical  climates  and  the  global 
infection  rate  has  been  estimated 
to  be  20  percent  of  w'orld  popu- 
lation, although  80  percent  of  the 
infected  individuals  are  said  to 
be  asymptomatic  cyst  passers. 
In  northern  United  States  2 to  4 
percent  of  the  population  are 
carriers  of  cysts. ^ In  southern 
United  States  the  figure  is  4 to  6 


percent.  The  incidence  of  ame- 
biasis in  United  States  Army 
personnel  in  \4etnam  has  recent- 
ly been  reported  as  between  1.0 
and  5.1  cases  per  1,000  men  per 
year. 3 This  same  report  also  des- 
cribes a study  in  which  examina- 
tion of  a single  purged  stool  in 
97  asymptomatic  American  sol- 
diers recently  returned  from  Viet- 
nam revealed  E histolytica  in 
4 percent.  This  figure  is  low  and 
corresponds  w’ith  the  infection 
rate  of  the  general  population 
of  the  United  States. 

Amebic  infection  of  the  liver 
is  the  most  common  complication 
of  intestinal  amebiasis.  Its  inci- 
dence relative  to  intestinal  ame- 
biasis has  not  been  determined 
accurately.  One  pathological 
study  by  Kean,  from  the  Armed 
Forces  Institutes  of  Pathology, 
described  90  liver  abscesses 
found  when  examining  148  fatal 
cases  of  amebiasis,  (60  percent  in- 
cidence).'* Of  course,  one  would 
expect  to  find  a high  incidence 
of  liver  abscess  in  fatal  cases  of 
amebiasis. 

Table  2 summarizes  clinical 
and  laboratorv'  findings  in  the 
five  patients  reported,  and  17 
recently  reported  bv  Sheehy  et 
al.s  In  their  study,  the  diagnosis 
was  confirmed  by  hepatic  scan- 
ning. The  total  figures  and  the 
percentages  based  on  the  total 
number  of  patients  are  similar 
to  my  ow'n  observations  on  pa- 
tients in  Vietnam. 

They  show  that  current  diar- 
rhea, a histoiy  of  prior  diarrhea, 
the  presence  of  E histolytica  in 
the  stools,  and  bow'el  mucosal 
abnormalities  seen  on  sigmoido- 
scopy are  relatively  uncommon 
findings. 

They  also  indicate  that  high 
fever,  moderate  anemia,  signifi- 
cant leukocytosis,  hepatomegaly, 
and  right  upper  quadrant  ab- 
dominal pain  and  rib-cage  punch 
tenderness  are  the  most  reliable 


and  common  clinical  findings. 
The  serum  alkaline  phosphatase 
w'as  elevated  in  half  of  the  pa- 
tients. This  test  has  been  report- 
ed to  be  the  most  reliable  and 
sensitive  measure  of  dysfunction 
in  focal  liver  disease.®  The  serum 
glutamic  oxaloacetic  transami- 
hase  was  elevated  in  10  of  Shee- 
hy  s 17  patients.  Prior  data  on  the 
reliability  of  this  test  in  amebic 
liver  abscess  are  lacking.  Hyper- 
bilirubinemia and  clinical  jaun- 
dice were  rare  findings  in  these 
patients. 

An  additional  diagno.stic  test 
in  clinically  suspected  amebic 
liver  infection  is  a therapeutic 
trial  with  emetine  and  chloro- 
quine.  Characteristically,  the 
clinical  response  is  so  dramatic 
and  so  prompt  (usually  w'ithin 
72  hours)  that  it  can  serve  to  con- 
firm the  diagnosis  reliablv  with- 
out unduly  prolonging  time  re- 
quired for  evaluation  of  the  pa- 
tient. The  drugs  are  relatively 
non-toxic,  but  emetine  does  have 
some  potential  for  toxic  effect  on 
the  myocardium.  Patients  should 
be  monitored  with  serial  electro- 
cardiograms and  emetine  should 
not  be  given  for  more  than  seven 
days.  In  addition  to  chloroquine 
and  emetine,  I utilized  tetracy- 
cline and  diiodohydroquin  in 
my  patients  to  insure  eradication 
of  any  persistent  bowel  infection. 
Diiodohydroquin  has  direct  ame- 
bicidal  action,  whereas  tetracy- 
cline acts  by  altering  the  normal 
bowel  flora.'^  It  has  been  shown 
that  E histolytica  is  unable  to 
survive  in  the  bow'el  in  the  ab- 
sence of  certain  bacteria  or  their 
metabolites.  Clinically  all  of  our 
patients  got  prompt  response  and 
complete  cure,  although  two  had 
prolonged  convalescence.  Sheehv 
treated  his  patients  w ith  emetine, 
chloroquine,  and  diiodohydro- 
quin. Five  of  his  patients  w'ere 
treated  with  chemotherapy  plus 
open  surgical  drainage.  Four  re- 
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TABLE  2 

Findings  In  Amebic  Liver  Abscess,  Two  Series 


Number 

Prior  history  of  diarrhea 
Concurrent  diarrhea 
E Histolytica  in  stools 
Sigmoidoscopic  findings 
F ev'er 

Hepatic  tenderness 
Hepatomegaly 
Leukocytosis  (>  10,000) 
Anemia 

Elevated  alkaline  phosphatase 
Elevated  SCOT 
Elevated  bilirubin 
Good  response  to  chemotherapv 
Serologic  positives 


ceived  chemotherapy  plus  needle 
aspiration  and  the  remaining 
eight  received  drugs  alone.  All 
got  a good  clinical  response  and 
eventual  cure.  Sheehy  followed 
his  patients  with  serial  hepato- 
scans,  using  *®*Au,  and  demon- 
strated that  needle  aspiration 
and  surgical  drainage  do  not 


Rosenblatt 

5 

Sheehy  Total 
17  22 

Percent 

2 

3 

5 

23 

2 

8 

10 

45 

0 

5 

5 

23 

0/3 

2/12 

2/15 

13 

5 

16 

21 

95 

5 

13 

18 

82 

3 

12 

15 

68 

4 

17 

21 

95 

4 

14 

18 

82 

2 

9 

11 

50 

1 

10 

11 

50 

1 

2 

3 

14 

5 

17 

22 

100 

5CF 

6/6  HA 

11/11 

100 

hasten  abscess  resolution  time. 
Actually,  as  long  ago  as  1943, 
Oschner  and  DeBakey  in  a class- 
ical study  emphasized  that  ame- 
bic liver  abscesses  treated  with 
emetine  and  chloroquine  would 
resolve  without  other  treatment. 

Recently,  metronidazole  (Fla- 
gyl), has  also  been  shown  to  be 


effective  in  the  treatment  of 
amebic  dysentery  and  liver  ab- 
scess. 

Clinical  studies  by  several  dif- 
ferent groups  9-12  have  indicated 
that  these  serological  tests,  es- 
pecially the  complement  fixation 
and  hemagglutination  tests,  are 
both  sensitive  and  speeific.  They 
are  positive  in  90  to  100  percent 
of  intestinal  and  hepatic  amebic 
infections  and  give  few  false  pos- 
itives (0-3  percent)  in  uninfected 
controls.  Contrary  to  previous 
experience,  the  complement  fixa- 
tion test  does  not  appear  to  be 
specific  for  hepatic  amebiasis 
but  is  also  positive  in  intestinal 
infections. lO'ii  These  tests  would 
seem  to  be  most  useful  in  con- 
firming a suspected  diagnosis  of 
amebiasis  in  patients  who  had 
not  lived  in  endemic  areas  for 
long  periods  and  had  no  prior 
history  of  amebic  infections. 
Positive  test  in  such  a patient, 
who  also  did  not  have  concurrent 
amebic  dysentery,  should  be  vir- 
tually diagnostic  of  liver  abscess. 

Veterans  Administration 
Wadsworth  General  Hospital 
(90073) 
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rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it's  made  by  vomfiOal 


CALORIES  / 7 oz  Serving* 


Beef  Broth 
Consomme 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 
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EXECUTIVE  DIRECTOR  Mr.  Robert  L.  Dernedde,  Portland 


OMA  Appoints  New  Executive  Director 


ROBERT  L.  DERNEDDE 


By  action  of  the  Executive  Committee  of  the  Board 
of  Trustees  at  its  November  meeting,  Mr.  Robert  L. 
Dernedde  was  appointed  Executive  Director  of  the 
96  year-old  organization. 

■Mr.  Dernedde,  who  has  been  employ  ed  bv  O.M.A 
since  January,  1969,  has  been  serving  as  acting  chief 
executive  officer  of  the  association  since  the  resigna- 
tion of  Mr.  Robert  O.  Bissell  in  September  of  this 
year. 

The  new  staff  head  will  continue  to  supervise  the 
day-to-day  operation  of  OMA  and  carrv  out  policv 
established  by  the  House  of  Delegates  and  the  Board 
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of  Trustees.  He  had  served  as  Associate  Executive 
Director,  with  staff  responsibilitv  for  legislative  re- 
lations and  OMA’s  liaison  with  other  public  officials 
and  organizations. 

The  thirtv  vear-old  executiv'e  received  his  educa- 
tion at  San  Jose  State  College  and  Pacific  University. 
He  came  to  the  Association  in  early  1969  from  a 
position  as  Director  of  Public  Relations  for  the  Lloyd 
Center  in  Portland  and  had  serv’ed  in  legislativ'e 
liaison  positions  with  Associated  Oregon  Industries 
prior  to  that  time. 

.Mr  Dernedde,  a natwe  of  California,  lives  in  Hills- 
boro with  his  wife  and  two  children. 

' 

■,  December  1970 
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First  OMA  Board  Meet 

Under  New  Regime 

New  Oregon  Medical  Association  President,  Robert 
L.  Hare,  presided  over  his  first  Board  of'  Tnistccs 
Meeting  at  OMA  Headquarters,  Novemlrer  7,  1970. 

Dr.  Hare  reported  that  the  Executive  Committee, 
which  met  earlier  in  the  day,  had  voted  to  appoint 
Mr.  Robert  L.  Dernedde  as  the  Association’s  Execu- 
tiv'e  Director.  Mr.  Dernedde  had  served  as  Acting 
Executive  Director  since  September. 

In  other  action  of  the  Executive  Committee,  as 
reported  by  the  President: 

Changed  dates  of  the  1971  Midyear  Meeting  of 
the  House  of  Delegates  from  April  23-25  to  April  2-4 
in  order  to  avoid  conflict  with  the  Spring  Sommer 
Memorial  Lecture  Series  in  Portland.  The  meeting 
site.  The  Dunes  Motel  in  Lincoln  Citv,  will  remain 
the  same; 

The  Executive  Committee  ordered  an  adequate 
ventilation  system  in  the  Conference  Room  of  the 
Headquarters  Office,  a total  expenditure  of  approxi- 
matelv  $1,700; 

V'oted  to  establish  a policy  whereby  new  member 
dues  could  be  prorated  on  a quarterly  basis;  and 

Voted  to  contribute  $5,214  to  the  University  of 
Oregon  Medical  School  Librarv  (a  contribution  re- 
presenting three  dollars  for  each  Active  member  of 
the  Association). 

Principal  action  of  the  Board  of  Trustees  included: 

Granting  of  Life  Membership  to  Navarre  J.  Dunn, 
Florence;  William  H.  Cane,  Lake  Oswego;  Thomas 
A.  McKenzie,  Eugene;  C.  D.  Thompson,  Eugene; 
and  A.  O.  Pitman,  Sr.,  Hillsboro; 

Approval  of  a request  to  send  two  representatives 
of  the  Universitv  of  Oregon  Chapter  of  SAMA  to  the 
AMA  Clinical  Meeting  in  Boston; 

Adopted  a recommendation  of  the  Committee  on 
Qualitv  of  Patient  Care  and  peer  review  which  read: 
“That  a student  at  UOMS  be  appointed  to  attend 
the  meetings  of  the  above  named  committee,  and  that 
the  appointment  of  any  student  be  limited  to  six 
months  in  duration”; 

Adopted  a recommendation  of  the  Committee  on 
Public  Health  which  read:  “That,  consistent  with 
OMA  policy,  adopted  by  the  House  of  Delegates  at 
its  Annual  Meeting,  October  7-11,  1970,  the  Oregon 
Medical  Association  write  to  all  County  Commissions, 


County  Health  Departments,  Component  Medical 
Societies,  and  School  Superintendents  urging  their 
joint  cooperation  and  effort  to  immunize  school  stu- 
dents against  specific  communicable  diseases.” 

In  other  business,  the  Board  observed  a moment 
of  silence  for  the  late  Paul  W.  Sharp,  a veteran  As- 
sociation Trustee  from  Klamath  Falls,  who  died 
suddenly  the  week  prior  to  the  Board  Meeting. 

On  the  Spot  Training  To  Be  Given 
On  Modern  Health  Service  Techniques 

Hospital  employees  in  Oregon  will  receive  on-the- 
spot  training  in  modern  health  service  techniques 
through  a $23,409  HEW  grant  awarded  to  the  Ore- 
gon Association  of  Hospitals  through  the  Oregon 
Regional  Medical  Program.  The  grant,  which  funds 
a Training  Program  for  Personnel  of  Oregon  Health 
Service  Institutions,  is  for  the  first  six  months  of  a 
three-year  program. 

The  new  project  is  designed  to  improve  care  of 
patients  by  providing  courses  for  a cross  section  of 
health  service  workers  and  will  be  directed  at  actual 
worker  implementation  of  new  techniques  and  pro- 
cedures. Although  sponsored  by  the  Oregon  Associa- 
tion of  Hospitals,  the  programs  will  be  open  to  em- 
ployees of  nursing  homes  and  other  health  care  in- 
stitutions. 

Classes  will  be  conducted  in  twenty-two  locations 
throughout  the  state  with  special  emphasis  given  to 
reaching  employees  of  smaller  institutions  with  limit- 
ed resources  and  teaching  capabilities.  Early  courses 
will  deal  with  emergency  cardiopulmonary  resuscita- 
tion and  infection  control.  Subsequent  classes  are 
being  planned  in  conjunction  with  health  service 
personnel  throughout  the  region. 

The  training  program  will  be  funded  totally  by 
the  Oregon  Regional  Medical  Program  in  its  first  year 
of  activity.  Member  hospitals  of  the  Oregon  Associa- 
tion of  Hospitals  will  contribute  one-third  of  the  cost 
in  the  second  year,  two-thirds  in  the  third  year,  and 
will  continue  the  program  at  the  end  of  the  grant 
period  without  further  Federal  funding. 

OAH  staff  for  the  program  includes  Mr.  P.  D. 
Fleissner,  Executive  Director;  Mrs.  Majeane  Wersch- 
kul.  Education  Director;  and  Mrs.  H.  Yvonne  Gard- 
iner, R.  N.,  Training  Program  Coordinator. 
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Roche 

announces 


Efudex* 

(fluorouradl) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex' (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


1/22/68  — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 


2 /68— After  11  days  of  treatment, 
t thema  is  seen  at  site  of  keratoses.  In 
alition,  numerous  lesions  not  apparent 
par  to  therapy  have  become  manifest 
f sharply  defined  reactions.  Intervening 
sn,  also  treated,  shows  no  response  to 
I rapy. 

^ 9/69  — One  year  after  cessation  of 
t rapy.  Skin  appears  clear  with  no  evi- 
(ice  of  scarring.  Examination  reveals 
Ik  of  recurrence  or  the  formation  of 
V lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 

7%  and  5%  Solutions,-  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

Sudex 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche  1 

introduces 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO-,  urea, 
n-fluoro-^-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  ’*C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO.'. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy : Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning  at 
the  site  of  application.  Other  local  reactions  included  dermatitis, 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  daily 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  the 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequence: 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration, 
necrosis  and  epithelization.  The  lower  frequency  and  intensity  of 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammatory 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  of 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl 
arid  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  where 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  more 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2% 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 


Roche 

LABORATORIES 


Division  ot  HoHmann  La  Roche  Inc 
Nutley.  New  Jersey  07110 


^^Docton.Jve  heard  that 

aspirin  can  upset  my  stomach'. 


You  know  better  than  anyone  the  value  and  versa- 
tility of  acetylsalicylic  acid  in  your  practice.  Re- 
cently, however,  some  of  your  patients  may  have 
heard  reports  regarding  aspirin’s  possible  side 
effects — the  most  common  being  G.I.  Intolerance. 
To  offset  this  side  effect — as  well  as  your  patient’s 
concern  about  it — recommend  Bufferin®. 

The  remarkably  effective  degree  of  protec- 
tion which  Bufferin  provides  against  G.I.  Intol- 
erance has  been  clinically  evidenced  time  and 
time  again. 

Bufferin  combines  the  well-known  analge- 
sic, anti-rheumatic,  and  anti-pyretic  effectiveness 
of  acetylsalicylic  acid  (5  grains)  with  antacids 
[dihydroxyaluminum  aminoacetate,  magnesium 
carbonate  (2.25  grains)]  to  protect  against  the  gas- 
tric upset  aspirin  often  causes. 

When  your  patients  confront  you  with  their 
concern  about  gastric  upset  plain  aspirin  can  cause 
. . . be  ready  with  Bufferin. 

©1970,  Bristol-Myers  Company 


PRESIDENTS  page 


ROBERT  L.  H.-VRE,  M.D. 


Concepts  in  Peer  Review 
Are  Changing 


Perhaps  no  other  aspect  of  medical  practice  oc- 
cupies our  attention  todav  more  than  does  peer 
review  — and  certainly  nothing  produces  more  mis- 
givings in  the  minds  of  many  of  our  colleagues.  Many 
of  the  reasons  for  this  are  evident;  however,  the  over- 
riding concern  that  I hav’e  heard  most  frequently  e.x- 
pressed  is  that  of  uncertainty  over  the  directions  peer 
review  mav  soon  take. 

At  the  present  the  emphasis  is  almost  entirely  on 
fee  and  utilization  review,  primarily  in  response  to 
third  party  carriers  who  are  concerned  over  rising 
costs.  Certainly  the  importance  of  this  function  should 
not  be  minimized — in  fact,  far  more  effective  ap- 
proaches in  this  area  than  are  presently  being  utilized 
will  have  to  be  developed,  hopefully  at  our  initiation. 

There  is  a growing  awareness,  however,  that  the 
primar\’  thrust  of  peer  review  must  be  the  evaluation 
of  the  qualitv  of  the  entire  spectrum  of  medical  care 
in  the  office  as  well  as  the  hospital.  And  perhaps  most 
important  of  all,  new  approaches  must  be  developed 
to  feed  the  information  obtained  into  a revitalized, 
and  possibly  restructured,  continuing  education  pro- 
gram. If  the  deficiencies  unearthed  cannot  be  cor- 
rected bv  education,  undoubtedh'  this  will  lead  to  an 
emphasis  on  policing  to  an  extent  and  in  forms  that 
mav  be  undesireable. 
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It  seems  to  me  that  organized  medicine  should 
assume  several  major  responsibilities  in  this  area: 

1.  Establish  appropriate  functioning  review 
mechanisms  on  state,  county,  hospital,  and 
when  feasible,  office  practice  levels, 

2.  Assure  that  the  information  obtained  is  fed 
back  to  the  individual  practitioner  so  that  he  may 
correct  any  deficiencies. 

3.  In  the  event  that  he  fails  to  do  this,  that  fair 
disciplinary  measures  be  carried  out  by  the  pro- 
fession itself. 

4.  Have  a firm  and  vigorous  commitment  to 
support  and  develop  improved  continuing  educa- 
tion programs. 

The  primar\-  goal  of  our  profession  must  be  to 
maintain  high  qualitv  care  in  the  face  of  mushroom- 
ing demands  for  our  ser\  ices  and  soaring  costs.  Ef- 
fective peer  review  would  seem  to  be  the  onl\'  known 
mechanism  bv  which  we  can  assure  ourselves  and 
others  of  its  accomplishment. 


The  concert  was  fust  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  crarnping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
B combination..  It  also  contains  the  belladonna  alkaloids  to  calm 
W GI  hypermotility  and  help  relieve  the  distressing  discomforts 
H which  so  often  accompany  diarrhea.  Certainly  it's  less 

expensive  and  more  convenient  than  taking  two  medications. 

And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate',  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8*/t. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


Robitussm-J^ 


RobitiissinA-C 


clear  the  tract 
with  the 


Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  cofds  and  “flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C* 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers™ 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  Treats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin^ 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

ROBITUSSIN-PE® 

m m 

COUGH  CALMERS™  ^ 

1 1 

1 g 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


AH'DOBINS 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  seajtie,  Washington  98ns 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Walfved  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


AMP  AC  Completes  Busy  Election  Year 


Members  of  the  Board  of  Directors  of  AMPAC,  State  of  Washington,  are  shown  reviewing  races  for 
the  State  Legislature  and  Congress  during  the  Annual  WSMA  Meeting  in  Spokane. 

AMPAC  Board  members  will  be  reporting  to  County  Medical  Societies  on  the  success  of  AMPAC's 
efforts  in  ninety-three  races  for  the  State  Legislature  and  four  races  for  Congress.  Any  physician  can 
find  out  whom  AMPAC  supported  and  why,  by  contacting  the  Board  Member  from  his  area. 

Shown  (L-R)  Roy  T.  Pearson,  M.D.,  Spokane;  Charles  C.  Strong,  M.D.,  Vancouver,  PAC  Chairman; 
James  R.  Stencil,  M.D.,  Bellingham;  Mrs.  Lois  Blackstone,  Longview;  Donald  J.  McCluskey,  M.D., 
Bremerton;  Mrs.  R.  M.  Phillips,  Spokane,  WSMA  Auxiliary  President;  Mrs.  J.  M.  Patton,  Richland; 
D.  R.  Hedine,  M.D.,  Walla  Walla;  Patrick  S.  Lynch,  M.D.,  Spokane;  John  P.  Sauntry,  M.D.,  Seattle; 
C.  J.  Galbraith,  M.D.,  Tacoma;  .Mr.  Harlan  R.  Knudson,  Olympia,  WSMA  Staff;  Mr.  K.  K.  Roberts, 
Seattle,  WPS  Staff;  James  M.  Patton,  M.D.,  Richland,  and  L.  J.  Schwaegler,  Jr.,  M.D.,  Yakima.  Board 
members  not  shown  are  R.  H.  Minor,  M.D.,  Everett;  Dale  Bowen,  M.D.,  Longview;  Richard  M.  Hoag, 
M.D.,  Mt.  Vernon;  R.  D.  Funkhouser,  M.D.,  Olympia;  Fred  W.  Reebs,  M.D.,  Renton;  Donald  M. 
Keith,  M.D.,  John  L.  McKay,  M.D.,  Kenneth  D.  Moores,  M.D.,  and  J.  J.  Vandenberg,  M.D.,  Seattle; 
John  M.  Shaw,  M.D.,  Tacoma,  and  Robert  M.  Kintner,  M.D.,  Wenatchee. 
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Named  Chief  of  Staff 


FRANCIS  C.  WOOD,  JR.,  M.D. 


Seattle  Surgical  Society 
Annual  Meeting 


DAVID  P.  BOYD,  M.  D. 


Francis  C.  Wood,  Jr.,  has  been  named  Chief  of 
Staff  of  the  Seattle  Veterans  Administration  Hospital. 

VA  Hospital  Director  Mr.  R.  L.  Clegg  said  that  Dr. 
Wood  will  replace  Clayton  Rieh,  former  chief  of  staff 
of  VA  s medical  service  here,  who  resigned  to  accept 
a position  with  the  Universitv  of  Washington 
School  of  Medicine. 

Dr.  Wood  has  served  a number  of  years  as  an  in- 
structor and  in  other  capacities  at  the  University  of 
Washington  School  of  Medicine. 


David  P.  Boyd,  Boston,  will  be  guest  speaker  at 
the  Annual  Meeting  of  Seattle  Surgical  Society  at  the 
Washington  Plaza  Hotel,  Seattle,  Januarv  22,  23.  Dr. 
Boyd  brings  a broad  background  in  general  snrgerv 
to  his  present  interest  in  thoracic  and  cardiovascular 
surgery.  Full  program,  including  topics  to  he  dis- 
cussed by  Dr.  Boyd,  will  be  posted  in  all  hospitals 
in  the  Pacific  Northwest. 


cS^Lalel 


12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Give  vour  patients 

rest  from  pain  Empirin®  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warn- 
ing—May  be  habit  forming),  Phenacetin  gr.  2'/i,  Aspirin 
gr.  3'/^,  Caffeine  gr.  V^. 

B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  Slate  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


.LCJ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  SOrng. 

(Warning:  May  b*  habit  forming)  / {, , 

Belladonna  Extract  8 mg.  8 mg.  oitig. 
Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning,  May  be  habit  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warning  May  be  hab  I forming) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med‘  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obetruction  as  in  proetatic  hypertrophy. 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


© 


.JA.: 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


tCMHON 


CONTINUIN 

Compiled  by  Washington/Alaska  Regional  Medicol  P^t 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

n 

PRECEPTORSHIPS: 
HEART  DISEASE 
CANCER.  STROKE 
AND  OTHER  FIELDS 

Practicing  Physicians 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education. 
University  of  Washington 
School  of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma  and 
Yakima 

Physicians 

DIABETES  MELLITUS 

John  W.  Stephens,  M.D. 
Otto  C.  Page.  M.D. 
Robert  L.  Hare,  M.D. 

J.  Partridge.  M.D. 

A.  Kimberley,  M.D. 

G.  Reimer,  M.D. 

Oregon  Regional 
Medical  Program 

Portland,  Oregon 
Good  Samaritan  Hospital 
and  Medical  Center 

Physicians 
OAGP  Credit 
40  hours 

BEND  STROKE 
CLINIC 

To  Be  Announced 

Oregon  Regional 
Medical  Program 

Saint  Charles 
Memorial  Hospital 
and  Central 
Oregon  College 

All  Health 
Care  Personnel 

LESIONS  OF  THE 
HEAD  AND  NECK 

Harvey  W.  Baker,  M.D. 
Edwin  C.  Everts.  M.D. 
Norman  H.  Rickies.  D.D.S. 
Benjamin  V.  Siegel.  Ph.  D. 

Oregon  Regional 
Medical  Program: 
Circuit  Course  Program 

Corvallis,  Oregon 
Good  Samaritan  Hospital 

Physicians  and  Dent'. 
AAGP  Credit 
4- Vi  hours 

ACUTE  TRAUM.A 
PATIENT:  DIAGNOSIS 
AND  MANAGEMENT 

David  Taft,  M.D.,  Chrm. 

Virginia  Mason 
Medical  Center 

The  Mason  Clinic,  Seattle 

Physicians 

TAX.  ESTATE 
AND  FINANCIAL 
PLANNING 

Frank  E.  Baker. 

Donald  C.  Dahlgren.  Chrm. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Olympic  Hotel, 
Seattle 

Physicians 

DIAGNOSIS 
OF  WEAKNESS. 

A NEUROLOGY 
CIRCUIT  COURSE 

C.  Conrad  Carter.  M.D. 
University  of  Oregon  Medical 
School  Faculty  members 

Oregon  Regional 
Medical  Program: 
Circuit  Course  Program 

Saint  Vincent  Hospital 
Billings,  Montana 
Great  Falls,  Montana 
Deaconess  Hospital 
Missoula,  Montana 
Saint  Patrick  Hospital 

Physicians 
AAGP  Credit 
4- Vi  hours 

TREAT.MENT  FOR 
PATIENTS  WITH 
.MALIGN.ANT  TUMORS 

Bellevue  Community  College 

Bellevue  Community  College, 
3000  145th  S.E., 

Bellevue,  Washington 

Physicians 

WASHINGTON 
CIRCUIT  COURSE: 
SPORTS  INJURIES  - 
I ISSUE  HEALING  - 
ARTHRITIS  AND 
RELATED  DISEASES 

Robert  V.  De  Vito.  M.D.; 
James  G.  Garrick.  M.D.; 
L.  A.  Healey,  Jr.,  M.D.; 
John  N.  Lein,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

February  17  - 18: 
February  17; 

Vancouver  Memorial 
Hospital,  Vancouver 
February  18: 

St.  Peter  Hospital 
Olympia 

Physicians 

CURRENT 
CONCEPTS  IN 
CARDIOLOGY 

Robin  Johnston,  M.D.,  Chrm. 

Virginia  Mason 
.Medical  Center 

The  Mason  Clinic, 
Seattle 

Physicians 

ANNUAL 
SY.MPOSIUM  ON 
DISEASES 
DISEASES 

Averill  A.  Liebow.  M.D., 
Chrm. 

Tuberculosis  and 
Respiratory  Diseases 
Association 

Health  Sciences  Auditorium, 
Health  Sciences  Building, 
University  of  Washington 

Physicians  and  Nurses. 

DIAGNOSIS 

PLEASE 

Produced  by  the 
University  of  Michigan; 
sponsored  by  the  Washington/ 
Alaska  Regional  Medical 
Program 

Channels: 

9 Seattle 

7 Spokane 
47  Yakima 

10  Pullman 
10  Portland 

Primarily  for  Physicia 

CURRENT 
APPROACH  TO 
THE  HYPERTENSIVE 
PATIENT 

Produced  by  the 
University  of  California 
at  Los  Angeles; 
sponsored  by  the 
Washington/Alaska 
Regional  Medical  Program 

Channels: 

9 Seattle 

7 Spokane 
47  Yakima 

10  Pullman 
10  Portland 

Primarily  for  Physiciai 
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iDICAL  EDUCATION 


1 Regional  Medical 

Program,  Mountain  State 

s Regionoi  Medical  Program. 

ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorships  Project, 
Washington/Alaska  Regional  Medical  Program, 
530  "U"  District  Building,  Seattle,  98105 

5 days 

January  1 1-15,  1971 
8:00  a.m.  - 6:00  p.m. 

None 

John  W.  Stephens,  M.D, 

Project  Director 

Training  Programs  in  Diabetes 

Good  Samaritan  Hospital  and  Medical  Center 

1015  N.W.  22nd  Avenue 

Portland,  Oregon  97210 

8 hours 

January  18,  1971 
8:00  a.m.  - 4:00  p.m. 

None 

W.  E.  Dickey.  M.D. 

Saint  Charles  Memorial  Hospital 
700  Lava  Road 
Bend,  Oregon  97701 

4-1/2  hours 

January  20,  1971 
1:30  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
(503)  228-9181,  Ext.  1181 

60 

One  clay 

January  22 

Registration:  8:30  a.m. 
Session  : 9:00  a.m.  - 4:30  p.m. 

S25 

Division  of  Continuing  Medical  Education 
Virginia  Mason  Medical  Center 
1111  Terry  Avenue,  Seattle  98101 

100 

Two  days 

January  22,  23 
January  22 

Registration:  8:30  a.m. 
Session:  9:00  a.m.  - 4:30  p.m. 
January  23 

Session:  9:00  a.m.  - 4:30  p.m. 

S75 

Pre-registration  requested. 
Contact  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98105 

4->/2  hours 

January  27,  1971 
1:30  - 6:00  p.m. 
January  28,  1971 
1:30  - 6:00  p.m. 
January  29,  1971 
1:30  - 6:00  p.m. 

None 

Director, 

Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland.  Oregon  97201 
(503)  228-9181,  Ext.  1181 

Three 

evenings 

February  1-3 

Sessions:  7:30  p.m.  - 9:00  p.m. 

To  be 
determined 

Bellevue  Community  College 
3000  145ih  S.E., 

Bellevue,  Washington  98007 

None 

One  half 
day 

February  17,  1:30  p.m.; 
February  18,  1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98105 

60 

One  and 
one-half  days 

February  19,20 
February  19 

Registration:  8:30  a.m. 

Session:  9:00  a.m.  - 4:30  p.m. 
February  20 

Session:  9:00  a.m.  - 12:00  noon 

$25 

Division  of  Continuing  Medical  Education 
Virginia  Mason  Medical  Center 
11 1 1 Terry  Avenue,  Seattle  98101 

None 

Two 

days 

February  25.  26 
February  25 

Registration:  8:30  a.m. 
Session:  9:00  a.m.  - 5:00  p.m. 
February  26 

Session:  9:00  a.m.  - 5:00  p.m. 

None 

Tuberculosis  and  Respiratory 
Disease  Association, 

216  Broadway  West, 

Seattle  98102 

25 

miniiies 

February  2,  7:35  a.m.; 
repeat  programs  at  8:05  a.m. 
and  at  10:30  or  1 1:00  p.m. 
(check  local  listing) 

25  February  9,  7:35  a.m.; 

minutes  repeat  programs  at  8:05  a.m. 

and  at  10: 30  or  1 1 :00  p.m. 
(check  local  listing) 
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CROWN  HILL  HOSPITAL 

9010  - 13th  Avenue,  N.W.,  Seattle,  Washington  98107  TEL:  (206)  784-0781 
Medical  Director:  John  B.  Riley,  M^D. 

Administrator:  Marie  Dewey 

Treatment  Program: 

A closed  staff  hospital  whose  individual  staff  members  vary  exceedingly  in 
their  schools  of  thought.  Patients  are  admitted  upon  the  recommendation  of 
a staff  psychiatrist  who  will  be  in  attendance  of  the  patient  needing  care. 
Psychotherapy,  pharmacotherapy  and  electroconvulsive  therapy  are 
employed.  Occupational  therapy  is  maintained  daily. 


Licensed  by: 
Registered  by: 
Accredited  by: 
Certified: 

Year  Opened: 


State  of  Washington 
American  Hospital  Association 
Joint  Commission  on  Accreditation  of  Hospitals 
To  participate  under  Medicare 

1946  No.  Beds:  38  No.  Admissions  Annually:  413 

A proprietary  hospital,  operated  by  a corporation. 


Physical  Description: 

Located  on  the  comer  of  90th  Street  and  13th  Avenue,  N.W.  Seattle,  the 
building  is  two  stories  high,  with  automatic  sprinkler  system  throughout. 
There  is  a large  dining  room  for  patients,  a lounge  on  the  second  floor,  and  a 
large  recreation  room  in  the  basement,  with  a large  landscaped  area  at  the 
rear  of  the  building  with  a patio  area. 

Rates: 

Ward  rate,  two,  three  or  four  beds,  $45.00  per  day. 

Private  room,  $50.00  per  day. 

Rates  include  room,  board,  nursing  care. 

Safe  room,  $45.00  per  day. 

Alcoholics  are  charged  $45.00  per  day. 

Extra  charges  for  dmgs,  occupational  therapy  material,  and  personal  items. 
Require  payment  of  one  week  in  advance. 

Method  of  Reporting  to  Referring  Physician: 

By  telephone  and  letter. 

Admissions: 

Upon  recommendation  of  a staff  psychiatrist 

Visiting  Regulations: 

Governed  by  the  attending  physician. 


noRThiDesT  m^icine 


Volume  69,  January — December  1970 


Issued  by  Northwest  Medical  Publishing  Association 
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SUBJECTS 

ABDOMEN 

General  Surgeon's  Approach  to  Abdominal 
Pain  of  Obscure  Origin,  The,  White,  T.  T., 
669-672 

Thoracic  and  Abdominal  Pain  Originating 
in  the  Vertebral  Axis.  Some  Aspects  of 
Physical  Diognosis,  Taylor,  T.  K.  F.,  679- 
685 

ABORTION 

Number,  Types  and  Duration  of  Human 
Lives,  Williams,  R H.,  493-496 
Qualitative  and  Quantitotive  Problems  in 
Generation,  Willioms,  R.  H.,  497-501 

ABORTION  INDUCED 

Abortion  Request  and  Post-Operative  Re- 
sponse. A Washington  Community  Sur- 
vey, Pion,  R.  J.,  et  ol,  693-698 

ABSCESS,  LIVER 

Amebic  Abscess  of  the  Liver  in  Vietnam, 
Rosenblott,  J.  E.,  926-930 

AIR  POLLUTION 

Carbon  Monoxide  os  Community  Air  Pol- 
lutant, Beard,  R.  R.,  53  W (July) 

ALLERGY 

Immunoglobulin  E In  Allergic  Disease, 
Marinkovich,  V.,  40-41  W (June) 

AMEBIASIS 

Amebic  Abscess  of  the  Liver  in  Vietnam, 
Rosenblatt,  J.  E.,  926-930 

ANESTHESIA  REGIONAL 

Nerve  Blocks,  Berges,  P.  U.,  568-570 

ANGIONEUROTIC  EDEMA 
Hereditary  Angio-Edema,  O'Toole,  J.  S., 
43  W (June) 

ANOXIA 

Hypoxia  in  Asthmatic  Attacks,  O'Toole,  J. 
S.,  44  W (June) 

ANTIBIOTICS 

Improved  Antimicrobial  Susceptibility  Test- 
ing in  Clinical  Microbiology  Laboratories, 
Thrupp,  L.  D.,  52-53  W (July) 

ANTICOAGULANTS 

Drug  Therapy  V,  Oral  Anticoagulant 
Therapy,  Holcenberq,  J.  S.,  Veltkamp, 
J.  J.,  421-424 

ANTIDEPRESSIVE  AGENTS 
Drugs  in  the  Management  of  Depression, 
Johnson,  M.  H.,  780-784 

ANTIHYPERTENSIVE  AGENTS 
Drug  Therapy  III,  Treatment  of  Uncom- 
plicated Hypertension,  Aagoard,  G.  N., 
102-104 

Drug  Therapy  IV,  The  Treatment  of  Hyper- 
tension with  Complications,  Aagaord, 
G.  N.,  167-169 

ARTERIOVENOUS  FISTULA 
Renal  Carcinoma  and  Arteriovenous  Fis- 
tula, Stalnoker,  J.  H.,  860-862 

ARTHRITIS 

Notes  on  Joint  Diseoses  I,  Gout  Is  Not  Hy- 
peruricemia, Healey,  L.  A.,  105-106 
Notes  on  Joint  Diseases  II,  The  Manage- 
ment of  Ankylosing  Spondylitis,  Healey, 
L.  A.,  165-166 


W — The  Western  Journal  of  Medicine 
Insert. 


Notes  on  Joint  Diseases  IV,  Joint  Tap  for 
Diagnosis,  Healey,  L.  A.,  331-332 
Notes  on  Joint  Diseases  V,  Rheumatoid 
Arthritis  or  Osteoarthritis?  Healey,  L.  A., 
425-426 

Notes  on  Joint  Diseases  VII,  Rheumatoid 
Factor,  The,  Healey,  L.  A.,  788-789 
Surgical  Treatment  of  Rheumatoid  Arthritis 
of  the  Hand,  Stack,  R.  E , 245-249 

ASPIRIN 

Aspirin  Sensitivity,  MacLaren,  W.  R.,  44- 
45  W (June) 

ASTHMA 

Beta-Adrenergic  Blockade  Hypothesis  of 
Asthma,  The,  Beall,  G.  N.,  43  W (June) 
Disodium  Cromoglycate  in  the  Treatment 
of  Asthma,  The  Use  of.  Crisp,  J.  R.,  40 
W(June) 

House  Dust  Mite,  The,  Deamer,  W.  C.,  39 
W (June) 

Hypersensitivity  to  Organic  Dusts,  Beall, 
G.  N.,  42-43  W (June) 

Hypoxia  in  Asthmatic  Attacks,  O'Toole,  J. 
S.,  44  W (June) 

Life-Threatening  Asthma,  Sorokowski,  N., 
45  W (June) 

Management  of  Respiratory  Failure  in 
Childhood  Status  Asthmaticus,  The, 
Sorokowski,  N.,  44  W (June) 

Pathology  of  Bronchial  Obstruction  in 
Asthma,  Millman,  M.,  45  W (June) 

AUTOMOBILE  DRIVING 

A Record  Analysis  of  Washington  Drivers 
with  License  Restrictions  for  Heart  Dis- 
ease, Crancer,  A.,  Jr.,  O'Neall,  P.  A., 
409-416 

AVIATION  SAFETY 

Medicine's  Place  in  Aviation  Safety,  Bar- 
ron, C.  I.,  79-80  W (May) 

BACK 

Low  Back  Pain,  Clawson,  D.  K.,  686-689 
BALANTIDIUM  COLI 

Balantidium  Coli  Infection  in  a Vietnam 
Returnee,  Lerman,  R.  H.,  Hall,  W.  T., 
O'Neill,  B.,  Jr.,  17-18  W (June) 

BETA-ADRENERGIC  BLOCKADE 
Beta-Adrenergic  Blockade  Hypothesis  of 
Asthma,  Beall,  G.  N.,  43  W (June) 

BIRTH  INJURY 

Birth  Injury  to  the  Spinal  Cord,  Allen,  J.  P., 
323-326 

BLOOD  SEDIMENTATION 
Notes  on  Joint  Diseases  III,  The  Erythro- 
cyte Sedimentation  Rote,  Heoley,  L.  A., 
244 

BREAST  NEOPLASMS 

X-ray  Mammography  and  Thermography 
in  Breast  Cancer,  Sfvimkin,  M.  B.,  55-56 
W (July) 

CARBON  MONOXIDE 

Carbon  Monoxide  as  Community  Air 
Pollutant,  Beard,  R.  R.,  53  W (July) 

CARCINOMA 

Anaplastic  Cancer  of  the  Thyroid,  Beemer, 
R.  K.,  Baker,  H.  W.,  417-420 
Cancer  Pain,  Brena,  S.,  571-573 
Renal  Carcinoma  and  Arteriovenous  Fis- 
tula, Stolnaker,  J.  H.,  860-862 
University  of  Oregon  Medical  School  Clin- 
icopathological  Conference,  790-797 

CARDIOLOGY 

Technique,  Rationale,  and  Usefulness  of 
Bedside  Right  Heart  Catheterization  in 


Critically  III  Cardiac  Patients,  UC  Con- 
ference, 38-43  W (May) 

CARDIOVASCULAR  DISEASES 
Wine  in  the  Prevention  and  Treotment  of 
Cardiovascular  Disease,  Lucia,  S.  P.,  177- 
181 

CATHETERIZATION,  HEART 
Technique,  Rationale,  and  Usefulness  of 
Bedside  Right  Heart  Catheterization  in 
Critically  III  Cardiac  Patients,  UC-Confer- 
ence,  38-43  W (May) 

CERVIX  NEOPLASMS 

Cytologic  Examination  for  Cervical  Cancer, 
Shimkin,  M.  B.,  55  W (July) 

CLEFT  LIP 

Median  Cerebrofacial  Dysgenesis,  Laub, 
D.  R.,  et.  al.,  19-21  W (May) 

CONDITIONING,  OPERANT 
Operant  Conditioning  os  a Treatment 
Method  in  Management  of  Selected 
Chronic  Pain  Problems,  580-581 

CONTRACEPTION 

Qualitative  and  Quantitative  Problems  in 
Generation,  Williams,  R.  H.,  497-501 

CORTICOSTEROID 

Newer  Trends  in  Corticosteroid,  Meleyco, 
L.  N.,  43-44  W (June) 

CYTOLOGY 

Cytologic  Examination  for  Cervical  Cancer, 
Shimkin,  M.  B.,  55  W (July) 

DDT 

DDT  Out  — Organophosphates  Also  Don- 
gerous,  Milby,  T.  H.,  53-54  W (July) 

DEPRESSION 

Drugs  in  the  Management  of  Depression, 
Johnson,  M.  H.,  780-784 

DERMATITIS 

Drug  Eruptions,  Newbold,  P.  C.  H.,  23-31 
W (July) 

Occupational  Skin  Diseases  in  the  San 
Francisco  Bay  Area,  Gellin,  G.  A.,  Wolf, 
C.  R.,  Milby,  T.  H.,  9-12  W (July) 

DIABETES 

Oral  Hypoglycemic  Agents,  Olsen,  O.  C., 
102-104 

DIAGNOSIS 

Notes  on  Joint  Diseases  IV,  Joint  Top  for 
Diagnosis,  Healey,  L.  A.,  331-332 

DIAGNOSIS  DIFFERENTIAL 
Diagnosis  of  Obstructive  Jaundice,  UCLA 
Conference,  44-58  W (May) 
Hyperlipoproteinemias:  A Simplified  Class- 
ification and  Approach  to  Therapy, 
Zelis,  R.,  Mason,  D.  T.,  Spann,  J.  F.,  Jr., 
32-37  W (May) 

Notes  on  Joint  Diseases  I,  Gout  is  Not 
Hyperuricemia,  Healey,  L.  A.,  105-106 
Notes  on  Joint  Diseases  V,  Rheumatoid 
Arthritis  or  Osteoarthritis?  425-426 
Secondary  Syphilis  Misdiagnosed  as  Lym- 
phoma, Goffinet,  D.  R.,  Hoyt,  C.,  Eltring- 
ham,  J.  R.,  22-23  W (May) 

Technique,  Rationale,  and  Usefulness  of 
Bedside  Right  Heart  Catheterization  in 
Critically  III  Cardiac  Patients,  University 
of  California  Conference,  38-43  W 
(May) 

DIAGNOSIS,  LABORATORY 
Improved  Antimicrobial  Susceptibility  Test- 
ing in  Clinical  Microbiology  Loboratories, 
Thrupp,  L.  D.,  52-53  W (July) 
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Notes  on  Joint  Diseases  III,  Erythrocyte 
Sedimentation  Rote,  The,  Healey,  L.  A., 
244 

Notes  on  Joint  Diseases  VII,  Rheumatoid 
Factor,  The  Healey,  L.  A.,  788-789 

DIAGNOSIS,  SURGICAL 

Critical  Evaluation  and  the  Neurosurgical 
Treatment  of  Pain,  Harris,  A.  8.,  576-580 

DIGITALIS 

Drug  Therapy  VII,  Avoiding  Digitalis  Tox- 
icity in  Older  Patients,  Aagaard,  G.  N., 
785-787 

DISODIUM  CROMOGLYCATE 
Use  of  Disodium  Cromoglycate  in  the 
Treatment  of  Asthma,  The,  Crisp,  J.  R., 
40  W (June) 

DISABILITY  EVALUATION 

Disability  Evaluation  and  Physical  Thera- 
peutics in  Patients  with  Chronic  Pains, 
Stolov,  W.  C.,  673-678 

DRUG  ABUSE 

Progress  Report  on  the  Methadone  Block- 
ade. . . Treatment  of  Heroin  Addicts  in 
Portland,  Blachly,  P.  H.,  172-176 

DRUG  CONTAINERS  AND  CLOSURES 

Experiences  with  Safety  Containers  for 
Prevention  of  Accidental  Childhood 
Poisoning,  Stracener,  C.  E.,  Scherz,  R.  G., 
334-339 

DRUG  HYPERSENSITIVITY 

Drug  Eruptions,  Newbold,  P.  C.  H.,  23-31 
W (July) 

DRUG  THERAPY 

A Graphic  Guide  for  Clinical  Management 
of  Latent  Syphilis,  Pereyro,  A.  J.,  Voller, 
R.  L.,  1 3- 1 7 VV  (May) 

Drugs  in  the  Management  of  Depression, 
Johnson,  M.  H.,  780-784 
Drug  Therapy  III,  Treatment  of  Uncom- 
plicated Hypertension,  Aagaard,  G.  N., 
99-101 

Drug  Therapy  IV  Treatment  of  Hypertension 
with  Complications,  The,  Aagaard,  G.N., 
167-169 

Drug  Therapy  V,  Oral  Anticoagulant  Ther- 
apy, Holcenberg,  J.  S.,  Veltkamp,  J.  J,, 
421-424 

Drug  Therapy  Drug  Therapy  VI,  Therapy 
of  Hyperlipidemias,  Holcenberg,  J,  S., 
Hazzard,  VV.  R.,  503-505 
Drug  Therapy,  VII,  Avoiding  Digitalis 
Toxicity  in  Older  Patients,  Aagaard, 
G.  N.,  785-787 

Drug  Therapy  VIII,  Clinical  Applications 
of  the  Biologic  Half-Life  of  Drugs, 
Holcenberg,  J.  S.  857-859 
How  I Do  It,  Office  Proctoscopy,  Bratrude, 
A.  P.,  333 

Hyperlipoproteinemias:  A Simplified  Classi- 
fication and  Approach  to  Therapy, 
Zelis,  R.,  Mason,  D.  T.,  Spann,  J,  F.,  Jr., 
32-37  W (May) 

Oral  Hypoglycemic  Agents,  Olsen,  O.  C., 
102-104 

Treatment  of  Hypertension,  Dustan,  H.  P., 
77-78  W (May) 

Use  of  Drugs  in  Control  of  Chronic  Pain, 
Aagaard,  G.  N.,  689-692 
Wine  in  the  Prevention  and  Treatment  of 
Cardiovascular  Disease,  Lucia,  S.  P.,  177- 
181 

DRUGS 

Calfironia  Drug  Science  1970,  Smith,  D.  E., 
Bental,  D.,  52  W (July) 

Other  Edge,  The,  Hall,  N.  A.,  798 

DUST 

Hypersensitivity  to  Organic  Dusts,  Beall, 
G.  N.,  42-43  W (June) 


ECTODERMAL  DYSPLASIS 

Median  Cerebrofocial  Dysgensis,  Laub, 
D.  R.,  et  al,  1 9-2  I W (May) 

EDUCATION 

Relevance  in  Medical  Education:  Some 

Thoughts  From  o Forum,  Watts,  M.S.M., 
47-52  W (June) 

EDUCATION,  MEDICAL  CONTINUING 

Continuing  Medical  Education,  The  CME 
Short  Course,  Dohner,  C.  W.,  Hamberg, 
R.  L.,  327-330 

EMBOLISM 

UOMS  Cli  nicopathological  Conference, 

790-797 

EMETICS 

Poisoning  in  Childhood,  Robertson,  W.  O., 
95-98 

EMOTIONS 

Pain,  Emation  and  a Rationale  for  Therapy, 
Raney,  J.  O.,  659-661 

ENDOCARDITIS,  MARANTIC 

UOMS  Clinicopathalogical  Canference, 

790-797 

ENDOCRINE  DISEASES 

Primary  Hyperparathyraidism,  Current 
Problems  in  Surgical  Treatment,  Smith, 
M.  P.,  773-775 

ENEMA 

Haw  I Do  If,  Office  Proctoscopy,  Bratrude, 
A.  P.,  333 

EUTHANASIA 

Number,  Types  and  Duration  of  Human 
Lives,  Williams,  R.  H.,  493-496 

FACTOR  IX 

Surgical  Operation  in  Hemophilia  B:  Use 
of  Factor  IX  Concentrate,  Kasper,  C.  K., 
4-8  W (July) 

FATIGUE 

Allergic  Tension-Fatigue  Syndrame,  The, 
Young,  E.  J.,  46  W (June) 

GAMMA  GLOBULIN 

Immunoglobulin  E in  Allergic  Disease, 
Marinkovich,  V.,  40-41  W (June) 

I mmunaglobulin  IgA,  Millman,  M.,  42  W 
(June) 

Use  of  Immune  Serum  Globulin,  The 
(Gamma  Globulin),  Heiner,  D.  C.,  41  W 
(June) 

GOUT 

Notes  on  Joint  Diseases  I,  Gaut  is  Not 
Hyperuricemia,  Healey,  L.  A.,  105-106 

HAND 

Surgical  Treatment  of  Rheumatoid  Arthritis 
of  the  Hand,  Stack,  R.  E.,  245-249 

HAY  FEVER 

New  Information  on  Allergic  Rhinitis, 
Kemp,  J.  P.,  42  W (June) 

HEALTH,  MANPOWER 

Oregon  Physicians.  . . A Study  of  Their, 
Age,  Sex,  Specialty  and  Location, 
Meighan,  S.  S.,  Burg,  R.,  Weitman,  M., 
250-256 

HEART  DEFECTS,  CONGENITAL 

Recent  Advances  in  Surgery  of  Congenital 
Heart  Disease,  Gerbode,  F.,  Sharma,  G., 
25-31  W (May) 

HEART  DISEASES 

A Record  Analysis  of  Washington  Drivers 
with  License  Restrictions  for  Heart  Dis- 


ease, Croncer,  A.,  Jr.,  O'Neall,  P.  A., 
409-416 

Recent  Advances  in  Surgery  of  Congenital 
Heart  Disease,  Gerbade,  F.,  Sharma,  G., 
25-31  W (May) 

UOMC  Clinicopathological  Conference, 
790-797 

HEMOPHILIA 

Surgical  Operation  in  Hemophilia  B:  Use 
of  Factor  IX  Concentrate,  Kasper,  C.  K., 
4-8  W (July) 

HOSPITALIZATION 

Invaluntary  Psychiatric  Hospitalization  in 
Washington  — Is  There  a Need  for 
Change?  Spoerl,  O.  H.,  27-30 

Medical  Certification  and  the  Hospitali- 
zation of  the  Mentally  III,  Dorpat,  T.  L., 
Shearer,  R.  J.,  23-26 

HYPERPARATHYROIDISM 

Graves'  Disease  in  Non-Identical  Twins, 
Vope,  J.  A.,  Morita,  E.  T.,  Johnston,  G.  S., 
24  W (May) 

Primary  Hyperparathyroidism.  Current 
Problems  in  Surgical  Treatment,  Smith, 
M.  P.,  773-775 

HYPERLIPEMIA 

Drug  Therapy  VI,  Therapy  of  Hyperlipi- 
demias, Holcenberg,  J.  S.,  Hazzard,  W. 
R.,  503-505 

Hyperlipoproteinemias,  The;  A Simplified 

Classification  and  Approach  to  Therapy 
Zelis,  R.,  Mason,  D.  T.,  Spann,  J,  F.,  Jr., 
32-37  W (May) 

HYPERSENSITIVITY 

Allergic  Tension-Fatigue  Syndrome,  The 
Young,  E.  J.,  46  W (June) 

Aspirin  Sensitivity,  MocLaren,  W.  R.,  44-45 
W (June) 

House  Dust  Mite,  The,  Deamer,  W.  C., 
39  W (June) 

HYPERTENSION 

Drug  Therapy  IV,  The  Treatment  of 
Hypertension  with  Complications,  Aa- 
gaard, G.  N,,  167-169 

Drug  Therapy  III,  Treatment  of  Uncom- 
plicoted  Hypertension,  Aagaard,  G.  N., 
99-101 

Treatment  of  Hypertension,  Dustan,  H.  P., 
77-78  W (May) 

HYPOGLYCEMIC  AGENTS 

Oral  Hypoglycemic  Agents,  Olsen,  O,  C., 
102-104 

IMMUNOGLOBULIN  E 

Immunoglobulin  E in  Allergic  Disease,  Mar- 
inkovich, V.,  40-41  W (June) 

INJECTION  THERAPY 

Recent  Laboratory  Evidence  of  Benefits 
From  Injection  Therapy  far  Pollinosis, 
Marinkovich,  V.,  40  W (June) 

IODINE 

Normal  Thyroidal  Uptake  of  Iodine,  The, 
Nelson,  J.  C.,  Renschler,  A.,  Dowswell, 
J.  W.,  1 1-14  W (June) 

IPECAC 

Poisoning  in  Childhood,  Robertson,  W.  O., 
95-98 

JAUNDICE 

Phototherapy  and  the  Jaundiced  Infant, 
Wennberg,  R.  P.,  241-243 

JAUNDICE,  OBSTRUCTIVE 

Diagnosis  of  Obstructive  Jaundice,  UCLA 
Conference,  44-58  W (May) 
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MAMMOGRAPHY 

X-ray  Mammog''aphy  and  Thermography 
in  Breast  Cancer,  Shimkin,  M.  B.,  55-5( 
W (July) 

MEDICAL  RECORDS 

A Graphic  Guide  for  Clinical  Management 
of  Latent  Syphilis,  Pereyra,  A.  j.,  Voller, 
R.  L„  13-17  W (May) 

MENTAL  DISORDERS 

Medical  Certification  and  the  Hospital- 
ization of  the  Mentally  III,  Dorpat,  T.  L., 
Shearer,  R.  J.,  23-26 

METHADONE 

Progress  Report  on  the  Methadone  Block- 
ade. . . Treatment  of  Heroin  Addicts  in 
Portland,  Blachly,  P.  H.,  172-176 

MITE 

House  Dust  Mite,  The,  Deamer,  W.  C.,  39 
W (June) 

MUSCULAR  DISEASES 

Notes  on  Joint  Diseases  VI,  Polymyalgia 
Rheumatica,  Healey,  L,  A.,  502 

NEOPLASMS 

Cytologic  Examination  for  Cervical  Can- 
cer, Shimkin,  M.  B.,  55  W (July) 

Pain  Relief  for  the  Cancer  Patient  Through 
Selective  Radiation  Therapy,  Parker,  P. 
G„  665-668 

Turban  Tumors,  Eade,  G.  G.,  1 70- 171 

X-ray  Mammography  and  Thermography 
in  Breast  Cancer,  Shimkin,  M.  B.,  55-56 
VY  (July) 

NEUROSURGERY 

Critical  Evaluation  and  the  Neurosurgical 
Treatment  of  Pain,  Harris,  A,  B.,  576-580 

NUTRITION 

Nutrition,  Walden,  R.  T.,  55  W (July) 

OCCUPATIONAL  DISEASES 

Occupational  Skin  Diseases  in  the  San 
Francisco  Bay  Area,  Gellin,  G.  A.,  Wolf, 
C.  R-,  Milby,  T,  H„  9-12  W (July) 

PACEMAKER 

A Record  Analysis  of  Washington  Drivers 
with  License  Restrictions  for  Heart  Dis- 
ease, Crancer,  A.,  Jr.,  O'Neall,  P.  A., 
409-416 

PAIN 

Cancer  Pain,  Brena,  S.,  571-573 

Critical  Evaluation  and  the  Neurosurgical 
Treatment  of  Pain,  Harris,  A.  B.,  576-580 

Current  Concepts  of  the  Pain  Process, 
Bonica,  J.  J.,  661  -664 

Disability  Evaluation  and  Physical  Thera- 
peutics in  Patients  with  Chronic  Pains, 
Stolov,  W.  C.,  673-678 

General  Surgeon's  Approach  to  Abdominal 
Pain  of  Obscure  Origin,  White,  T.  T., 
669-672 

Low  Back  Pain,  Clawson,  D.  K.,  686-689 

Operant  Conditioning  as  a Treatment 
Method  in  Management  of  Selected 
Chronic  Pain  Problems,  Fordyce,  W.  E., 
580-581 

Pain  — Basic  Principles  of  Management, 
Bonica,  J.  J.,  567-568 

Pain,  Emotion  and  a Rationale  for  Therapy, 
Raney,  J.  O.,  659-661 

Pain  in  the  Extremities,  Bonica,  J.  J.,  570- 
571 

Pain-Prone  Patient,  The,  Brena,  S.,  573- 
575 

Pain  Relief  for  the  Cancer  Patient  Through 
Selective  Radiation  Therapy,  Parker, 
R.  G.,  665-668 

Thoracic  and  Abdominal  Pain  Originating 


in  the  Vertebral  Axis.  Some 
Aspects  of  Physical  Diagnosis,  Taylor, 
T.  K.  F.,  679-685 

Use  of  Drugs  in  Control  of  Chronic  Pain, 
Aagoard,  G.  N.,  689-692 

PATHOLOGY,  BRONCHIAL 

Pathology  of  Bronchial  Obstruction  in 
Asthma,  Millman'  M.,  45  W (June) 

PEDIATRICS 

Experiences  with  Safety  Cantainers  for 
Prevention  of  Accidental  Childhood 
Poisoning,  Stracener,  C.  E.,  Scherz,  R. 

G. ,  334-339 

Management  of  Respiratory  Failure  in 
Childhood  Status  Asthmaticus,  Soro- 
kowski,  N.,  44  W (June) 

Phototherapy  and  the  Jaundiced  Infant, 
Wennberg,  R.  P.,  241-243 

Poisoning  in  Childhood,  Robertson,  W.  O., 
95-98 

PEPTIC  ULCER 

Diagnosis  of  Zollinger-Ellison  Syndrome: 
Ulcerogenic  Tumor  of  the  Pancreas, 
Babb,  R.  R.,  1-3  W (July) 

Nature  and  Treatment  of  Stress  Ulcers, 
The,  A Review,  Nagel,  C.  B.,  19-24  W 
(June) 

PESTICIDES 

School  Children  and  Pesticides,  Chope, 

H. D.,  54  W (July) 

PHOSPHATES 

DDT  Out  — Organophosphates  Also  Dan- 
gerous, Milby,  T.  H.,  53-54  W (July) 

PHOTOTHERAPY 

Phototherapy  and  the  Jaundiced  Infant, 
Wennberg,  R.  P.,  241-243 

PHYSICAL  THERAPY 

Disability  Evaluation  and  Physical  Thera- 
peutics in  Patients  with  Chronic  Pains, 
Stolov,  W.  C.,  673-678 

PHYSICIANS 

Oregon  Physicians  ...A  Study  of  Their 
Age,  Sex,  Specialty  and  Location, 
Meighan,  S.  S.,  Burg,  R.,  Weitmon,  M., 
250-256 

POISONING 

Dangerous  Drugs,  Chope,  H.  D.,  5 1 W 

(July) 

DDT  Out  — Organophosphates  Also  Dan- 
gerous, Milby,  T.  H.,  53-54  W (July) 

Experiences  with  Safety  Containers  for 
Prevention  of  Accidental  Childhood 
Poisoning,  Stracener,  C.  E.,  Scherz,  R,  G., 
334-339 

Poisoning  in  Childhood,  Robertson,  W,  O., 
95-98 

School  Children  and  Pesticides,  Chope,  H. 
D„  54  W (July) 

POLLEN 

Recent  Laboratory  Evidence  of  Benefits 
From  Injection  Therapy  for  Pollinosis, 
Marinkovich,  V.,  40  W (June) 

POLYMYOLGIA  RHEUMATICA 

Notes  on  Joint  Diseases  VI,  Polymyalgia 
Rherumatico,  Healey,  L.  A.,  502 

POPULATION  CONTROL 

Number,  Types  and  Duration  of  Human 
Lives,  Williams,  R.  H.,  493-496 

Qualitative  and  Quantitative  Prablems 
in  Generation,  Williams,  R.  H.,  497-501 

PREGNANCY,  TEENAGE 

Pregnant  Teenagers,  Chope,  H.  D.,  56  W 
(July) 


PROTOSCOPY 

How  I Do  It,  Office  Proctoscopy,  Brotrude, 
A.  P.,  333 

PSEUDOGOUT 

Notes  on  Joint  Diseases  VIII,  Pseudogout, 
Healey,  L.  A.,  863-864 

PSYCHIATRY 

Drugs  in  the  Management  of  Depression, 
Johnson,  M.  H.,  780-784 

Involuntary  Psychiatric  Hospitalization  in 
Washington  — Is  There  a Need  for 
Change?  Spoerl,  O.  H.,  27-30 

Medical  Certification  and  the  Hospital- 
ization of  the  Mentally  III,  Dorpat,  T.  L., 
Shearer,  R.  J.,  23-26 

Pain,  Emotion  and  a Rationale  for  Therapy, 
Raney,  J.  O.,  659-661 

Operant  Conditioning  as  a Treotment 
Method  in  Management  of  Selected 
Chronic  Pain  Problems,  Fordyce,  W.  E., 
580-581 

Psychiatric  Contribution  to  a Regional 
Medical  Program,  Dickel,  H.  A.,  Kole,  D. 
M.,  776-779 

Some  Psychiatric  Comments  on  the  Cur- 
rent Move  Toward  Sex  Education  Pro- 
grams in  the  Schools,  Brunsetter,  R.  W., 
7-12 

PUBLIC  HEALTH 

Oregon  Physicians.  . . A Study  of  Their  Age, 
Sex,  Specialty,  and  Location,  Meighan, 
S.  S.,  Burg,  R.,  Weitman,  M.,  250-256 

QUACKERY 

Quackery,  West,  R.  O.,  52  W (July) 

RADIOTHERAPY 

Pain  Relief  for  the  Cancer  Patient  Through 
Selective  Radiation  Therapy,  Parker, 
R.  G.,  665-668 

REGIONAL  MEDICAL  PROGRAMS 

Psychiatric  Contribution  to  o Regional 
Medical  Program,  Dickel,  H.  A.,  Kole, 
D.  M.,  776-779 

RESEARCH 

Lessons  Learned  Along  the  Research  Road, 
Sulzberger,  M.  B.,  13-22  W (July) 

RHEUMATOID  ARTHRITIS 

Notes  on  Joint  Diseases  V,  Rheumatoid 
Arthritis  or  Osteoarthritis?  Healey,  L. 
A.,  425-426 

RHINOVIRUS 

The  Rhinoviruses  of  Man,  Fiala,  M.,  1-6  W 
(May) 

ROCKY  MOUNTAIN  SPOTTED  FEVER 

Rocky  Mountain  Spotted  Fever  in  Mon- 
terey County,  California,  Everett,  E.  D., 
Rhom,  A.,  15-16  W (June) 

RUBELLA 

Control  of  Rubella,  The,  Chin  J.,  54-55  W 
(July) 

SEX  EDUCATION 

Some  Psychiatric  Comments  on  the  Cur- 
rent Move  Toward  Sex  Education  Pro- 
grams in  the  Schools,  Brunsetter,  R.  W., 
7-12  W (May) 

SOCIAL  PROBLEMS 

Abortion  Request  and  Post-Operative  Re- 
sponse. A Washington  Community 
Survey,  Pion,  R.  J.,  et  ol,  693-698 

SPINAL  CORD  INJURIES 

Birth  Injury  to  the  Spinal  Cord,  Allen,  J.  P., 
323-326 
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SPINAL  DISEASES 

Thoracic  and  Abdominal  Pain  Originat- 
ing in  the  Vertebral  Axis.  Some  As- 
pects of  Physical  Diagnosis,  Taylor, 
T.  K,  F„  679-685 

SPINAL  NERVES 

Thoracic  and  Abdominal  Pain  Originating 
in  the  Vertebral  Axis.  Some  Aspects  of 
Physical  Diagnosis,  Taylor,  T.  K.  F.,  679- 
685 

SPONDYLITIS,  Ankylosing 

Notes  on  Joint  Diseases  II,  The  Manage- 
ment of  Ankylosing  Spondylitis,  Healey, 

L.  A.,  165-166 

STRESS 

Nature  and  Treatment  of  Stress  Ulcers,  The; 
A Review,  Nagel,  C.  B.,  19-24  W (June) 

SUICIDE 

Crisis  Treatment  of  Suicide,  The,  Tabach- 
nick,  N.,  1-8  W (June) 

Number,  Types  and  Duration  of  Human 
Lives,  Williams,  R.  H.,  493-496 

SURGERY 

General  Surgeon's  Approach  to  Abdominal 
Pain  of  Obscure  Origin,  The,  White,  T. 
T.,  669-672 

Primary  Hyperparathyroidism.  Current 
Problems  in  Surgical  Treatment,  Smith, 

M.  P.,  773-775 

Recent  Advances  in  Surgery  of  Congenital 
Heart  Disease,  Gerbode,  F.,  Sharma,  G., 
25-31  W (May) 

Surgical  Treatment  of  Rheumatoid  Arthritis 
of  the  Hand,  Stack,  R.  E.,  245-249 

Tracheal  Stenosis:  A Disease  of  Medical 
Progress  — Surgical  Repair  of  Three 
Cases,  Vander  Veer,  J.  B.,  921-925 

SURGERY,  PLASTIC 

Turban  Tumors,  Fade,  G.  G.,  170-171 

SYPHILIS 

A Graphic  Guide  for  Clinical  Management 
of  Latent  Syphilis,  Pereyra,  A.  J.,  Voller, 
R.  L.,  13-17  W (May) 

Secondary  Syphilis  Misdiagnosed  as  Lym- 
phoma, Goffinet,  D.  R.,  Hoyt,  C., 
Eltringham,  J.  R.,  22-23  W (May) 

TENSION 

Allergic  Tension-Fatigue  Syndrome,  The, 
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OBITUARIES 


DR.  E.  FRANTZ  coRNELiussEN,  69,  Seattle,  Washitif^- 
tun,  died  Fehmanj  27,  1970  following  cerebral  hem- 
orrhage. Dr.  Corneliussen  graduated  from  the  Uni- 
versity of  Oregon  Medical  School,  Portland,  in  1927, 
receiving  his  license  one  year  later.  He  had  practiced 
medicine  in  Seattle  for  3.5  years.  He  was  a veteran  of 
World  War  11. 

DR.  RAYMOND  MOR.ALEE  SCHULTE,  78  Spokaiw,  Wash- 
ington, died  May  20,  1970.  Death  was  due  to  myo- 
cardial ischemia.  Dr.  Schulte  graduated  from  Yale 
University  School  of  Medicine,  New  Haven,  in  1916, 
receiving  his  licen.se  in  1920.  He  was  founder  of  the 
Spokane  and  Inlatul  Empire  Blood  Bank  and  was  a 
veteran  of  World  War  1. 

DR.  CHARLES  M.  DENNEN,  64,  Seattle,  Washington, 
died  May  21,  1970.  Dr.  Dennen  graduated  from 
Northwestern  University  Medical  School,  Chicgo, 
in  1933,  and  received  his  license  one  year  later.  Dr. 
Dennen  was  a veteran  of  World  War  11.  Death  was 
due  to  coronary  thrombosis. 

DR.  EUGENE  w.  RocKEY,  83,  Arch  Cape,  Oregon, 
died  June  18,  1970.  His  terminal  illness  was  broncho- 
pneumonia. Dr.  Rockey  graduated  from  Harvard 
Medical  School,  Boston,  in  1912  and  was  licensed 
the  same  year.  He  was  a captain  in  the  medical  corps 
during  World  War  1.  Dr.  Rockey  retired  in  1967  af- 
ter practicing  surgery  for  .55  years.  He  was  a mem- 
ber of  the  Sommer  Memorial  Lectures  Committee  for 
many  years  and  was  influential  in  developing  the 
Sommer  program. 

DR.  JOSEPH  BRYNE  HARRIS,  54,  TacoTTUi,  Washington, 
died  May  18,  1970.  Death  was  a result  of  congestive 
heart  failure.  He  graduated  from  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  in  1940  and  re- 
ceived his  license  in  1952.  Dr.  Harris  was  a lieuten- 
ant colonel  in  the  Army  Reserve  at  the  time  of  his 
death.  He  specialized  in  internal  medicine. 

DR.  BURTON  AUGUSTUS  BROWN,  81,  Tacoma,  Washing- 
ton, died  June  3,  1970,  He  graduated  from  North- 
western University  Medical  School,  Chicago,  in  1921 
receiving  his  license  the  same  year.  Dr.  Brown  was 
medical  director  at  the  Pierce  County  Hospital  for 
24  years.  Death  was  due  to  congestive  heart  failure. 

DR.  ELLSWORTH  FRANCIS  LUCAS,  73,  Batulon,  Oregon, 
died  June  14,  1970.  Dr.  Lucas  graduated  from  the 
University  of  Oregon  Medical  School,  Portland,  in 
1925  and  was  licensed  the  .same  year.  Dr.  Lucas  had 
practiced  medicine  in  Bandon  for  the  past  38  years. 


He  had  carcinoma  of  the  kidney,  but  death  was  due 
to  cerebral  hemorrhage. 

DR.  ROBERT  E.  JOSEPH,  63,  Petulleton,  Oregon,  died 
July  5 1970.  Cause  of  his  death  was  arteriosclerotic 
heart  di.sea.se.  He  graduated  from  Creighton  Univer- 
sity School  of  Medicine,  Omaha,  in  1933  and  re- 
ceived his  license  the  same  year.  Dr.  Joseph  had  been 
staff  member  at  Eastern  Oregon  Hospital  and  Train- 
ing Center  .since  1963.  He  was  a veteran  of  World 
War  11. 

DR.  WARREN  c.  HUNTER  , 75,  Portland,  Oregon,  died 
July  6,  1970,  from  carcinoma  of  the  pancreas.  He 
graduated  from  the  University  of  Oregon  Medical 
School,  Portland,  in  1924  and  was  licensed  the  .same 
year.  Dr.  Hunter  was  former  chief  pathologist  for 
two  institutions,  the  University  of  Oregon  Medical 
School  and  Portland  Adventist  Hospital.  He  was  a 
founder  and  chairman  of  the  Oregon  Division  of  the 
American  Cancer  Society  in  Portland. 

DR.  FRANK  SPRATT,  54,  Gmnclview,  Washington,  died 
August  23,  1970,  after  an  acute  coronary  occlusion. 
He  graduated  from  Loyola  University  Stritch  School 
of  Medicine,  Chicago,  in  1941,  receiving  his  lisense 
the  same  year.  Dr.  Spratt  had  been  in  general  prac- 
tice the  past  25  uears.  He  was  a veteran  of  World 
War  11. 

DR.  FRANKLIN  M.  BUTLER,  54,  Vancouver,  Washing- 
ton, died  July  11,  1970.  He  graduated  from  the  Uni- 
versity of  Oregon  Medical  School,  Portland,  in  1942, 
receiving  his  license  in  1946.  Dr.  Butler  had  been  in 
practice  in  Vancouver  for  the  past  24  years.  He 
served  with  the  U.  S.  Medical  Corps  in  World  War 
11.  Cause  of  death  was  adenocarcinoma  of  the  cecum 
and  hepatic  failure  due  to  metastatic  disease. 

DR.  HARRY  GEORGE  TALBOT,  77,  Eugene,  Oregon,  died 
February  9,  1970  due  to  coronary  thrombosis  and 
myocardial  infarction.  He  graduated  from  the  Uni- 
versity of  Illinois  College  of  Medicine,  Chicago  in 
1925  and  received  his  license  a year  later.  Dr.  Talbot 
had  been  in  practice  in  Eugene  for  32  years  until 
his  retirement  in  1958. 

DR.  VERNE  SMITH  GEAREY,  73,  Neotsu,  Oregon,  died 
February  16,  1970  of  pneumonia.  He  graduated 
from  the  University  of  Minnesota  Medical  School, 
Minneapolis,  in  1921  and  received  his  license  in 
1925.  Dr.  Gearey  had  been  in  practice  in  Oregon  for 
40  years.  He  retired  in  1965  due  to  illness.  He  was  a 
veteran  of  World  War  1. 
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REVIEWS 

The  People’s  Health:  Medicine  and 
Anthropology  in  a Navajo  Community 

By  John  Adair,  Ph.D.,  Professor  of  Anthropology,  San  Francisco 
State  College,  San  Francisco,  California;  Kurt  W.  Deuschle, 
M.D.,  Lavanburg  Professor  and  Chairman,  Department  of  Com- 
munity Medicine,  Mount  Sinai  School  of  Medicine  of  the  City 
University  of  New  York,  New  York;  187  pp.  Illustrated.  Price 
$6.95.  Appleton-Century-Crofts,  New  York.  1970. 

In  1955,  Cornell  University  Medical  College  con- 
tracted with  the  U.S.  Public  Health  Servace  to  pro- 
vide health  care  to  the  Navajo  Indians.  The  purposes 
of  this  pilot  program  were  to  develop  effective  care 
for  the  Navajo,  to  see  how  this  experience  might  have 
general  application  and  to  see  what  happens  when 
modern  medical  science  encounters  the  disease  pat- 
terns of  a non-technologic  society.  The  program 
lasted  seven  years  and  is  now  well  known  from  many 
individual  studies  that  have  been  published.  This 
hook  considers  the  whole  project  to  show  how  medi- 
cine and  anthropology  worked  together  in  its  design 
and  administration. 

From  the  onset,  the  directors  recognized  the  need 
to  use  anthropologic  knowledge  to  bridge  cultural 
differences  hindering  a successful  program.  The 
Navajo  were  favorably  inclined  because  of  Cornell’s 
success  in  treating  tuberculosis  on  their  reserv'ation. 
Care  was  taken  to  include  the  tribal  council  in  plan- 
ning and  choice  of  clinic  location.  Many  Farms, 
Arizona. 

Recognizing  the  important  role  of  the  medicine 
man  in  Navajo  life,  they  did  not  try  to  erode  his 
position  but  set  out  to  work  with  him.  How  they 
succeeded  is  seen  in  a quote  from  Sam  Yazzie,  an 
old  Navajo  singer  (medicine  man);  “I  have  great 
respect  for  white  doctors;  they  can  remove  an  ap- 
pendix, a gallbladder  . . . (but)  . . . there  are  certain 
sicknesses  that  a doctor  can  never  cure  that  we  can  — 
lizard  illness,  for  example.”  Another  acknowledged 
that  the  Cornell  doctors  treated  some  diseases  such 
as  tuberculosis  better,  but  he  added,  “there  is  sick- 
ness that  comes  from  getting  too  close  to  where 
lightning  has  struck  . . . you  doctors  have  no  way  of 
even  finding  out  what  is  wrong  . . . but  we  medicine 
men  can  and  we  are  able  to  cure  such  cases.” 

The  key  element  in  their  system  w'as  the  health 
visitor  who  served  as  a crucial  bridge,  not  only 
between  two  languages  but  for  culture  and  habits 
as  well.  The\'  found  that  Navajo  who  had  been 
patients  with  tuberculosis  served  verv'  well  in  this 
role.  Problems  encountered  and  solv'ed  were  many. 
Language  was  a formidable  one,  for  an  interpreter 
had  to  translate  concepts  not  just  words.  For  example, 
in  butchering  a sheep,  the  Navajo  remove  the 


thoracic  contents  as  one  unit  and  make  no  dis- 
tinction between  heart  and  lungs.  They  describe 
them  with  one  word. 

Congenital  hip  disease  is  common  among  the 
Navajo  and  a limp  carries  no  .social  stigma  or  im- 
portant functional  restriction  so  he  sees  no  reason 
to  undergo  a fusion,  which  prevents  him  from  riding 
a horse  or  sitting  on  the  ground,  in  return  for  a 
promise  of  preventing  trouble  from  severe  degener- 
ative arthritis  in  the  distant  future. 

After  seven  years,  the  program  was  considered  a 
success  by  the  Navajo  and  Cornell,  but  when  the 
University  tried  to  have  the  Public  Health  Service 
take  over  and  employ  the  health  visitors,  it  failed. 
While  they  had  planned  carefully  to  allow  for  ob- 
stacles in  Navajo  culture,  they  had  overlooked  pre- 
vailing customs  in  our  own  culture  that  are  resistant 
to  change.  As  the  Nursing  Administrator  said:  “We 
cannot  just  fit  all  of  your  program  into  ours.  We 
have  thousands  of  things  to  consider  that  you  don’t; 
salary  levels,  tenure,  overlap  of  functions,  compati- 
bility of  personnel,  overall  program  determinations. 
Believe  me  it  isn’t  easy.  In  government,  we  have 
lots  of  things  to  consider.” 

This  brief,  simply  written  book  tells  a fascinating 
story.  The  authors  suggest  that  their  experience 
would  be  helpful  to  those  who  attempt  to  bring 
medical  care  to  ghettoes,  rural  communities  and 
underdeveloped  countries.  This  is  true  hut  too  limit- 
ed. The  book  has  much  to  tell  all  of  us  who  take  care 
of  patients  and  deal  with  others  who  also  take  care 
of  them.  For  example,  what  is  lizard  disease  in  our 
community  and  who  treats  it? 


LOUIS  A.  HEALEY,  M.D. 


Sudden  Infant  Death  Syndrome 

Edited  by  Abraham  B.  Bergman,  M.D.,  J.  Bruce  Beckwith,  M.D., 
and  C.  George  Ray,  M.D.,  Children's  Orthopedic  Hospital  and 
Medical  Center  and  University  of  Washington  School  of  Medicine. 
248  pp.  Price  $10.00.  University  of  Washington  Press,  Seattle, 
Washington.  1970. 

The  editors  of  SIDS  (Sudden  Infant  Death  Syn- 
drome) have  effectively  condensed  the  proceedings 
of  a two  dav  conference  with  a readable  presentation 
of  the  present  state  of  knowledge  of  an  important 
problem.  A significant  contribution  of  the  book  is  the 
inclusion  of  the  discussion  following  the  prepared 
papers  w'hich  permit  the  reader  to  put  conflicting 
expert  opinion  into  a .somewhat  balanced  perspectiv'e. 
It  is  rare  to  find  so  much  information  presented  in 
such  a concise  form  and  for  anyone  interested  in 
SIDS  this  v’olume  should  be  considered  “must” 
reading. 

R.W.  OL.MSTED.M.D. 
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Don’t 

complete  another 

insurance 


claim 


If  you  are  not  presently  using  the  Synergy 
insurance  claim  processing  program, 
your  office  overhead  costs  and  accounts 
receivables  are  probably  twice  as  high 
as  they  need  to  be.  Because  our  spe- 
cialized service  can  do  in  minutes  the  de- 
tailed work  your  people  need  days  to 
complete. 

As  complicated  new  health  insurance 
legislation  is  written,  our  programs  auto- 
matically put  these  changes  into  effect. 

And  that's  just  the  beginning. 

As  part  of  our  service,  we’ll  . . . 

• Process  all  types  of  insurance  claims, 

• Send  you  an  advance  payment  on 
outstanding  insurance  claims, 

• Prepare  and  mail  your  patient  state- 
ments, 

• Provide  an  accounts  receivable 
report  which  gives  more  information 
at  a glance  than  the  ledger  card  you 
are  now  using, 

• Even  write  your  refund  checks  on 
overpaid  accounts,  and  more. 


form 


For  probably  less  than  it  is  presently  cost- 
ing you  to  manage  your  accounts  receiv- 
able. 

Synergy  offers  the  kind  of  program  which 
will  allowyou  andyour  medical  assistants 
to  devote  full  time  to  the  practice  of  med- 
icine. 

You  can  get  the  full  story  on  Synergy’s 
complete  accounts  receivable  manage- 
ment service  by  calling  MA  2-6944  in 
Seattle,  or  by  mailing  this  coupom. 


Synergy,  Inc. 

1411  4th  Avenue  Building 
Seattle,  Washington  98101 

I would  like  additional  information  on  the 
Synergy  accounts  receivable  manage- 
ment program. 

Name 

Address 

City/State 

Telephone 


CLASSIFIED  ADVERTISEMENTS 

AM  claitifiad  advartisementi  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  most  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miles  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write,  J.L. 
Campiche.  M.D.,  12th  & Pacific,  Long  Beach,  Wa.,  98631. 
Phone:  office  (206)  642-2700,  home  642-2701. 


GENERAL  PRACTITIONER  WANTED — Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500.  surrounding  population  6,000.  Contact  Mr. 
Willard  Perry.  Administrator,  Forks  Community  Hospital.  Forks, 
Wa.,  98331.  Phone  374-6271. 


OBSTETRICIAN-GYNECOLOGIST — Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen,  M.D.,  Chief,  Department 
of  OB-Gyn.  The  Permanente  Clinic.  5055  N.  Greeley,  Portland. 
Ore.  97217. 


GENERAL  PRACTITIONER  NEEDED  — Excellent  opportunity  for 
two  GPs  to  develop  rewarding  practices  in  an  expanding  progres- 
sive community  of  6,000  servicing  a population  of  14,000.  Several 
types  of  group  association  and  off  time  coverage  available.  Located 
in  the  heart  of  beautiful  Puget  Sound  country.  Mild  year-round 
climate  offers  best  in  hunting,  fishing,  boating,  water  sports,  snow 
skiing  and  mountain  climbing.  2 Vi  million  dollar  56-bed  general 
hospital  opened  October  1968.  New  modular  physicians  clinic  com- 
plex adjacent  to  the  hospital  completed  this  year  providing  the  best 
in  office  facilities.  $25,000  net  income  guarantee  plus  other  sub- 
stantial assistance  available  to  selected  physicians.  Reply  in  con- 
fidence to  Mr.  S.  W.  Vander  Wegan,  Shelton  General  Hospital 
Foundation,  P.  O.  Box  444,  Shelton,  Wa.  98584. 


ADMITTING  PHYSICIAN  OPPORTUNITY  — Available  in  540-bed 
medical  and  surgical  V.  A.  Hospital.  Regular  hours,  salary  depen- 
dent upon  qualifications  and  experience.  Equal  opportunity  employ- 
er. Contact  Chief  of  Staff,  V.  A.  Hospital,  Portland,  Ore.,  97207, 
phone  (503)  222-9221,  ext.  388. 

GP-INTERNIST  — Wanted  for  growing  Wisconsin  community. 
Outstanding  opportunity,  patient  service  area  exceeds  10.000. 
Desirable  locations  for  family  living  — good  schools  — doorway 
to  Horicon  Recreational  area.  Contact  Executive  Secretary.  May- 
ville  Chamber  of  Commerce,  Box  86,  Mayville.  Wise.  53050. 

GENERAL  PRACTITIONER  RETIRING  — Olympia,  Wa.  Office  in 
single  bldg.,  for  rent.  3 exam,  rooms,  lab,  x-ray  darkroom,  consulta- 
tion office,  waiting  room  and  large  recovery  room,  (800  sq.  ft.);  3 
room  apt.  upstairs  with  appliances  and  utilities  furnished,  (640  sq. 
ft.)  Daylight  basement  and  laundry  facilities,  automatic  oil  heat  and 
hot  water.  Total  area  of  the  3 floors  is  2,016  sq.  ft.  Complete  x-ray, 
pharmacy,  laboratory  and  dental  facilities  available  within  1 block. 
City  bus  service.  Medical  equipment  for  sale  separately.  Available 
immediately.  Phone  (206)  357-7070  days  or  352-3855  evenings. 


URGENT  NEED  — For  two  general  practitioners.  Washington  license 
required.  Position  openings  in  group  practice,  pre-payment  plan 
organization.  Contact  F.  L.  Van  Veen,  M.  D.,  Chief  of  Staff,  Tri 
County  Hospital,  Deer  Park,  Wa.  99006. 


GENERAL  PRACTITIONER  — Wanted  for  a busy  practice  near 
Seattle-Tacoma.  Salary  at  first  then  association.  Write  Box  16-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


RESIDENCY  IN  PSYCHIATRY  — Applications  invited  for  accredited 
3 year  residencies,  beginning  July  1,  1971.  Each  year  with  separate 
program.  Limited  case  load,  individual  supervision.  Emphasis  on 
dynamic  and  community  psychiatry.  First  year  $12,816;  2nd  $13,452; 
3rd  $14,124  (15  percent  increase  proposed).  Also  NIMH  psychiatric 
residency  fellowship  available.  Apply  Dean  K.  Brooks,  M.D.,  Supt., 
Oregon  State  Hospital,  Salem,  Ore.  97310. 


NORTH  END  SEATTLE  CLINIC  — Fully  equipped  has  opening  for  a 
GP  or  specialist  who  will  do  GP.  Salary  open  and  commensurate  to 
experience.  Partnership  offer  may  be  available  after  a year’s  ex- 
perience. Write  Box  17-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


SITUATIONS  WANTED 


OB-GYN,  31,  BOARD  ELIGIBLE,  UNIVERSITY  TRAINED— Military 
obligation  completed,  married,  seeks  assoc.,  leading  to  partnership 
in  N.W.  Available  7/1/71.  Contact  R.  E.  Bonaldi,  M.D.,  1006  N. 
Summit,  Iowa  City,  Iowa  52250. 

PEDIATRICIAN  — 30,  board  eligible,  military  completed,  avail. 
Aug.  1971.  Desires  group/assoc,  in  Northwest.  W.  Gary  Becker, 
M.D.,  3713  Esperanza  Dr.,  Sacramento,  Cal.  95825,  (916)  483-8920. 


OFFICE  SPACE 


SPACE  AND  OPPORTUNITY  — Available  for  GP.  Double  office 
in  new  clinic  building,  Burien.  GP  of  15  yrs  in  area  seeking 
associate  to  share  premium  office  space.  Contact  Alan  L.  W. 
Gunsul,  M.D.,  216  S.W.  156th  St.,  Burien.  Wa.  98166 


OFFICE  FOR  RENT — Attractive  Medical-Dental  Building  lo- 
cated In  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician,  GP  or  internist.  Population  close  to  30,000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D..  101  N.  E.  1 1th,  East  Wenatchee. 
Wa.  98801. 


BEND  OREGON  MEDICAL  BUILDING  — For  sale  or  lease.  Suite  of 
9-rms,  1,300  sq.  ft.  Excellent  downtown  location.  Parking.  Practice 
in  Vacationland,  Write  Box  15-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


YOUTH  MEDICAL-DENTAL  CENTER  — Now  leasing  office  space, 
available  spring  1971,  in  Portland,  three  minutes  from  city  center 
on  freeway,  southwest  area.  Suitable  for  child  psychiatrists,  ortho- 
pedists, dermatologists,  urologists,  plastic  surgeons.  For  further 
information  contact  Alvin  D.  Wert,  M.D.,  1440  S.W.  Taylor  St., 
Portland.  Ore.  97205,  phone  (503)  222-9421. 


PROPERTY  INVESTMENT 


DO  YOU  NEED  INCOME  TAX  RELIEF?  — You  can  reduce  your  1970 
taxable  income  $50,000  or  more  this  year  by  investing  your  money 
in  income  producing  properties  in  the  Seattle-Tacoma  area  before 
January  1st.  Our  present  tax  laws  allow  you  to  write  off  your  whole 
down  payment  in  the  form  of  prepaid  interest.  This  is  excellent  for 
the  group  or  the  individual.  Professional  management  will  handle 
the  entire  operation.  Act  now!  You  have  only  one  month  left.  Call 
Tom  Meier  in  Seattle  at  MA  2-9141  collect,  or  write  to  me  at  2333 
Third  Avenue,  Seattle,  Wa.  98121 


MEDICAL  EQUIPMENT 


PROFXRAY  100  MA-  $850,  Call  (206)  822-2777. 


REAL  ESTATE 


CASE  INLET,  WESTERN  EXPOSURE  — No  bank  waterfront.  $310 
per  foot.  Tacoma  JU  8-7815. 
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in  cardiac  edema 


gets  the  welter  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indicatiorvs;  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

V/arnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  ReACtiorvs:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  lOO  capsules. 


Smith  Kline  & French  Laboratories 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 

Francisco, 

AMA  Clinical — Nos.  28- Dec.  1,  1971, 
Nc«  Orleans. 

Oregon  Medical  Association — Annual 

Meeting,  September  22-26,  1971,  Hilton 
Hotel,  Portland. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle. 

Idaho  Medical  Association — Annual 
Meeting,  June  30 — July  4.  1971,  Sun 
\'alley. 

Northwest  Society  of  Plastic  Surgeons  — 

Pres..  Matthew  Pilling.  Seattle 
Sec..  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres..  Robert  S.  Johnson.  Spokane 
Sec.,  Arthur  C,  Jones,  Portland 
Pacific  Northwest  Radiological  Society 
Annual  .Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres..  Willis  Taylor,  Seattle 

Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Biennial  Western  Conference  on  Anes- 
thesiology, May  1-1,  1971;  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information:  Eldon  E.  Smith,  M.D., 
2270  kalakaua  Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson,  Ariz. 
Sec..  Murray  G.  Atnikov,  Vancouver, 
B.C. 


OREGON 

.\cademy  of  General  Practice — Annual 
Scientific  Assembly.  May  5-7,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres..  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Rage.  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 
Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct.,  Nov.). 

Pres..  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett.  Portland 

Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth.  Portland 
Sec.,  David  Brown,  Portland 


Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club.  Port- 
land. 

Pres..  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watlerman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept.,  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting.  May  13-15,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Re.sort,  W emme. 

Pres.,  W.  James  Ruhl.  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings.  Congress  Hotel,  Portland. 

Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  F'ri.  Sept. — May, 
except  Nov.  3rd,  F'riday. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  .Medical  Society  Building, 
Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— ^th 
Tues.  (Jan.-May,  Sept.-Nov.). 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society— 1th  Tues. 
(Sept.-May).  Annual  Meeting — .May 
13-14,  1971,  Thunderbird  Motor  Inn, 
Portland,  Oregon. 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 
King  County  Academy  General  Practice — 
4th  .Mon.  (except  June,  July,  Aug., 
Dee.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 


Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.);  Annual  Meeting,  Jan.  15-16, 
1971,  Washington  Plaza  Hotel,  Seattle. 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — l.st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  .\ug..  Sept., 
Dec.) 

Pres.,  Joe  Griffin,  Seattle 
Sec.,  David  Figge,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.).  Annual  Meet- 
ing Jan.  15,  1971,  University  Tower 
Hotel,  Seattle. 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May).  Annual  Meeting,  Jan. 
22-23,  1971,  Washington  Plaza  Hotel, 
Seattle. 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Annual  Meeting — Spokane,  April  3rd, 
1971,  Davenport  Hotel. 

Pres.,  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Annual  Meeting.  March, 
1971. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club — 3rd  Tues.  (Sept. 
— May). 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting,  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr.,  Snohomish 
Sec.,  Paul  M.  Tueffers,  Seattle 

Washington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 

Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 

Pres.,  Edward  C.  Smilh,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologist— Quarterly  meetings,  location 
varies.  Mar.,  May,  Sept.,  & Dec. 

Pres.,  Phillip  O,  Bridenbaugh,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 

Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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LjOMOTIL 


y tablets/liquid  Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


first  aid 
in  diarrhea 

of  acute  gastroenteritis 


PROMPT  ANTIDIARRHEAL  ACTION 

Roentgenographic  studies  demon- 
strate that  the  motility-iowering  activ- 
ity of  Lomotil  is  concentrated  in  the 
first  three  hours  and  continues  for  at 
least  six  hours. 

Clinical  investigators  have  found 
ample  confirmation  of  these  determi- 
nations. Lomotil  has  reduced  diarrheal 
urgency  in  many  patients  within  one 
hour. 

OPTIMAL  ANTIDIARRHEAL  CONTROL 

Numerous  investigators  have  re- 
marked on  the  high  degree  of  effec- 


tiveness of  Lomotil  in  a variety  of 
diarrheal  disorders.  Lomotil  has  given 
good  to  excellent  relief  of  symptoms 
in  many  patients  who  had  failed  to 
respond  to  other  measures. 

UNSURPASSED  ANTIDIARRHEAL 
ACCEPTANCE 

Patients  prefer  Lomotil  for  its  con- 
venience, its  prompt  control  of  diar- 
rhea and  its  relief  of  cramping  and 
urgency.  Physicians  specify  Lomotil 
for  its  dependable  action  and  its  rela- 
tive freedom  from  side  effects  when 
taken  as  directed. 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage;  this  is  not  ordinarily  a clini- 
cal problem.  Use  Lomotil  with  consid- 
erable caution  in  patients  receiving 
addicting  drugs.  Recommended  dosages 
should  not  be  exceeded,  and  medica- 
tion should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdos- 
age may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pin- 


point pupils,  tachycardia:  continuous 
observation  is  necessary.  The  subther- 
apeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include 
nausea,  sedation,  dizziness,  vomiting, 
pruritus,  restlessness,  abdominal  dis- 
comfort, headache,  angioneurotic 
edema,  giant  urticaria,  lethargy, 
anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise. 
Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  se- 
vere, even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial 
daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as 
follows: 

Children; 

3-6  mo.  . . Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  . . Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  ...  Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.) 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  ..1  tsp.  5 times  daily  (10  mg.) 
Adults:  ...2  tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in 
infants  less  than  3 months  of  age. 
Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 
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anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  \A/here 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium" 

(chlordiazepoxide 
HCI)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows : 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipatiori,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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